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His  wife  has  a  lot  of  different 
ijmopausal  symptoms,  but  only  a  few 
-ally  irritate  him.  Her  hot  flashes,  her 
/rtigo,  her  palpitations — that’s  her 
Doblem.  What  really  bothers  him  is 
nr  nervousness,  her  irritability  and 
ir  excessive  anxiety,  often  expressed 
3  endless  “book-shuffling,  chain- 
poking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
/rtigo,  palpitations  in  most 
nenopausal  women.  Menrium 
qovides  the  well-known  antianxiety 
lion  of  chlordiazepoxide  (Librium®) 
aid  water-soluble  esterified  estrogens. 
Ljtherefore  relieves  more  symptoms 
::an  either  component  separately, 
[.takes  care  of  the  vasomotor 
>mptoms  as  well  as  the  emotional 
simptoms.  This  means  the  symptoms 
jat  bother  his  wife  most.  And  the 
>mptoms  that  irritate  him  most. 

1  So,  to  help  them  both  get  through 
Ir  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa¬ 
tion,  a  summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina¬ 
tion  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula¬ 
tion  very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz¬ 
epoxide)  and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust¬ 
ment,  these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a  few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu¬ 
locytosis,  jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 
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5  mg  chlordiazepoxide 


Mjjrifpjm  0.2  mg  water-soluble 
■Kf  esterified  estrogens 


5  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 
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Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a  gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

HygrOtOUchJorthalidone  USP 

Makes  water,  not  waves. 


You  know 
diuretics 
medically 


3:trolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
tjrse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

■  ;roton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

:  tersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
i  uld  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
]  ’oration)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
i  plements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
I  sing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 

■  stal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 

:  dbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
iated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

:luce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
;rmination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
:  lalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
i  assium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
nents  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
l  rexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
otension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
Jmbocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
s  creatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
jipounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
the  complete  prescribing  information. 

IGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 
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Deltasone  5  mg. 

(prednisone,  Upjohn) 
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prednisone 
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Upjohn 
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DELTASONE®  TABLETS -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute—  herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  fir&t  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur¬ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub¬ 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re¬ 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re¬ 
sulted  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow¬ 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There¬ 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom 
mended.  Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper¬ 
tension  due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a  sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti¬ 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi¬ 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  o 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance 
electrolyte  imbalance;  alteration  of  glucose  metabolism  w^h  aggra-|*‘ 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuria 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra* 
vation  or  masking  of  infection;  increased  blood  pressure 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomni 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes 
posterior  subcapsular  cataracts  occasionally  requiring  extractio 
increased  intraocular  tension;  increased  intracranial  pressure  witl 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ang 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre 
thromboembolic  complications;  facial  erythema;  allergic  skin  rea' 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myo 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usual 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored-bottles  of  100  tablets.  5  mg.,  scored 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  fi 
strips. 

For  additional  product  information,  consult  the  package  ins 
or  see  your  Upjohn  representative.  ME0  B.1S 
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prednisone 
that's  made 
a  name  for  itself 


The  treatment  of 


Choice  of  4  strengths: 

Android  Android-HP 


impotence 

\  due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
W  w  M  M  as  effect've  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


k 


Android-x  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  .  .2.5  mg. 
fhyroid  Ext.  (1/6  gr.)  ..10  mg. 

Jutamic  Acid  . 50  mg. 

fhiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

3ottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vx  gr.)  ...  30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V<  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCL . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin  . 5  mg. 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

immobilized  patients:  use  of  Testosterone  should  be  discontinued 

ypercaicemia  is  detected. 

References:  1.  Montesano,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25:6,  1962  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher,  T.  F 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936 
1959.  5.  Farris.  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis 
J  Urol  79:863.  1958  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A  Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


8% 


POOR 


CEREBRO-NICIN11  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole. . . 100  mg. 

Nicotinic  Acid . 100  mg. 

Ascorbic  Acid . 100  mg. 

Thiamine  HCI .  25  mg, 

1-Glutamic  Acid .  50  mg. 

Niacinamide . . .  5  mg. 

Riboflavin . 2  mg. 

Pyridoxine.  .. . 3  mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 


CONTRAINDICATIONS:  There  are  no  knov/n  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  is  transient  and  is  "  •" 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 

Write  for  literature  and  samples... 

/  THE  brown  PHARMACEUTICAL  CO. 

2500  W. 6th  St., Los  Angeles, Calif.90057 
Write  for  Product  Catalog 
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REFER  TO 

PDR 


Fast...long-lasting 
relief  of  aches 
and  pains 
of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 


Double  strength  Measurin  timed-release  aspirin 
offers  a  new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a  4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  •  EFFECTIVE  •  LONG  LASTING  PAIN  RELIEF 
Dosage:  2  tablets  followed  by  1  or  2  tablets  every 
8  hours  as  required,  not  to  exceed  6  tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2  tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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PMS  COMMITTEE  MEETS  A  committee  of  the  PMS  Board  of  Trustees  met 

tflTH  MED  SCHOOL  DEANS  in  December  with  the  deans  of  Pennsylvania's 

medical  schools,  or  their  representatives,  to 
discuss  requirements  for  producing  more  physicians.  Formal  liaison  was 
2stablished.  Several  proposals  discussed  at  the  session  will  be 
presented  to  the  Board  of  Trustees  for  consideration. 

STATE  RENAL  DISEASE  COMMITTEE  HOPES  Members  of  the  State  Renal 

CO  BEGIN  PROCESSING  APPLICATIONS  SOON  Disease  Advisory  Committee  met 

in  December  to  begin  implement¬ 
ing  Act  No.  140  of  the  State  Legislature  by  establishing  standards  for 
2xpenditure  of  funds,  to  assure  the  availability  of  specialized  per¬ 
sonnel,  resources  and  equipment  necessary  to  enable  such  persons  to 
function,  and  to  care  for  persons  with  severe  uremia.  The  committee 
also  is  responsible  for  evaluating  the  qualifications  of  institutions 
providing  care  for  patients  with  chronic  renal  disease.  Chairman  of 
the  committee,  George  Bender,  M.D„,  director  of  the  Chester  County 
lealth  Department,  expressed  the  hope  that  the  Department  of  Health 
tfould  be  able  to  process  applications  for  funds  in  the  near  future.  A 
target  date  of  Feb.  28,  1971,  has  been  established  by  the  committee. 

^MA  RURAL  HEALTH  MEETING  The  twenty- fourth  national  conference  on 
SCHEDULED  FOR  ATLANTA  rural  health  will  be  held  March  26  and  26, 

1971,  at  the  Marriott  Motor  Hotel,  Atlanta, 
2a.  Conference  goals  are  to  discuss  methods  of  health  services  delivery 
in  rural  areas,  to  develop  planning  methods  for  community  organization 
for  health  services  and  to  review  efficient  utilization  of  health 
services . 

PMS  OFFICERS'  CONFERENCE  Topics  vital  to  every  Pennsylvania  physician 

SCHEDULED  FOR  APRIL  are  part  of  the  1971  Officers '  Conference 

of  the  State  Society  to  be  held  April  28 
and  29  at  the  Penn  Harris  Motor  Inn  in  Camp  Hill.  They  include  such 
things  as  discussions  of  the  proposed  Pennsylvania  Medical  Care  Founda¬ 
tion--  a  prepaid,  closed  panel  medical  care  program  on  a  statewide 
basis  to  meet  federal  and  other  pressures  for  such  a  concept,  and  a 
panel  on  the  details  of  the  continuing  education  requirements  for  State 
Society  membership  as  voted  by  the  1970  House  of  Delegates. 

NEW  MEDICAID  REGULATIONS  Individuals  under  twenty -one  who  are 

PROVIDE  SCREENING  FOR  YOUNG  eligible  for  Medicaid  will  be  screened 

and  treated  under  new  rules  announced  by 
the  Department  of  Health,  Education  and  Welfare.  States  are  responsible 
for  comprehensive  planning  necessary  for  the  plan,  which,  if  resources 
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are  limited,  is  to  begin  with  children  under  six,  extending  to  others 
in  stages  so  that  all  are  covered  by  July  1,  1973. 

JANUARY  DESIGNATED  President  Nixon  has  proclaimed  January  as 

"BLOOD  DONOR  MONTH"  "National  Blood  Donor  Month,  to  honor  the  vol¬ 

untary  blood  donors  and  to  encourage  increas¬ 
ing  numbers  of  people  to  be  voluntary  blood  donors."  John  B.  Henry, 
M.D.,  president  of  the  American  Association  of  Blood  Banks,  said:  "U. 
S.  hospitals  now  use  6,500,000  pints  of  blood  a  year.  If  only  a  few 
more  Americans  will  donate  a  pint  of  blood  during  the  month,  shortages 
which  often  mark  January  will  not  be  repeated." 

STATE  ANNOUNCES  The  State  Drug,  Device  and  Cosmetic  Board  has 

METHADONE  USE  RULES  announced  tentative  rules  governing  the  use  of  I 

methadone  in  approved  addict  "maintenance"  clin 
ics  and  for  withdrawal  progams  in  institutions.  They  are  subject  to 
review  by  the  attorney  general  before  becoming  effective  and  at  least 
one  of  the  provisions  would  require  a  waiver  from  the  U.S.  Food  and 
Drug  Administration.  The  provision  in  conflict  with  FDA  regulations 
would  permit  addicts  under  18  to  be  maintained  at  approved  clinics. 

The  state  seeks  the  waiver  because  facilities  for  detoxification  are 
not  adequate  to  handle  all  of  the  state's  addicts.  It  is  illegal  for, 
a  physician  to  use  any  narcotic  in  his  office  for  either  detoxifica¬ 
tion  or  maintenance.  Detoxification  is  limited  to  institutions  and 
maintenance  to  state-approved  programs.  Complete  rules  will  be  an¬ 
nounced  as  soon  as  they  become  available.  Meanwhile,  the  Dept,  of 
Public  Welfare  announced  that  physicians  and  pharmacists  would  be 
dropped  from  the  Medicaid  program  if  they  improperly  supplied  narcotic 
including  methadone  to  addicts. 

PMS  COUNCIL  HELPS  TO  CLEAR  WAY  The  Medical  Education  and  Community 
FOR  SAMA  PRECEPTORSHIP  PLAN  Orientation  (MECO)  project  of  the 

Student  American  Medical  Associatioi 
which  has  the  support  of  the  AMA  and  of  the  State  Society,  is  expecte. 
to  be  put  to  use  in  Pennsylvania  through  the  help  of  the  PMS  Council 
on  Education  and  Science  and  the  Hospital  Association  of  Pennsylvania 
The  SAMA-MECO  project  will  give  medical  students  an  opportunity  for 
on-the-job  training  in  communities  throughout  the  Commonwealth.  They 
will  work  with  local  doctors  and  in  community  hospitals  during  school 
vacation  periods.  The  AMA  House  of  Delegates  passed  a  resolution  at 
its  recent  clinical  convention  stating  it  "strongly  supports  the  prin 
ciple  of  the  SAMA-MECO  project  as  an  adjunct  to  undergraduate  medical 
education. " 

CONGRESS  PASSES  Prior  to  its  final  adjournment,  the  ninety-first 
TWO  MAJOR  BILLS  Congress  passed  the  occupational  health  and  safet) 

bill,  which  establishes  a  commission  to  establish 
and  enforce  federal  health  and  safety  standards  in  industry,  and  the 
family  practice  bill  which  will  provide  funds  for  medical  schools  to 
establish  departments  of  family  medicine. 
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newsfronts 


Conference  Studies  Treatment  Of  Alcoholics 


There  are  two  kinds  of  alcoholics. 
Qne  “can’t  stop  drinking  once  they 
btart...even  if  it’s  months  between 
Starts.”  The  other  “can’t  feel  normal 
without  alcohol,  even  just  a  little.”  The 
definitions  came  from  Abraham  J. 
Twerski,  M.D.,  clinical  director  of 
St.  Francis  General  Hospital  in  Pitts¬ 
burgh.  He  made  the  remarks  during 
i  two-day  conference  on  “Hospital 
Care  of  the  Alcoholic,”  held  in  Har¬ 
risburg  in  December.  Sponsors  of  the 
meeting  were  the  Hospital  Association 
of  Pennsylvania,  the  Pennsylvania  Psy- 
bhiatric  Society  and  PMS. 

The  conference,  attended  by  over 
1 50  hospital  administrators,  physicians, 
nurses,  social  workers,  and  chaplains, 
was  made  possible  by  a  grant  to  the 
American  Hospital  Association  from 
Ithe-National  Institute  of  Mental  Health, 
National  Center  for  Prevention  and 
Control  of  Alcoholism.  It  was  the  first 
of  a  series  of  such  programs  being  con¬ 
ducted  throughout  the  nation. 

Featured  speakers  on  the  program 

Included:  Marvin  A.  Block,  M.D.,  State 
Jniversity  of  New  York  Medical 
School;  Mark  Berke,  president  of  the 
American  Hospital  Association,  San 
Francisco;  Ronald  J.  Catanzaro,  M.D., 
director  of  the  Palm  Beach  Institute, 
Florida ;Pauline  Cohen,  project  director 
Df  Family  Service  Association  of 
America,  New  York;  and  Donald  J. 
Ottenberg,  M.D.,  medical  director  of 
Eagleville  Hospital  and  Rehabilitation 
Center,  Eagleville,  Pa. 

In  his  keynote  address  Dr.  Block, 
chairman  of  the  AMA  Committee  on 
Alcoholism  called  it  the  fourth  greatest 
public  health  problem  in  the  nation. 
“It  is  estimated  that  there  are  be¬ 
tween  six  and  eight  million  alcoholics 
in  this  country,  and  I  consider  this  a 
very  conservative  estimate.  If  we  were 
to  take  into  account  the  early  alco¬ 
holic  I  think  there  would  be  at  least 
twice  that  many. 

“Alcoholism  is  brought  about  by  a 
multiplicity  of  factors.  The  causes 
may  be  psychological,  chemical,  meta¬ 
bolic  or  any  number  of  other  reasons. 
Certainly  alcohol  cannot  be  considered 
the  only  cause  of  alcoholism. ..It  isn’t 
the  causative  agent  which  is  the  cause 
of  the  disease,  but  rather  the  indi¬ 
vidual  who  uses  it. ..Recovery  for  the 


PRACTICAL  METHODS  of  treatment  and  detoxification  of  alcoholic  patients 
were  discussed  in  depth  at  a  recent  conference  on  “Hospital  Care  of  the  Alco¬ 
holic/'  held  in  Camp  Hill,  Pa.  Over  150  conferees  from  throughout  the  Com¬ 
monwealth  attended  the  sessions.  Shown  above  are  activities  in  the  workshops. 
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Conference  Studies  Treatment 


alcoholic  means  total  and  permanent 
abstinence. 

“When  the  medical  community 
leads  the  way  in  education  so  that 
we  can  apply  the  knowledge  we  now 
have,  only  then  can  we  make  inroads 
on  this,  our  fourth  greatest  national 
health  problem.” 

The  two-day  conference  considered 
the  problems  of  admitting  alcoholics 
to  general  hospitals,  the  use  of  estab¬ 
lished  treatment  groups,  and  using 
community  resources  in  solving  the 
problem.  The  final  address  of  the 
conference  was  given  by  Dr.  Ottenberg. 

Pennsylvanians  serving  on  a  resource 
panel  included  Dr.  Twerski;  Barbara 
J.  Driscoll,  R.N.,  St.  Vincent  Hospital 

Self  Testing  Program 
Available  To  M.D.’s 

The  American  College  of  Physi¬ 
cians  (ACP)  has  announced  the  intro¬ 
duction  of  its  second  medical  knowl¬ 
edge  self-assessment  program.  The  pro¬ 
gram  consists  of  700  questions  in 
nine  different  areas  pf  general  medi¬ 
cine,  and  is  available  to  all  physicians. 

Designed  to  help  physicians  deter¬ 
mine  the  current  level  of  their  bio¬ 
medical  knowledge,  the  program  points 
out  areas  which  should  be  explored 
in  the  future.  The  test  is  not  one  for 
testing  clinical  competence. 

Areas  included  in  this  program  are 
hematology,  rheumatology,  neurology, 
pulmonary  disease,  infectious  disease 
and  allergy,  gastroenterology,  renal 
disease  and  electrolytes,  endocrinology 
and  metabolic  disease,  and  cardio¬ 
vascular  disease. 

Physicians  desiring  a  prospectus  may 
obtain  one  by  writing  to  the  American 
College  of  Physicians,  Box  MKSAP  -  II, 
4200  Pine  St.,  Philadelphia,  19104. 
Cost  of  participation  for  ACP  members 
is  $20,  for  non-members  $40. 

VA  Drug  Centers 
Open  This  Month 

Five  drug  treatment  centers  are 
being  opened  by  the  Veterans  Ad¬ 
ministration  this  January.  The  centers, 
located  in  California,  New  York,  Mich¬ 
igan,  Texas  and  Washington,  D.C.,  are 
geared  to  provide  treatment  for  6,000 
veterans  who  are  drug  dependent. 

Donald  A.  Johnson,  administrator  of 
Veterans  Affairs,  says  thirty  such  cen¬ 
ters  can  be  in  operation  by  1973. 


Association,  Erie;  and  John  C.  Webber; 
director  of  the  Health  and  Welfare 
Council,  Norristown. 

Other  members  of  the  conference 
faculty  were  J.  Winstead  Adams,  Eagle- 
ville  Hospital  and  Rehabilitation  Cen¬ 
ter,  Eagleville;  LeRoy  C.  Erickson, 
Pennsylvania  Medical  Society,  Le- 
moyne;  Robert  Fishman,  Resources 
for  Human  Development,  Inc.,  Wynne- 


wood;  William  Gaennor,  Altoona  Hos¬ 
pital;  John  P.  Kleman,  United  Mental 
Health  Services  of  Allegheny  County, 
Inc.,  Pittsburgh;  Mrs.  Thelma  Sandy, 
R.N.,  Uniontown  Hospital;  Miss  Mar¬ 
garet  Sutton,  Department  of  Health; 
Stephen  Tucker,  Harrisburg  Hospital; 
Edward  J.  Waldman,  Jr.,  Mercy  Hos¬ 
pital,  Pittsburgh;  and  Miss  Marian  J. 
Wettrick,  Department  of  Public  Welfare. 


Philadelphia  M.D.  To  Head 
National  Radiology  Society 


Herbert  M.  Stauffer,  M.D.,  Phila¬ 
delphia,  has  been  named  president-elect 
of  the  Radiological  Society  of  North 
America  (RSNA)  at  its  56th  annual 
scientific  assembly  in  Chicago. 

Dr.  Stauffer,  of  Temple  University 
Hospital,  will  assume  the*  presidency 
when  the  5,000-member  society  meets 
in  Chicago  November  28-December  3, 
1971.  The  RSNA  is  the  largest  sci- 

$  Million  Grant  Won 
By  St.  Christopher’s 

A  renewed  three-year  grant  for 
over  $1  million  has  been  awarded  to 
the  clinical  research  center  of  St. 
Christopher’s  Hospital  for  Children  in 
Philadelphia. 

The  center,  opened  in  1963,  is  a 
multidisciplinary  research  facility  oper¬ 
ating  under  the  direction  of  Angelo 
M.  DiGeorge,  M.D.  The  eight-bed  unit 
has  pioneered  in  the  study  of  such 
disorders  as  phenylalanemia,  cystic 
fibrosis  of  the  pancreas  and  degenera¬ 
tive  nervous  system  disorders.  Dr. 
DiGeorge  headed  the  team  that  first 
detected  the  congenital  absence  of 
thymus  and  studied  immunologic  de¬ 
ficiency  in  humans. 

Diabetes  Screening 
Aids  Early  Detection 

The  Pennsylvania  Department  of 
Health  screened  over  176,000  Pennsyl¬ 
vanians  for  diabetes  in  the  twelve- 
month  period  ending  June  30,  1970. 
Of  the  people  screened  some  1,478 
were  found  to  have  symptoms  of 
diabetes  and  were  referred  to  their 
physicians  for  tests  and  treatment. 

The  program  was  directed  at  early 
detection  of  diabetes  among  adults, 
in  whom  the  symptoms  are  often  so 
vague  that  they  are  ignored  until  an 
emergency  occurs.  Early  detection  leads 
to  control  of  the  disease. 


entific  radiological  organization  in 
North  America. 

More  than  3,500  physicians  met  in 
Chicago  to  hear  200  papers  on  new 
developments  in  all  areas  of  radiology 
and  to  attend  daily  refresher  courses. 
Total  registration  was  nearly  8,000. 

Cancer  Committee 
Officers  Elected 

The  Pennsylvania  Cancer  Coordi¬ 
nating  Committee  held  elections  at 
its  recent  annual  meeting.  Officers  for 
1971  include  Charles  A.  Waltman, 
M.D.,  Easton,  as  chairman,  and  Hugh 
R.  Gilmore,  M.D.,  Harrisburg,  as  sec¬ 
retary. 

This  year  the  committee,  composed 
of  representatives  from  the  Pennsyl¬ 
vania  and  Philadelphia  Division  of  the 
American  Cancer  Society,  the  Penn¬ 
sylvania  Medical  Society,  the  Penn¬ 
sylvania  Dental  and  Osteopathic  Asso¬ 
ciations,  the  Pennsylvania  Department 
of  Health  and  the  Wain wright  Tumor 
Clinic  Association,  will  work  to  have 
restored  the  recent  cuts  in  federal 
appropriations  for  cancer  programs, 
to  increase  the  number  of  women 
having  annual  Pap  smears,  to  reduce 
the  use  of  cigarettes,  and  to  improve 
the  treatment  and  diagnosis  of  cancer. 

Hahnemann  Expands 
As  Result  Of  Deed 

The  Physicians  and  Surgeons  Hos¬ 
pital,  Philadelphia,  has  been  deeded 
to  Hahnemann  Medical  College  and 
Hospital  of  Philadelphia.  George  D. 
Dragone,  president  of  the  hospital 
made  the  gift  to  Hahnemann  in  rec¬ 
ognition  of  Hahnemann’s  role  in  de¬ 
veloping  the  Spring  Garden  Commun¬ 
ity  Services  Center  to  serve  the  dis¬ 
advantaged  residents  of  the  city. 

Plans  are  now  being  made  for  the 
utilization  of  the  five  buildings  which 
comprise  the  hospital. 


12 


PENNSYLVANIA  MEDICINE 


American  College  Of  Preventive  Medicine 


Fellowship  Requirements  Relaxed  At  Session 


AMONG  THE  MEMBERS  of  the  newly-formed  Council  on  Education  and 
Manpower  of  the  Susquehanna  Valley  Regional  Medical  Program  are,  from 
left,  Thomas  F.  Fletcher,  M.D.,  Harrisburg  Hospital;  David  A.  Smith,  M.D., 
Harrisburg  Polyclinic  Hospital;  Franklin  E.  Williams,  SVRMP's  Educational 
Coordinator;  and  Charles  M.  Worrell,  D.O.,  Community  General  Osteopathic 
Hospital,  Harrisburg.  The  council’s  goal  is  the  improvement  of  patient  care 
throughout  central  Pennsylvania  through  the  exploration  of  community  hospital 
programs.  The  group  will  evaluate  medical  care,  continuing  medical  education 
programs  and  study  the  ways  of  improving  manpower  utilization  within  the 
region,  as  well  as  continue  the  development  of  a  computerized  system 
for  collecting  information  on  outpatient  health  care. 

PSU  Professor  To  Study  Ways 
To  Evaluate  Ear  Protectors 


Fellowship  requirements  of  the 
American  College  of  Preventive  Med¬ 
icine,  heretofore  limited  to  those  cer¬ 
tified  by  the  American  Board  of  Pre¬ 
ventive  Medicine,  have  been  expanded 
to  admit  physicians  engaged  full  time 
jin  practice,  teaching  or  research  in 
the  field  of  preventive  medicine  who 
iare  board  certified  in  areas  other  than 
preventive  medicine. 

A  bylaws  amendment  affecting  the 
change  was  approved  unanimously  at 
the  College’s  Seventeenth  Annual  Meet¬ 
ing  in  Houston  October  29,  1970. 

President  Katherine  Boucot  Sturgis, 
M.D.,  of  Philadelphia,  announcing  the 
change,  said,  “This  will  greatly  broaden 
the  scope  of  the  college  fellowship, 
especially  in  academic  circles  where 
!  many  physicians  board  certified  in  such 
fields  as  pediatrics  and  internal  medi¬ 
cine  have  lifted  their  horizons  to 
appreciate  the  need  to  prevent  illness, 
promote  health  and  apply  the  results 
of  research.” 

New  officers  of  the  college  installed 
at  the  meeting  are:  President  William 

IP.  Richardson,  M.D.,  Chapel  Hill,  N.C., 
succeeding  Katherine  Boucot  Sturgis, 
M.D.,  Wynnewood;  President-Elect  Lee 
B.  Grant,  M.D.,  Pittsburgh;  Vice-Presi¬ 
dents  Vlado  A.  Getting,  M.D.,  Ann 
Arbor,  Mich.;  Col.  George  R.  Ander¬ 
son,  USAF,  MC,  Randolph  AFB,  Texas; 
Thomas  S.  Ely,  M.D.,  Rochester,  N.Y.; 
J.  Thomas  Grayston,  M.D.,  Seattle, 
Wash.; and  Secretary-Treasurer  Bernard 
Behrend,  M.D.,  Philadelphia. 

Library  Of  Medicine 
Gets  Surgical  Films 

The  American  College  of  Surgeons 
(ACS)  and  the  surgical  suture  firm  of 
Davis  &  Geek  (D&G)  collaborated  on 
the  production  of  twenty-two  motion 
picture  films  showing  outstanding  sur¬ 
gical  advances  of  the  past  twenty  years. 
The  films  were  donated  to  the  Na¬ 
tional  Library  of  Medicine,  National 
Institutes  of  Health,  Bethesda,  Md. 

The  presentation  marked  the  twen¬ 
tieth  anniversary  of  the  ACS/D&G 
“Cine  Clinic”  program. 

Among  the  noted  physicians  in¬ 
cluded  in  the  films  were  Frank  H. 
Lahey,  M.D.,  founder  of  the  Lahey 
Clinic;  Michael  E.  DeBakey,  M.D., 
pioneer  heart  surgeon;  and  the  late 
Richard  B.  Cattell,  M.D.,  who  headed 
the  Lahey  Clinic  and  first  suggested  the 
ACS/D&G  “Cine  Clinic”  program. 


Paul  L.  Michael,  Ph.D.,  a  professor 
of  environmental  audiology  at  Penn¬ 
sylvania  State  University  has  found 
that  noise  from  heavy  industry,  rock 
music  and  power  mowers  is  generated 
at  a  high  enough  level  to  impair  the 
hearing  of  half  of  America’s  workers 
over  a  period  of  years. 

Although  the  figure  sounds  high  it 
represents  the  consensus  of  opinion  of 
hearing  specialists.  In  an  effort  to 
combat  this  noise  pollution  problem 
Dr.  Michael  has  been  presented  with  a 
grant  from  the  U.  S.  Public  Health 
Service  to  develop  an  objective  method 
of  evaluating  ear  protectors. 

Dr.  Michael  pointed  out  that  one 
of  the  problems  encountered  is  that 
there  is  no  good  way  to  find  out 
which  people  are  susceptible  to  noise 
pollution  and  so  everyone  must  be 
protected  against  possible  permanent 
damage.  He  also  stated  that  this  type 


of  hearing  loss  is  a  gradual  and  painless 
process. 

The  reactions  from  those  people 
wearing  ear  protectors  at  the  present 
time  indicates  that  there  are  some 
problems.  The  ear  protectors  must  fit 
snugly  to  be  effective  and  initially  this 
is  uncomfortable.  As  a  result  many 
workers  do  not  wear  them  or  alter 
them  for  comfort  which  reduces  or 
or  eliminates  their  effectiveness. 

“The  purpose  of  ear  protectors  is 
to  put  a  barrier  between  the  inner  ear 
and  the  noise.  Without  it,  the  energy 
produced  gradually  destroys  the  deli¬ 
cate  nerve  endings  which  pick  up  sound 
vibrations  and  carry  them  to  the 
brain.” 

Loudness  is  not  the  only  damaging 
factor  of  noise.  Time  exposure,  fre¬ 
quency  of  sound  and  individual  sensi¬ 
tivity  also  play  an  important  role. 
Until  a  method  of  decreasing  everyday 
noise  can  be  devised  ear  protectors 
seem  to  be  the  best  answer. 
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Improvements  Needed 


Study  Reveals  Nursing  Homes  Lacking 


Pennsylvania  State  University’s  de¬ 
partment  of  sociology  has  completed 
a  study  examining  the  conditions, 
location,  type  of  nursing  care  and 
sponsorship  of  83  of  Pennsylvania’s 
698  licensed  nursing  homes.  The  study, 
financed  by  the  U.S.  Public  Health 
Service,  reflects  the  federal  govern¬ 
ment’s  growing  concern  about  the 
increasing  number  of  nursing  homes 
throughout  the  country  and  their  high 
turnover  rates  among  personnel. 

The  study  revealed  that  two  major 
factors  causing  the  high  turnover  rates, 
estimated  at  some  40  per  cent,  were 
low  salary  scales  and  overlapping  of 
duties  among  the  various  types  of 
nursing  staff  em^'wed. 

Personnel  problems  were  also  found 
to  extend  into  the  administrative  posi¬ 
tions  with  inadequately  trained  person¬ 
nel.  It  was  found  that  the  administra¬ 
tors  were  either  nurses  with  no  business 
training  or  business  professionals  with 

Most  Patients  Have 
ENT  Symptoms 

A  recent  survey  conducted  by  the 
Minnesota  Academy  of  General  Prac¬ 
tice  indicated  that  for  the  average 
family  physician  the  greatest  volume 
of  patient  care  falls  in  the  category  of 
otolaryngology.  Previous  surveys  con¬ 
ducted  since  1966  have  shown  the 
volume  of  otolaryngological  treatment 
consistently  top  ranking  among  twenty- 
four  categories  of  patient  care. 

The  1970  survey  showed  22  per 
cent  of  all  patients  visited  family 
physicians  for  ENT  care.  This  total 
was  62  per  cent  above  patients  re¬ 
quiring  musculo-skeletal  care,  which 
ranked  second,  and  90  per  cent  more 
than  obstetrical  patients  requiring  of¬ 
fice  and  hospital  care,  the  third  ranking 
category  by  volume. 

The  most  common  otolaryngological 
problems  handled  by  family  physicians, 
in  their  order  of  frequency  are:  upper 
respiratory  infections,  pharyngitis,  ton¬ 
sillitis,  chronic  rhinitis  and  otitis  media. 

The  American  Council  of  Otolaryn¬ 
gology  noted  that  climate  and  geo¬ 
graphy  may  have  some  bearing  on  the 
results  of  the  survey,  but  felt  that 
Minnesota  presents  a  good  balance 
between  urban  and  rural  practice,  and 
the  high  and  low  income  groups. 


no  nursing  training.  Ideally,  a  business 
manager  and  director  of  nursing  should 
be  employed  in  each  home. 

Generally,  the  study  revealed  a 


The  Medical  College  of  Pennsylvania 
has  been  granted  approval  by  the 
Council  on  Medical  Education  of  the 
American  Medical  Association  for  an 
internship  in  acute  care  medicine. 
Marion  S.  Fay,  Ph.D.,  acting  president 
of  the  college  announced  that  four 
such  internships  are  planned. 

According  to  Ethel  Weinberg,  M.D., 
associate  dean  and  organizer  of  the 
internship  program,  the  program  is 
being  instituted  to  meet  the  increased 
needs  for  a  new  kind  of  emergency 


F.  William  Sunderman,  Sr.,  M.D., 
professor  of  pathology  and  co-chair¬ 
man  of  the  Department  of  Laboratory 
Medicine  at  Hahnemann  Medical  Col¬ 
lege  and  Hospital,  has  received  an 
initial  $100,000  grant  from  the  Haas 
Community  Fund  to  cover  renovating 
and  equipment  purchasing  expenses 
for  the  new  Hahnemann  Institute  for 
Clinical  Science. 

Dr.  Sunderman,  “the  Father  of 
modern  quality  control  in  hospital 
laboratory  procedures,”  will  serve  as 
director  of  the  new  institute,  and  will 
also  serve  as  consultant  to  the  Critical 
Care  Laboratory  at  Hahnemann.  The 
institute  will  seek  to  raise  laboratory 

PMS  President-Elect 
To  Head  Program 

George  P.  Rosemond,  M.D.,  presi¬ 
dent-elect  of  the  Pennsylvania  Medical 
Society,  is  the  program  chairman  for 
the  Second  National  Conference  on 
Breast  Cancer  to  be  held  in  May,  1971 
in  Los  Angeles,  Calif.  The  conference 
for  physicians  and  allied  scientists  will 
present  a  multidisciplinary  review  of 
breast  cancer  problems  including  epi- 
domology,  etiology,  detection,  diag¬ 
nosis  and  management. 

Further  information  on  the  con¬ 
ference  can  be  obtained  by  contacting: 
Esther  Kelley,  Professional  Education, 
American  Cancer  Society,  Irtc.,  219 
East  42nd  St.,  New  York,  N.Y.  10017. 


need  for  better  trained  personnel,  ac¬ 
curate  job  categorization  and  better 
personnel  training  programs  to  ame¬ 
liorate  the  high  turnover  problems. 


room  physician.  The  objective  of  the 
program  is  to  develop  the  knowledge, 
skills  and  attitudes  which  will  enable 
him  to  give  excellent  initial  care  and 
proper  disposition  to  all  patients  who 
visit  emergency  rooms. 

Inquiries  concerning  application  to 
the  acute  care  internship  should  be 
directed  to  David  Wagner,  M.D.,  asso¬ 
ciate  professor,  department  of  surgery, 
The  Medical  College  of  Pennsylvania, 
3300  Henry  Ave.,  Philadelphia,  Pa. 


standards  through  extensive  continu¬ 
ing  education  programs  for  pathol¬ 
ogists  and  technicians. 

The  institute  will  develop  a  self¬ 
auditing  studies  program  to  compare 
individual  laboratories  with  others  and 
with  standards  set  by  the  institute 
itself.  Participants  in  the  program  will 
be  given  periodic  opportunities  to 
study  new  methods  of  laboratory  tech¬ 
nique. 

New  Air  Quality  Plan 
Aimed  To  End  Confusion 

It  is  expected  that  a  proposal  de¬ 
signating  the  entire  state  of  Penn¬ 
sylvania  as  a  single  federal  air  quality 
control  region  will  soon  be  accepted. 
Victor  H.  Sussman,  director  of  the 
Department  of  Health  Bureau  of  Air 
Pollution  Control,  explained  that  the 
plan  was  requested  by  Governor  Ray¬ 
mond  P.  Shafer  last  April.  Under  the 
proposed  plan,  six  regions  would  be 
designated  as  federal  air  quality  regions. 
Within  each  of  these  six  regions  “strin¬ 
gent  controls  for  eleven  airshed  areas 
of  heavy  population  and  industrial 
concentration  would  continue  to  ap¬ 
ply,”  while  remaining  areas  would  be 
subject  to  strengthened  Pennsylvania 
air  control  standards. 

With  this  type  of  plan  Mr.  Sussmar 
said  that  much  of  the  present  dupli 
cation  and  confusion  over  contro 
plans  for  each  inter-  and  intrastat* 
control  region  under  the  1967  Federa 
Clear  Air  Act  can  be  eliminated 


Dr.  Sunderman  Heads  Institute 


Internship  In  Acute  Care  Approved 
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Environmental  Researcher  Named: 

Paul  Kotin  Named  New  Temple  Vice-President 


The  nation’s  top  environmental  re- 
;earch  official  has  been  named  vice- 
president  of  Temple  University  for 
dealth  Sciences  effective  March  1, 
1971. 

He  is  Paul  Kotin,  M.D.,  director  of 
:he  National  Institute  of  Environment- 
il  Health  Sciences  in  Triangle  Park, 
'Jorth  Carolina.  His  appointment  to 
lead  the  Temple  University  Health 
sciences  Center— which  includes  Tem¬ 
ple  University  Hospital,  the  schools  of 
nedicine,  dentistry  and  pharmacy  and 
he  College  of  Allied  Health  Pro¬ 
fessions— was  announced  by  Dr.  Paul 
U  Anderson,  president  of  the  univer¬ 
sity. 

Dr.  Kotin,  a  54-year-old  patho- 


DR.  KOTIN 


logist  and  cancer  researcher,  was  named 
the  first  director  of  the  new  national 
environmental  center  in  North  Caro¬ 
lina  in  1966.  At  Temple  he  will 
succeed  Leroy  E.  Burney,  M.D.,  who 
resigned  last  September. 

The  institute,  a  division  of  the 
National  Institutes  of  Health,  seeks 
to  identify  factors  in  the  environ¬ 
ment  that  can  adversely  affect  man. 
As  its  director,  Dr.  Kotin  has  urged 
the  medical  profession  to  pay  more 
attention  to  the  environmental  causes 
of  disease. 

“Paul  Kotin  is  that  rare  individual 
who  combines  strong  leadership  and 
administrative  skills  with  significant 
accomplishments  in  research  and  pub¬ 
lic  health,”  said  Dr.  Anderson.  “Nat¬ 
urally,  we  are  quite  pleased  that  he 
will  be  setting  the  goals  for  the  con¬ 
tinued  growth  of  the  Health  Sciences 
Center  and  its  stated  mission  of  teach¬ 
ing,  research  and  patient  care.” 

At  Temple,  Dr.  Kotin  will  direct  a 
medical  center  in  North  Philadelphia 
that  employs  more  than  4,000  persons 


and  holds  research  grants  totaling  more 
than  $11  million.  In  addition  to  the 
hospital  and  the  four  colleges,  it  oper¬ 
ates  neighborhood  health  centers,  a 
community  mental  health  center  and 
is  affiliated  with  several  of  the  city’s 
leading  medical  institutions. 

A  graduate  of  the  University  of 
Illinois,  where  he  earned  his  bachelor’s 


degree  in  1937  and  his  M.D.  in  1940, 
Dr.  Kotin  was  professor  of  pathology 
at  the  University  of  Southern  California 
before  joining  the  National  Cancer 
Institute  in  1962.  He  served  as  chief 
of  the  carcinogenesis  studies  branch 
and,  later,  in  other  capacities  before 
being  named  to  head  the  newly-created 
environmental  institute  in  1966. 


Learning  System  On  Depression 
Available  To  Physician  Groups 


MedCom,  Inc.,  a  company  com¬ 
bining  physician  and  creative  talents, 
has  developed  a  continuing  education 
learning  system  on  depression.  The 
company  currently  has  introduced  its 
learning  systems  into  the  curricula  of 
seventy  medical  schools.  They  are  avail¬ 
able  through  Lakeside  Laboratories. 

The  learning  system  on  depression 
is  composed  of  three  parts,  prepared 
for  family  physicians,  internists,  sur¬ 
geons,  obstetricians,  teaching  psychi¬ 
atrists  and  other  physician  groups. 
It  includes  an  up-to-the-minute  full- 


color,  thirty-minute  documentary  film, 
a  comprehensive  monograph  written 
by  guest  editors  and  a  self-evaluation 
section.  Causes,  symptoms  and  treat¬ 
ment  of  depression  are  covered  by 
the  system. 

The  project  is  available  to  county 
societies,  conventions,  hospital  staff, 
resident  and  intern  groups,  and  any 
other  group  of  interested  physicians. 
Arrangements  for  these  educational 
materials  can  be  made  by  contacting 
Lakeside  Laboratories,  Inc., Milwaukee, 
Wis.  53201. 


Army  Issues  Guidelines  For 
Billing  For  Emergency  Treatment 


The  department  of  the  Army  has 
issued  guidelines  to  civilian  medical 
doctors  in  billing  the  department  for 
emergency  treatment  of  military  on 
authorized  leave. 

Identification  showing  full  name, 
rank  or  grade,  social  security  number 
and  duty  station  should  be  copied 
and  a  copy  of  an  authorized  pass, 
official  orders  or  travel  orders  retained 
for  inclusion  when  submitting  bills. 

Notification  of  the  patient’s  where¬ 
abouts  and  physical  condition  should 
be  made  immediately  to  the  nearest 
Army  Surgeon’s  Office.  Costs  incurred 
may  be  legitimately  charged  in  the 
medical  bill. 

Billing  should  be  submitted  in  quad¬ 
ruplicate  with  all  identification  infor¬ 
mation,  dates  of  services  and  an  item¬ 
ized  listing  of  charges  for  each  type  of 
service.  This  should  be  followed  by  a 
statement:  “I  certify  that  the  services 
were  necessary  in  the  treatment  of  the 
above  named  person;  that  the  services 
were  as  stated;  and  the  charges  are  not 
in  excess  of  those  customarily  made 
in  this  vicinity.” 

Pennsylvania  physicians  should  mail 
such  bills  to  the  Commanding  General, 


First  United  States  Army,  ATTN: 
Surgeon,  Fort  George  G.  Meade,  Mary¬ 
land  20755.  The  telephone  number 
during  duty  hours  is  (301 )  677-2566  or 
677-3616;  during  off-duty  hours  the 
number  is  677-4805  or  677-4826. 

Task  Forces  Prepare  For 
Conference  On  Aging 

Two  representatives  from  each  of 
the  more  than  200  national  organiza¬ 
tions  involved  in  planning  the  1971 
White  House  Conference  on  Aging 
will  participate  in  task  force  studies 
of  the  problems  and  most  crucial 
needs  of  the  twenty  million  Americans 
sixty-five  years  of  age  or  older. 

Proposals  submitted  by  the  task 
force  and  those  made  by  the  com¬ 
munity  and  state  White  House  Con¬ 
ference  during  the  first  half  of  1971 
will  “...provide  a  basis  for  deliberations 
of  delegates  at  the  National  Conference 
when  it  meets  in  Washington  in  the 
week  beginning  November  28,  1971. 
Out  of  this  conference,  to  which  so 
many  will  have  contributed,  will  come 
a  plan  of  action  for  a  more  realistic 
and  more  comprehensive  national  pol¬ 
icy  on  aging.” 
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In  The  Commonwealth 

To  Assist  Health  Planner 

William  J.  Shaull  has  been  appointed  associate  director 
for  the  Office  of  Comprehensive  Health  planning,  Ellsworth 
R.  Browneller,  M.D.,  Pennsylvania  secretary  of  health, 
announced  recently.  His  duties  in  this  new  post  will  mainly 
focus  on  environmental  aspects  of  comprehensive  health 
planning,  and  on  assisting  Henry  V.  Walkowiak,  director, 
in  the  development  of  a  comprehensive  and  coordinated 
plan. 

Conservation  Film  Available 

“Of  Natural  Concern,”  is  the  subject  of  a  film  on  the 
preservation  of  the  environment  now  available  to  inter¬ 
ested  groups  throughout  the  state.  The  film  is  the  result 
of  combined  efforts  of  the  Departments  of  Health  and 
Agriculture. 

It  is  hoped  that  the  film  will  trigger  the  formation  of 
additional  local  watershed  groups  in  the  Commonwealth 
in  an  effort  to  solve  water  and  soil  conservation  problems. 

Richard  M.  Boardman,  the  director  of  the  Water  Quality 
Division  of  the  Department  of  Health,  contends  that  water 
pollution,  soil  conservation  and  other  environmental  pro¬ 
blems  can  best  be  confronted  by  local  citizens  over  a  given 
area.  At  present  there  are  forty  of  these  citizen-organized 
watershed  associations  in  existence. 

The  film  reveals  the  various  types  of  environmental 
problems  and  educates  people  to  take  action  to  protect 
natural  resources.  Copies  of  the  seventeen-minute  color 
film  are  available  from  the  Film  Library,  State  Health 
Department,  P.O.  Box  90,  Harrisburg,  Pa.  17120. 


In  The  Nation 

Another  weapon  to  be  used  in  the  fight  against  the  cult 
of  chiropractic  has  been  made  available  by  the  American 
Medical  Association.  A  brochure  entitled  “What  They  Say 
About  Chiropractic”  has  now  been  published  listing  anti¬ 
chiropractic  statements  by  nineteen  different  organizations. 

Among  the  anti-chiropractic  statements  to  be  found  in 
the  new  brochure  is  one  by  the  AFL-CIO  taken  from  a 
“fact  sheet”  submitted  by  that  organization  to  the  United 
States  Senate  Finance  Committee  on  September  15  of  this 
year. 

The  “fact  sheet”  said  in  part,  “Care  of  patients  should 
only  be  entrusted  to  those  who  have  a  sound  scientific 
knowledge  of  disease  and  whose  experience  and  competence 
render  them  capable  of  diagnosing  and  treating  patients  by 
utilizing  all  the  resources  of  modern  medicine.  Since  neither 
chiropractic  theory  nor  the  quality  of  chiropractic  educa¬ 
tion  equip  chiropractors  to  do  this,  the  AFL-CIO  opposes 
coverage  of  chiropractic  services  in  the  Medicare  Program.” 

One  of  the  most  devastating  anti-chiropractic  statements 
comes  from  the  National  Council  of  Senior  Citizens.  In  the 
January,  1969  issue  of  “Senior  Citizen  News”  the  council 
said,  “Chiropractic  treatment,  designed  to  eliminate  causes 
that  do  not  exist  while  denying  the  existence  of  the  real 
causes,  is  at  best  worthless— and  at  worst  mortally  danger¬ 
ous.” 

The  statement  from  the  Consumer  Federation  of 
America  said  in  part,  “...CFA  is  gravely  concerned  that 
Medicare  coverage  of  chiropractic  services  would  need¬ 
lessly  expose  beneficiaries  to  potential  health  hazards— 
particularly  the  harm  which  would  result  when  bene¬ 
ficiaries  treated  by  such  practitioners  delay  or  avoid 
seeking  proper  medical  care...” 
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medical  memorabilia 


Medical  history,  legends,  and  folklore  present  a  fascinating 
backdrop  to  the  current  scene.  From  time  to  time  it  will 
appear  in  these  pages  to  put  current  happenings  in  per¬ 
spective.  Your  contributions  will  be  welcome. 


During  the  time  of  Hippocrates  (Fifth  Century  B.C.)  the 
methods  of  assisting  the  pregnant  woman  through  her  labor 
were  often  brutal.  The  woman  was  sometimes  repeatedly 
lifted  and  dropped  on  a  couch. 

A  variation  of  the  method  consisted  of  tying  the  woman 
to  a  bed,  turning  it  on  end  and  pounding  it  on  a  bundle  of 
faggots  (sticks)  on  the  ground.  The  procedure,  dispensed 
with  by  the  Greeks,  was  revived  in  the  Middle  Ages  in 
England  and  continued  until  after  the  Renaissance. 

Nursing 

The  fifteenth  century  conception  of  the  proper  nurse  to 
replace  the  mother  incapable  of  suckling  her  child  required 
the  following  qualifications.  She  must  be  of  shapely  stature, 
not  too  young  nor  too  old,  not  too  thin  nor  too  plump,  as 
any  such  defect  in  her  body  would  cause  a  child’s  inclina¬ 
tion  toward  that  same  defect.  The  good  nurse  was  free  of 
disease  of  the  eye  or  body,  chaste,  modest,  of  good  character 
and  clean.  She  was  to  limit  herself  in,  and  if  possible 
abstain  from,  sexual  relationships  as  pregnancy  was  con¬ 


sidered  detrimental  to  her  milk  for  the  nursing  child. 

Dietary  restrictions  were  also  levied  against  the  nurse. 
For  example,  she  was  not  allowed  to  eat  foods  prepared  in 
vinegar,  bitter  or  sour  foods,  pepper  or  onion.  Nor  was  she 
permitted  to  eat  almonds  or  hazelnuts.  She  was  to  drink 
pure  wine,  preceed  meals  with  gruel  boiled  in  milk  and  eat  a 
great  quantity  of  peas  and  beans. 

After  Birth 

During  the  Seventeenth  Century,  a  baby  at  birth  was 
washed  and  salted  all  over.  Its  head  was  then  tightly 
bandaged  to  shape  it.  Next  it  was  bound  in  swaddling 
bandages  until  it  was  unable  to  make  the  slightest  move¬ 
ment.  Once  a  day  these  bandages  were  removed  and  the 
child  was  permitted  a  few  minutes  for  exercise.  Swaddling 
continued  for  the  first  several  months  of  the  infant’s  life 
Approximately  one-half  of  babies  treated  in  this  manner 
died  within  their  first  year  of  life.  In  the  United  States  one 
fifth  of  first-year  deaths  were  attributed  to  the  swaddlinj 
procedure. 
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SCIENTIFIC  ASSEMBLY  scenes  shown  above  capture  the  activity  of  the  meetings  which  drew  over  1,000  participants. 
Shown  at  the  top  of  the  page  is  one  of  the  exhibits  in  the  learning  lounge  area  where  various  learning  methods  and 
teaching  techniques  were  displayed.  Walter  Tunnessen,  M.D.,  in  the  foreground,  tries  a  teletype-telephone  link  from 
Lancaster  Host  Farm  Resort  Motel  to  a  computer  link  in  New  Jersey  used  to  assist  physicians  in  diagnosis.  To  the  right, 
j  Alyce  Gullattee,  M.D.,  speaks  at  the  eugenic  sterilization  conference.  The  photo  next  to  the  bottom  of  the  page  shows  part 
of  the  crowd  gathered  for  the  general  session  on  drug  abuse.  In  the  bottom  photo  Dorothy  Novello,  Ph.D.,  of  Erie,  far  left, 
chairman  of  a  panel  discussion,  speaks  at  the  “Career  Ladder”  seminar  for  nurses  and  allied  health  professionals. 
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PMS  House  Adopts  Long-Range  Objectives 


Medicine’s  commitment  for  the  fu¬ 
ture  is  proposed  in  the  long-term 
objectives  adopted  by  the  1970  PMS 
House  of  Delegates  as  recommended 
by  the  Committee  on  Objectives.  The 
major  project  of  the  committee  during 
the  past  two  years  has  been  a  study 
of  the  health  care  system  with  an 
eye  toward  future  goals. 

What  the  committee  agreed  upon 
was  that  medicine  should  be  com¬ 
mitted  to  (1)  substantial  increase  in 
the  volume  of  services  to  the  public, 
(2)  reasonable  efficiency  and  reason¬ 
able  cost  in  providing  services,  (3)  a 
plan  containing  the  potential  for  meet¬ 
ing  comprehensive  medical  services,  (4) 
satisfactory  working  conditions  for 
physicians  and  personnel  in  the  system 
provided,  and  (5)  provision  for  the 
education  and  training  of  sufficient 
medical  personnel. 

The  objectives  developed  by  the 
committee  and  adopted  by  the  House 
of  Delegates  are  as  follows: 

“The  Pennsylvania  Medical  Society 
is  vitally  concerned  with  the  mainten¬ 
ance  and  improvement  of  all  aspects 
of  the  health  and  welfare  of  the 
people.  It  will  initiate  and  support 
worthy  efforts,  private  and  public, 
that  may  promote  these  aims  and 
will  provide  leadership  where  appro¬ 
priate. 

Patient  Care 

“The  Pennsylvania  Medical  Society 
will  promote  a  climate  in  which  its 
members  can  provide  their  patients 
with  the  best  possible  medical  care, 
regardless  of  their  ability  to  pay.  With 
regard  to  concern  for  all  aspects  of 
the  health  of  our  citizens,  the  Penn¬ 
sylvania  Medical  Society  will,  through 
appropriate  channels,  identify  and  re¬ 
late  to  all  members  of  the  health  team. 
It  will  establish  and  maintain  meaning¬ 
ful  relationships  with  allied  professions 
and  hospitals. 

Ethics,  Discipline,  Licensure 

“The  Pennsylvania  Medical  Society 
will  exert  leadership  on  behalf  of  the 
public  to  assure  that  all  persons  pro¬ 
viding  personal  health  care  meet  satis¬ 
factory  standards  of  training,  com¬ 
petence,  and  performance.  The  Penn¬ 
sylvania  Medical  Society,  which  is  the 
custodian  of  the  good  name  of  Medi¬ 
cine  in  Pennsylvania,  willingly  exer¬ 
cises  this  stewardship  in  the  interests 
of  physicians,  patients,  and  the  public. 

“As  the  steward  of  the  physicians’ 


rights  and  the  arbiter  of  medical  ethics, 
the  Pennsylvania  Medical  Society  will 
provide  leadership  in  establishing  guide¬ 
lines  for  the  unfolding  relationships 
with  hospitals  and  others  concerned 
with  the  delivery  of  health  services. 

Delivery  of  Health  Care 

“The  Pennsylvania  Medical  Society 
accepts  the  challenge  of  the  search  for 
new  and  better  methods  of  delivering 
medical  care  more  efficiently  and 
acknowledges  the  cost  -of  such  de¬ 
livery.  We  will  attempt  to  provide 
leadership  in  its  planning. 

Manpower 

“The  Pennsylvania  Medical  Society 
accepts  responsibility  to  evaluate  the 
health  manpower  needs  of  the  Com¬ 
monwealth,  and  to  assist  the  people 
of  the  state  in  meeting  these  needs.  To 
these  ends,  it  will  inform  the  public  of 
these  needs  and  press  for  the  establish¬ 
ment  and  maintenance  of  the  necessary 
facilities  and  faculties. 

“The  Pennsylvania  Medical  Society 
will  assist  selected  needy  Pennsylvania 
students  who  seek  careers  in  medicine 
and  allied  health  fields. 

“The  Pennsylvania  Medical  Society 
will  continued  to  encourage  and  recruit 
candidates  for  medical  and  allied 
careers. 

Education 

“The  Pennsylvania  Medical  Society 
will  participate  actively  in  medical 
education  by  offering  constructive  sug¬ 
gestions  to  improve  the  content  and 
quality  of  medical  education  in  the 
Commonwealth. 

“The  Pennsylvania  Medical  Society 

Family  Practice  List 
Available  From  Pitt 

A  bibliography  on  “Training  for 
Family  Practice”  has  recently  been 
compiled  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine.  It  contains 
selected  and  annotated  references  from 
five  areas  of  family  practice:  research 
in  family  practice,  general  references 
for  training  programs,  training  in  family 
medicine,  instructional  and  evaluative 
techniques  and  psychotherapeutic  as¬ 
pects  of  family  practice.  Copies  of  this 
bibliography  are  available  at  a  cost  of 
$2.00  by  writing  to  the  Staunton 
Clinic,  3500  Fifth  Ave.,  Pittsburgh, 
Pa.  15213. 


will  assume  the  task  of  assuring  that 
practitioners  maintain  and  increase 
their  proficiency. 

“ The  Pennsylvania  Medical  Society 
through  its  publications  and  meetings 
will  foster  an  exchange  of  information 
among  all  those  appropriate  groups, 
both  public  and  private,  whose  goal  is 
the  improved  health  and  welfare  of  all 
citizens. 

v  “The  Pennsylvania  Medical  Society 
will  meet  its  responsibility  to  advise 
the  public  concerning  good  health 
practices. 

“The  Pennsylvania  Medical  Society 
will  cooperate  with  health  departments 
and  other  appropriate  bodies  in  study¬ 
ing  and  assisting  in  solving  environ¬ 
mental  problems.  These  include  at¬ 
mospheric  and  water  pollution,  thermal 
pollution,  disposal  of  solid  waste,  and 
control  of  ionizing  radiation. 

Legislation 

“The  Pennsylvania  Medical  Society 
will  initiate  and  support  legislation 
expected  to  bring  the  greatest  health 
benefits  to  the  citizens  of  Pennsylvania. 
The  Pennsylvania  Medical  Society  will 
cooperate  with  government  and  private 
agencies  to  the  end  that  health  pro¬ 
grams  may  operate  effectively  and 
economically.  ” 

The  committee  heard  testimony  by 
experts  in  the  fields  of  prepaid  medical 
care  plans,  group  practice,  the  role  of 
the  solo  practitioner  and  the  problem 
of  accessibility  of  medical  care.  De¬ 
liberations  on  the  goals  finally  proposed 
took  the  testimony  into  consideration. 


CORRECTION 

In  the  authors’  note  which  ac¬ 
companied  the  paper  “Estrogen 
Therapy  In  Atrophic  Vaginitis,” 
in  the  December,  1970,  issue  of 
PENNSYLVANIA  MEDICINE,  there 
appeared  an  error.  George  A.  Ky- 
riazis,  M.D.,  one  of  the  authors,  is 
listed  as  having  been  formerly  an 
assistant  professor  of  obstetrics  and 
gynecology  at  the  University  of 
Pennsylvania  School  of  Medicine. 
He  was,  in  fact,  instructor  in  that 
field  while  there.  Presently  he  is 
assistant  clinical  professor  of  ob¬ 
stetrics  and  gynecology  at  Hahne¬ 
mann  Medical  College  and  Hospital, 
Philadelphia. 
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l  once-popular  treatment  for  back  pains 
Iras  to  have  the  seventh  son  of  a  seventh  son 
land  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a  hot  roasted  onion  to  the  ear. 


A  realistic 
approach 

to  pain 
relief 


Empir  in’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning—  J§j§ 

vlay  be  habit  forming),  Phenacetin  gr.  2  1  /  2, 

Aspirin  gr.  3  1  /  2,  Caffeine  gr.  1  /  2. 

keeps  the  promise 
of  pain  relief 

B.W.  &  Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
Prescription,  where  State  law  permits. 

3Kjr>  BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC. 
mLI  Tuckahoe,  N.Y. 


Now  that  there’s  a  greater  therapeutic 
potential  for  treating 

Parkinson’s  disease  and  syndrome 

... the  information  on  these  pages  will  be  of  practical  interest  to  you 


Larodopa®  (levodopa)  Roche  :  therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information). 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  with  particular  care.  In  view  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important: 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effective  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
with  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  with 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 

Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 


Usual  daily  dosage— initially,  0.5  to  1  Gm  daily  (divided  ii 
2  or  more  doses  with  food). 

Total  daily  dosage— increased  gradually  in  increments  of  I 
0.125  to  0.75  Gm  every  2  or  3  days,  as  tolerated. 

Usual  daily  dose  range— from  4  to  6  Gm  given  orally  in  3  II 
or  more  divided  doses,  with  food. 

Daily  dosage  should  NOT  exceed  8  Gm. 

Optimal  therapeutic  dosage— usually  reached  in  6  to  8 
weeks.  11 

Establishing  optimal  dosage— must  be  determined  and 
carefully  titrated  for  the  individual— gradually  increase  II 
dosage  until :  (1)  maximal  response  is  seen,  or  (2)  maximum 
recommended  dosage  is  reached,  or  (3)  side  effects 
preclude  further  dosage  increase,  or  require  reduction  oj|a{ 
discontinuation  of  dosage. 

Interrupted  therapy— after  brief  interruption,  dosage 
should  again  be  adjusted  gradually.  (In  many  cases,  the  ^ 
patient  can  be  rapidly  titrated  to  his  previous  therapeutii  (' 
dosage.  See  “Precautions”  section  of  Complete  Prescribin  of 
Information.)  I 

To  underscore  the  extreme  importance  of  careful  dosage  •  I 
titration,  the  following  wreek-by-week  dosage  pattern  has  p: 
been  prepared,  based  on  the  assumption  that  the  course  of  er 
therapy  is  uninterrupted  by  any  complications  requiring  j 
a  change  in  dosage.  (Again,  dosage  must  be  reduced  w7hen  j, 
intolerable  side  effects  occur.)  01! 


Because  it  is  absolutely  imperative  that  Larodopa  therapy  c: 
be  individualized  to  meet  the  particular  needs  of  each 
patient,  the  follow  ing  dosage  schedule  should  be  consider  ex 
only  a  model. 


Larodopa* 

levodopa/Roche 


^ration  of  Larodopa  (levodopa)  dosage 
iipatient  evaluated  weekly 


Iiiervals 

0.25  Gm 
Tablets 

0.5  Gm  Tablets 

Total 

Daily  Dose 

Wkl 

y2  tab  (0.125  Gm) 
q.i.d.  w/  food 

0.5  Gm 

\fek2 

1  tab  (0.25  Gm) 
q.i.d.  w/  food 

1.0  Gm 

Wk  3 

I  J_ 

1V2  tab  (0.375 

Gm)  q.i.d.  w/food 

1.5  Gm 

|  \fek  4 

1  tab  (0.5  Gm) 
q.i.d.  w /  food 

2.0  Gm 

*k5 

P/2  tab  (0.750 

Gm)  at  breakfast 
and  dinner. 

1  tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

M^k  6 

lx/2  tab  (0.750 

Gm)  q.i.d.  w /  food 

3.0  Gm 

Wk7 

2  tab  (1.0  Gm) 
at  breakfast 
and  dinner. 

IV2  tab  (0.750 

Gm)  at  lunch 
and  bedtime 

3.5  Gm 

\4k  8 

2  tab  (1.0  Gm) 
q.i.d.  w/  food 

4.0  Gm 

1e  daily  maintenance  dosage  in  the  above  example  may 
^increased,  decreased,  or  maintained  at  the  4  Gm  level 
emending  upon  the  point  at  which  optimal  therapeutic 
Bults  are  achieved. 

( ncurrent  therapies:  Larodopa  (levodopa)  may  be  used 
eicomitantly  with  other  antiparkinsonism  drugs  such  as 
hiztropine  mesylate  (Cogentin),  trihexyphenidyl  HC1 
(rtane)  or  procyclidine  HC1  (Kemadrin),  but  when  more 
tin  one  drug  is  used,  the  usual  dose  of  each  may  have  to 
mil  reduced. 

ht  to  be  given  concomitantly :  MAO  inhibitors.  Such 
l  Jabnts  must  be  discontinued  two  weeks  prior  to  initiating 
Irodopa  therapy. 

rite  of  caution  for  patients  who  require  vitamin 
e  soplementation :  It  has  been  reported  that  pyridoxine  HC1 
J(jtamin  BG)  can  rapidly  reverse  the  antiparkinson  effects 
jjjjcjlevodopa  therapy. 

Jtimetable  for  monitoring 
ffeiBaile  it  cannot  be  emphasized  too  strongly  that  each 
as  ]  tient  on  Larodopa  must  be  treated  as  a  totally  distinct 
eoiftity,  the  following  are  suggested  as  guidelines  in  the 
ng  ronitoring  of  such  patients. 

henlFor  the  first  month,  at  least:  the  average  ambulatory 
( tpatient  should  be  seen  and  evaluated  a  minimum  of  once 
yMveek. 

t During  the  second  month:  patient  evaluations  can  be 
]eIjtended  to  every  two  weeks  (assuming  no  laboratory 
Jnormalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month:  the  patient 
should  be  evaluated  once  a  month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
with  no  significant  adverse  reactions  or  laboratory 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A  favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  However,  a  patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a  response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three- day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
would  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a  possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 


Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s  disease  and  syndrome 


Larodopa* 

levodopa/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 


BECAUSE  OF  TIIE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID¬ 
UALIZING  THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO¬ 
DOPA).  ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE¬ 
CAUSE  EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES  SHOULD  BE  AVAILABLE  FOR  PROPER  MONI¬ 
TORING  OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Useful  in  relieving  many  of  the  symptoms,  par¬ 
ticularly  rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications :  In  patients  for  whom  a  sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio¬ 
vascular  or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab¬ 
lished.  Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re¬ 
quire  sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin¬ 
testinal  hemorrhage)  ;  in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a  his¬ 
tory  of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad¬ 
ministration  of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu¬ 
lar  pressure  is  well  controlled  and  patient  is  monitored  care¬ 
fully.  Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis¬ 


continue  Larodopa  24  hours  prior  to  surgery;  monitor  cardio¬ 
respiratory  functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions:  Most  frequently  occurring:  nausea,  ano¬ 
rexia,  emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi¬ 
ness,  sedation,  dyskinesia;  psychiatric  symptoms  such  as  agita¬ 
tion,  anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psychiatric— suicidal  tenden¬ 
cies,  increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  neuro¬ 
logical-ataxia. ,  convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas¬ 
trointestinal-constipation,  diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea, 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  cardiovascular — nonspecific 
ECG  changes,  palpitations,  hypertension,  flushing,  phlebitis; 
hematological— hemolytic  anemia  (1  case);  dermatological 
—  sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo¬ 
skeletal—  low  back  pain,  muscle  spasm  and  twitch¬ 
ing,  blepharospasm,  musculoskeletal  pain;  respira¬ 
tory—  feeling  of  pressure  in  the  chest,  cough,  hoarse¬ 
ness,  bizarre  breathing  pattern,  postnasal  drip;  uro¬ 
genital-urinary  frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  senses  —  blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn¬ 
drome;  other— fever,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/ or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SGOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  PBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi¬ 
bility  of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules,  containing  0.25  Gm  levodopa  (pink  and  beige,  im¬ 
printed  Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)— bottles  of  100  and  500. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


pepanil  Ten-ta 

(continuous  release 

diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

vVhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
rEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
ess.  Weight  loss  is  significant— gradual— yet  there  is  a  rela- 
ively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
his  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 
tVarning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ng  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un¬ 
pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
n  relatively  'low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  eilects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  Vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-oo6a  /  im  /  u.s.  patent  no.  3,oot,9io 

^  *  THE  NATIONAL  DRUG  COMPANY 

£\  \  I  DIVISION  OF  RICHARDSON-MERRELL  INC. 

n  U  1  PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Qyinamrri 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information —Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 


Q9I5A 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 
INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper¬ 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef¬ 
fects  with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir¬ 
ing  complete  mental  alertness,  such  as  op¬ 
erating  machinery  or  driving  a  motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal¬ 
gesic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 


lated  to  the  drug. 


Division  of  Hoffmann-la  Roche  Inc. 
Nutley,  New  Jersey  07110 


SIXTEENTH  ANNUAL 

MEDICLINICS 

5OSTGRADUATE  MEDICAL  REFRESHER 
COURSE 

March  8-18,  1971 

FORT  LAUDERDALE,  FLORIDA 


(h 


C( — 


Albert  Einstein  Medical  Center 
ANNOUNCES  A  POSTGRADUATE  COURSE  IN 

ADVANCED  ELECTROCARDIOGRAPHY 

(10  Sessions) 


at  its 


HEADQUARTERS:  Galt  Ocean  Mile  Hotel 

Sponsored  by  Florida  Academy  of  General 
Practice  and  the  Broward  General 
Hospital.  Accepted  for  32  hours  of  credit  by  the 
American  Academy  of  General  Practice 

Registration  information: 

MEDICLINICS 
832  Central  Medical  Building 
Saint  Paul,  Minnesota  55104 
Registration  Fee:  $100.00 

PRE-REGISTRATION  HOTEL  ROOM 
GUARANTEED 


NORTHERN  DIVISION 

Wednesday  Afternoons 
From  1:00  p.m.  to  4:00  p.m. 
February  24,  1971  through  April  28,  1971 

SOLOMON  S.  MINTZ,  M.D.,  Director 
RICHARD  S.  MONHEIT,  M.  D.,  Co-Director 

(Acceptable  for  30  hours  of  credit  by  American 
Academy  of  General  Practice) 

For  brochure  and  application  form  write  to : 
Department  Postgraduate  Medical  Education 
Executive  Offices 

ALBERT  EINSTEIN  MEDICAL  CENTER 
York  and  Tabor  Rds. 

Philadelphia,  Pa.  19141 


When  irritable  colon  feels  like  this 


The  blowfish,  a  small  spec 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up 
air.  After  about  a  dozen 
noisy  gulps  the  belly  is  bal 
shaped  and  hard.  When 
replaced  in  the  water  the 
quickly  expelled,  and 
the  fish  sinks  to  the  botto: 


.  in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 


□  belladonna  alkaloids— for  the  hyper¬ 
active  bowel  □  simethicone— for  ac¬ 
companying  distension  and  pain  due  to 
gas  □  phenobarbital— for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab¬ 
let  contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


s 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he¬ 
patic  disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri¬ 
nary  bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2  to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I  Pasadena,  California  91109  I  Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Rap-line  A  Success 

PMS  Council  Gives  'Public  Service’ 


“Hello,  this  is  rap-line...”  was  the 
phrase  used  in  answer  to  the  ring  .of 
one  of  the  telephones.  The  woman 
calling  was  a  thirty-eight  year  old 
housewife  with  two  young  children. 

She  lived  in  a  middle-class  neighbor¬ 
hood  in  a  city  in  northeastern  Penn¬ 
sylvania.  And  she  was  a  drug  abuser. 

The  individual  who  answered  her  call 
was  a  physician.  For  the  first  time  in 
ten  years  of  chronic,  heavy  use  of 
amphetimines  and  barbiturates,  she 
was  asking  for  help  to  get  off  the 
drugs. 

A  seventeen  year  old  girl  from  York 
cried  into  the  telephone.  She  was  trying 
to  kick  the  herion  habit  “cold  turkey” 
(without  assistance  from  other  drugs), 
and  she  was  scared.  The  call  was  taken 
by  a  twenty-one  year  old  former  ad¬ 
dict.  He  had  been  through  it.  “You 
can  make  it,”  he  told  her.  She  did. 

Drug  abuse  is  serious.  Solutions  to 
the  growing  problem  are  not  easy  to 
find.  Efforts  often  end  in  frustration 
for  the  community  and  for  drug  users. 
Finding  a  means  of  communication  be¬ 
tween  those  knowledgeable  people  in 
the  “straight”  world  and  followers  of 
the  drug  culture  has  often  ended  in 
defeat. 

But  recently,  when  a  representative 


of  the  Susquehanna  Broadcasting  Co., 
with  stations  in  Pennsylvania,  Ohio, 
New  York,  Rhode  Island  and  Florida, 
contacted  the  Council  on  Public  Ser¬ 
vice  of  the  State  Society,  he  came  with 
an  idea  for  communicating  facts  on 
drug  abuse  to  the  public,  and  he 
needed  the  cooperation  of  the  radio¬ 
television  department  of  the  Council. 

The  broadcasting  company’s  idea 
was  to  offer  a  telephone  counseling 
service  for  one  day.  Experts  including 
physicians,  former  addicts,  lawyers 
and  clergymen,  would  man  the  tele¬ 
phones  to  be  installed  especially  for 
the  day.  The  plan  called  for  heavy 
station  promotion  throughout  the  day, 
with  all  calls  handled  confidentially 
and  answered  off  the  air. 

The  Council  on  Public  Service  and 
Susquehanna  Broadcasting  Co.,  ar¬ 
ranged  the  first  program  using  the 
facilities  of  WSBA,  the  Susquehanna 
station  serving  the  Harrisburg,  York 
and  Lancaster  areas.  Over  thirty 
experts  from  various  fields  agreed  to 
participate  in  the  project,  even  though 
no-one  knew  what  to  expect  from  the 
unique  effort. 

On  June  30,  1970',  the  volunteer 
experts,  each  donating  from  two  to 
eight  hours,  assembled  in  the  studios 


of  WSBA.  “Drug  Abuse  Rap-Line,”  the 
title  given  to  the  entire  program,  had 
been  publicized  well  in  advance  to 
station  listeners.  At  noon  six  special 
telephone  lines  were  opened  for 
questions.  For  the  next  twelve  hours 
the  phones  never  stopped  ringing.  It 
was  estimated  that  the  station  re¬ 
ceived  over  2,000  calls  from  interested, 
serious,  often  deeply  troubled  people. 

Several  parents  wanted  help  in 
identifying  symptoms  of  drug  use. 

They  hesitated  asking  their  family 
physicians. 

A  number  of  teenagers  talked  to 
former  drug  users.  They  asked, 

“Are  drugs  really  that  bad?”  The 
answer  was,  “Worse.” 

Throughout  the  day  physicians, 
lawyers,  Health  Department  officials,  | 
pharmacists,  psychiatrists,  former 
addicts  and  police  officials  answered 
questions  and  offered  help.  There 
was  no  preaching— just  straight  fact. 

Mr.  Sam  Toggas,  president  of  the 
York  County  Pharmaceutical  Associa¬ 
tion,  said,  “I  have  spoken  to  many 
school  and  adult  groups  and  tried  to 
answer  their  questions.  After  this  pro¬ 
gram  I  know  what  people  have  on 
their  minds.” 

Following  the  success  of  the  WSBA 
venture,  similar  arrangements  were 
made  to  produce  a  program  at  WARM, 
Susquehanna’s  second  Pennsylvania 
radio  station,  which  covers  the 
Scranton-Wilkes-Barre  area.  Held  on 
November  14,  the  program  was,  if 
anything,  more  successful— handling 
more  calls,  with  a  greater  number  of 
calls  being  of  a  serious  nature.  Rev. 
Frank  Reynolds,  executive  director 
of  the  Rehrersburg  Teen  Challenge 
Rehabilitation  Center,  said,  “Several 
of  the  youngsters  I  spoke  with  were 
high  on  drugs  when  they  called.  One 
young  girl  was  calling  from  a  pot 
party.  Her  parents  thought  it  was  a 
pajama  party.” 

A  seventeen  year  old  Wilkes-Barre 
boy  actually  came  into  the  station 
after  having  sniffed  six  tubes  of  glue. 
He  talked  privately  with  Robert  F. 
Babskie,  M.D.,  of  the  Luzerne  County 
Medical  Society,  one  of  the  many 
volunteers  from  the  county  societies 
in  the  areas  involved. 

Mr.  Thomas  Zompanis,  a  former 
drug  addict  and  now  director  of 
Gaudenzia  House  in  West  Chester, 
remarked,  “The  people  in  this  area 
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DURING  the  Rap-line  show  at  WARM,  Scranton-Wilkes-Barre,  the  group  of  parti¬ 
cipants  shown  above  took  time  out  from  answering  telephones  to  tape  shows  for 
future  broadcasting,  while  other  volunteers  manned  the  busy  telephones.  Above, 
left  to  right,  areM.  E.  Barnes,  M.D.,  Wilkes-Barre;  William  K.  Panacci,  president  of 
the  Lackawanna  County  Pharmaceutical  Association;  Dan  Kusick  of  the  Scranton 
Times;  Bess  Richardson,  executive  director  of  the  Alcoholism  and  Drug  Abuse 
Council  of  Northeast  Pennsylvania;  Paul  Mazzoni,  Lackawanna  County  district 
attorney;  Blythe  H.  Evans,  Luzerne  County  district  attorney;  Nello  Ricetti,  assist¬ 
ant  superintendant  of  the  Pittston  Area  School  District;  Robert  Feldman  program 
director  for  WNEP-TV;  Jerry  Heller,  news  reporter  for  WARM  and  John  Lounds 
of  Gaudenzia  House,  Philadelphia. 
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N  ACTION  on  Rap-line  at  WARM,  Scranton- Wilkes-Barre,  are,  left  to  right,  James  P.  O’Leary  of  the  PMS  staff;  William  K. 
3 anacci ,  president  of  the  Lackawanna  County  Pharmaceutical  Association;  Pete  Gabriel,  WARM  public  service  director;  Jerry 
■feller,  WARM;  Blythe  H.  Evans,  Luzerne  County  district  attorney;  Bess  Richardson,  executive  director  of  the  Alcoholism 
md  Drug  Abuse  Council  of  Northeast  Pennsylvania,  and  Guido  D.  Boriosi,  M.D.,  of  the  Lackawanna  County  Medical  Society. 


Government  Issues  Warning 
Against  Exercise  Device 


hould  wake  up— they  really  have  a 
Irug  problem.” 

Perhaps  the  people  are  waking  up. 
The  two  Susquehanna  stations  com- 
nand  large  listening  audiences  in  their 
respective  areas.  The  programs  received 
elevision  and  newspaper  coverage,  and 
apes  were  made  for  rebroadcast.  In 
lumbers  of  listeners  the  stations  in¬ 
volved  are  topped  only  by  stations  in 
he  Philadelphia  and  Pittsburgh  areas, 
lut  among  those  listeners  were 
[oubters.  One  listener  called  to  com- 
ilain,  “We  don’t  have  that  kind  of 
>roblem  around  here.”  The  lawyer 
vho  took  that  call  replied,  “If  you 
eally  believe  that,  sir,  why  don’t  you 
ome  down  and  help  us  answer  these 
■alls?” 

\avy  Offering  Aid 
To  Med  Students 

The  Department  of  the  Navy  is 
iffering  scholarships  to  medical  and 
usteopathic  students  in  the  class  of 
1975.  The  scholarships  will  cover  full 
uition  and  authorized  fees,  $200  an¬ 
nually  for  books,  medical  care  for 
elf  and  dependents,  and  pay  ranging 
iirom  $6,600  to  $10,820  per  annum. 
Five  years  of  active  naval  service  fol- 
bwing  internship  is  required  of  all 
>articipants  in  the  scholarship  program, 
j  Applications  for  the  scholarship  will 
lie  at  the  main  naval  recruiting  stations 
n  Pennsylvania  located  at  the  Black- 
purn  Building,  13  S.  Thirteenth  St., 
Philadelphia,  and  at  the  Federal  Build¬ 
ing,  1000  Liberty  Ave.,  Pittsburgh 
(between  January  1  and  March  15, 

1 971.  Notification  of  selection  will 

[e  made  about  July  1,  1971. 

Further  information  may  be  obtain- 
d  by  contacting  the  Surgeon  Gen¬ 
eral,  Department  of  the  Navy,  Wash¬ 
ington,  D.C.  20390  (Attn:  Code  3 174) 


The  U.S.  Food  and  Drug  Adminis¬ 
tration  has  issued  a  public  warning 
against  the  use  of  a  device  called  a 
“Relaxacizor”,  which  causes  passive 
muscle  contraction  with  an  electrical 
current  applied  through  electrodes  to 
various  parts  of  the  body. 

The  United  States  District  Court 
has  ruled  that  the  device  is  “dangerous 
to  health”.  Approximately  400,000 
units  have  been  sold  since  1949  and 
many  of  them  are  still  being  used 
despite  their  certified  dangers.  The 
FDA  says  that  in  some  instances  the 
units  are  being  sold  although  the  sale 
is  illegal. 

The  District  Court  ruled  that  the 
“Relaxacizor”  may:  “Aggravate  many 
medical  conditions  in  susceptible  per¬ 
sons;  have  a  serious  potential  for 
damage  to  the  heart  and  other  vital 
organs;  and,  be  capable  of  causing  a 
miscarriage,  and  otherwise  may  jeo¬ 
pardize  the  health  and  even  the  life 
of  the  user.” 

The  device  is  about  the  size  of  a 
briefcase  with  dials  to  regulate  current 

Jefferson  Gets  Grant 

The  National  Institutes  of  Health 
has  awarded  $1,700,000  to  Thomas 
Jefferson  University  for  the  establish¬ 
ment  of  a  radiation  therapy  research 
and  clinical  center.  The  center  will  be 
run  under  the  direction  of  Simon 
Kramer,  M.D.,  professor  and  chairman 
of  the  department  of  radiation  therapy 
and  nuclear  medicine. 

The  grant  will  allow  for  vast  ex¬ 
pansion  of  the  department’s  present 
clinical  and  research  services.  The  ex¬ 
pansion  program  is  scheduled  for  com¬ 
pletion  in  June,  1972. 


intensity  and  pulse  frequency  and  with 
a  number  of  electrodes  for  placement 
on  the  chest,  abdomen,  hips  and  legs. 
Sales  literature  claims  that  the  device 
enhances  muscle  relaxation  and  muscle 
tone. 

Further  information  is  available 
from  the  FDA,  5600  Fishers  Lane, 
Rockville,  Maryland  20852. 

Philadelphia  To 
Install  Officers 

The  newly  elected  officers  of  the 
Philadelphia  County  Medical  Society 
were  announced  at  the  society’s  an¬ 
nual  meeting,  December  9,  1970. 

The  new  officers  are,  George  A. 
Hahn,  M.D.,  president;  Robert  R.  Ty¬ 
son,  M.D.,  president-elect;  David  S. 
Cristol,  M.D.,  vice-president;  Brooke 
Roberts,  M.D.,  secretary;  Alma  Dea 
Morani,  M.D.,  treasurer. 

In  keeping  with  the  society’s  by¬ 
laws,  the  new  officers  will  have  their 
formal  installation  ceremonies  January 
20,  1971. 

George  A.  Hahn,  M.D.,  1 10th  presi¬ 
dent  of  the  society  brings  to  the 
presidency  a  long  and  varied  exper¬ 
ience.  His  particular  professional  in¬ 
terest  in  pelvic  malignancy  in  the 
female  is  known  to  all  physicians.  His 
efforts  cover  clinical  experience,  re¬ 
search  and  investigation,  and  the  teach¬ 
ing  of  medical  students  and  other 
doctors.  Most  of  his  teaching  career 
has  been  spent  at  Jefferson  Medical 
College,  first  as  assistant  demonstrator 
of  gynecology  in  1941.  He  was  ap¬ 
pointed  professor  of  obstetrics  and 
gynecology  in  1963. 
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Loridine  I.M. 

Cephaloridine 

1.5  to  3  Gm.  daily 
successfully  treats  many 
moderately  severe 
infections’ 


•  bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

•  broad-spectrum  activity 

■  relatively  painless  I.M.  injection 

‘due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4  Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage) .  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Cm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


f  loridine 

I  CEPHALORIDINE 


■  Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog¬ 
nized  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad¬ 
ministration  of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval¬ 
uation  before  and  after  a  ten-day  course  of 
cephaloridine  in  dosages  of  2  Gm.  per  day  de¬ 
veloped  impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a  small 
number  of  patients.  The  possil 
bility  of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom¬ 
mended  doses.  Acute  tubular 
necrosis  has  been  found  in  affect¬ 
ed  patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in¬ 
tramuscular  injection  was  noted  in  less  than 
3  percent  of  patients.  In  only  one  patient  in 
a  series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra¬ 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— BA 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  usu-j 
ally  injected  into  a  large  muscle  mass. 

The  usual  adult  dosage  for  many  infec¬ 
tions  of  moderate  severity  is  500  mg.  to  1  Gm. 
three  times  a  day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a  day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1  Gm.  four 
times  a  day.  A  single  2-Gm.  dose  is  recom¬ 
mended  for  the  treatment  of  acute  gonor¬ 
rhea.  Early  syphilis  may  be  treated  with  50C 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  days 

Although  some  clinical  experience  wit! 
high  doses  for  life-threatening  condition! 
has  been  reported,  it  has  been  shown  tha 
excessive  dosages  (above  4  Gm.  daily)  mar 
cause  serious  nephrotoxic  reactions.  Fo 
this  reason,  Keflin®  (sodium  cephalothin 
Lilly)  may  be  preferred  when  doses  large 
than  4  Gm.  daily  are  considered  for  life 
threatening  situations.  If  more  than  2  Gir 
of  cephaloridine  is  injected  daily,  the  patien 
should  be  under  close  clinical  observatio 
for  changes  in  renal  function  or  be  hospita 
ized.  In  addition,  reduced  dosage  should  b 
employed  in  patients  with  known  or  su: 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  m| 
per  Kg.  (15  to  25  mg.  per  pound)  of  bod 
weight,  given  in  divided  doses,  has  bee 
found  effective  for  mild  to  moderately  si 
vere  infections.  A  daily  total  of  100  mg.  p( 
Kg.  (50  mg.  per  pound)  of  body  weigl 
(not  to  exceed  recommended  adult  doses 
may  be  needed  for  very  severe  infections 

Intravenous  Injection— In  the  presence  < 
extremely  serious  infections  (such  as  ba 
teremia)  or  when  any  infection  seems  ove 
whelming,  intravenous  administration  m; 
be  indicated. 

Total  daily  dosages  are  the  same  as  wi 
intramuscular  injection.  For  very  suscep 
ble  organisms,  500  mg.  to  1.5  Gm.  per  d 
may  suffice;  for  less  susceptible  organist 
and  for  serious  infections,  2  to  4  Gm.  p 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepf 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubbt 
stoppered;  1  Gm.,  10-ml.  size,  rubbt 
stoppered.  [0821 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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m.d.'s  in  the  news 


ROBERT  W.  GIBSON,  M.D.,  left,  director  of  the  Sheppard  and  Enoch  Pratt 
Hospital  in  Towson,  M.D.,  speaks  with  J.  Martin  Myers,  M.D.,  center,  psychi¬ 
atrist-in-chief  of  Pennsylvania  Hospital  and  Leo  Madow,  M.D.,  right,  president 
of  the  Philadelphia  Psychiatric  Society,  after  receiving  the  1970  Strecker  Award 
created  to  honor  the  memory  of  Edward  A.  Strecker,  M.D.,  a  distinguished 
psychiatrist,  author,  educator  and  past  president  of  the  American  Psychiatric 
Association.  Dr.  Gibson  has  been  instrumental  in  extending  psychiatric  coverage 
to  Medicare  and  Medicaid  patients  and  continually  investigates  the  psychothera¬ 
peutic  approach  to  schizophrenic  patients.  He  is  chairman  of  the  Gimsburg 
Fellowship  Committee  in  the  Group  for  the  Advancement  of  Psychiatry  and  is 
vice-president  of  the  National  Association  of  Private  Psychiatric  Hospitals. 


Donald  H.  Roberts,  M.D.,  Mechanics- 
urg,  and  Joseph  A.  Nizolek  Jr.,  M.D., 
lorida,  N.Y.,  have  accepted  appoint¬ 
ments  as  assistant  professors  of  anes- 
tesiology  at  the  Milton  S.  Hershey 
medical  Center. 

It  was  announced  recently  that 
oward  Balin,  M.D.,  Philadelphia,  has 
pen  named  professor  of  obstetrics 
id  gynecology  and  head  of  the  divi- 
on  of  reproductive  biology  at  Hahne- 
.ann  Medical  College  and  Hospital, 
his  new  division  will  be  concerned 
ith  the  application  of  recent  research 
iformation  to  the  problems  of  sterility, 
utility  and  family  planning. 

,  Four  physicians  have  been  added  to 
le  senior  staff  at  the  Guthrie  Clinic, 
ayre.  They  are:  Edward  A.  Talmadge, 
.D.,  chairman  of  the  department  of 
lesthesiology;  Gerald  L.  Mackler, 
.D.,  a  member  of  the  division  of 
iternal  medicine  and  a  section  of 
Ismatology;  Richard  E.  Snelling,  M.D., 
ith  the  division  of  internal  medicine 
id  Ephriam  E.  Leguizamon,  M.D., 
ith  the  division  of  cardiology. 

The  1970-1971  officers  of  the  Pitts- 
urgh  Otological  Society  have  been 
ected.  They  are:  Clyde  B.  Lamp,  Jr., 
LD.,  president;  Ralph  J.  Caparosa, 
J.D.,  vice-president  and  Bruce  B.  Mac- 
lillan,  M.D.,  secretary -treasurer. 

Sheldon  Adler,  M.D.,  has  been  ap- 
ointed  associate  professor  of  medi- 
Ine  at  the  University  of  Pittsburgh, 
.ffiliated  with  the  school  since  1966, 
r.  Adler  is  also  chief  of  the  renal  unit 
i  Montefiore  Hospital  and  a  member 
jf  the  University  Health  Center  of 
nttsburgh. 

Andre  B.  Borle,  M.D.,  associate 
rofessor  of  physiology  at  the  Uni- 
srsity  of  Pittsburgh  School  of  Medi- 
ine,  received  the  Prix  Andre  Lichwitz 
f  the  French  Institut  National  De  La 
ante  Et  De  La  Recherche  Medicale. 
’he  award  is  presented  annually  to  the 
idividual  or  team  of  researchers  mak- 
lg  outstanding  contributions  to  the 
eld  of  calcium  and  phosphate  metab- 
lism. 

Henry  L.  Price,  M.D.,  has  been 
amed  professor  of  anesthesiology  and 
o-director  of  anesthesia  research  at 
’emple  University  School  of  Medicine, 
le  is  the  author  or  co-author  of  more 
|han  eighty  papers  in  his  field  and  is  a 
onsultant  to  the  National  Institutes 
if  Health  and  to  the  Naval  Hospital 
n  Philadelphia. 

William  S.  Frankl,  M.D.,  has  been 
ppointed  professor  of  medicine  at  the 


Medical  College  of  Pennsylvania.  He 
will  assume  duties  as  head  of  the 
cardiac  section  of  that  department. 
Dr.  Frankl  and  his  colleagues  have 
been  instrumental  in  establishing  a 
broad  based  program  for  the  diagnosis 
and  treatment  of  all  forms  of  heart 
disease. 

Donald  R.  Cooper,  M.D.,  was  re¬ 
cently  installed  as  president  of  The 
Frederick  A.  Coller  Surgical  Society. 
Dr.  Cooper  is  a  professor  and  chair¬ 
man  of  the  department  of  surgery  at 
the  Medical  College  of  Pennsylvania. 

W.  Robert  Felix,  Jr.,  M.D.,  an 
instructor  in  surgery  at  the  Medical 
College  of  Pennsylvania,  was  named  a 
fellow  of  the  American  College  of 
Surgeons  at  the  association’s  annual 
meeting  in  Chicago. 

Joseph  B.  Kahn,  M.D.,  has  been 
appointed  a  part-time  associate  in  the 
department  of  orthopedics  at  Geisinger 
Medical  Center.  In  addition  to  this 
appointment  he  has  a  general  and 
surgical  practice  in  Selinsgrove,  and 
part-time  appointments  at  the  U.  S. 
Penitentiary  at  Lewisburg  and  at  the 
Doctors’  Convalescent  Center  in  Selins¬ 
grove. 


C.  Everett  Koop,  M.D.,  surgeon-in¬ 
chief  at  the  Children’s  Hospital  of 
Philadelphia,  served  on  two  postgrad¬ 
uate  course  panels  at  the  1970  Clinical 
Congress  of  the  American  College  of 
Surgeons  in  Chicago.  Dr.  Koop  dis¬ 
cussed  obscure  and  chronic  abdominal 
pain  and  surgical  and  radiologic  and 
chemotherapeutic  treatment  of  malig¬ 
nant  tumors  in  childhood. 

Sylvan  E.  Stool,  M.D.,  chief  of 
otolaryngology  and  senior  surgeon  at 
the  Children’s  Hospital  of  Philadelphia, 
took  part  in  a  short  course  on  airway 
management  in  Las  Vegas,  Nev.,  during 
a  meeting  of  the  Ophthalmologic  and 
Otolaryngological  Society. 

Ralph  E.  Pilgrim,  M.D.,  and  Harry 
M.  McDermott,  Jr.,  M.D.,  have  been 
named  associate  directors  of  the  Rite- 
nour  Health  Center  at  the  Pennsylvania 
State  University,  University  Park. 

Two  University  of  Pittsburgh  pro¬ 
fessors,  Ralph  J.  Caparosa,  M.D.,  assist¬ 
ant  professor  of  otolaryngology,  and 
Sidney  N.  Busis,  M.D.,  clinical  asso¬ 
ciate  professor  of  otolaryngology,  open¬ 
ed  the  1970-71  Visiting  Professor  Pro¬ 
gram  at  the  Geisinger  Medical  Center. 
They  presented  lectures  on  hearing 
nerve  tumors. 
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PMS,  AMA  Membership 
Classifications  Listed 


With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


evac-u-geN 
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A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  */i  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


ACTIVE  MEMBER  -  Any  physician  who  is  fully  licensed  to  I 
practice  medicine  and  surgery  in  the  Commonwealth 
of  Pennsylvania  and  is  a  member  of  a  component 
society. 

Dues:  PMS  -  $75.00 

AMA  -  $110.00  (AMA  dues  may  be  ex¬ 
cused  (1)  by  reason  of  financial 
hardship  or  illness,  or  (2)  if  mem- 1 
ber  is  retired  from  active  practice.) 
Benefits:  PMS  -  All 

AMA  -  All  membership  privileges  except  < 
that  benefits  for  AMA  dues-ex- 
empt  membership  ( 1 )  or  (2)  above 
are  the  same  as  Resident  (below). 

INTERN  AND  RESIDENT  -  (ACTIVE  MEMBER)  -  Any 
Active  Member  serving  a  hospital  internship,  residency,! 
or  other  recognized  full-time  postgraduate  training,  j 
Dues:  PMS  -  $7.50  (10  per  cent  of  regular! 

assessment) 

AMA  -  Dues-exempt 
Benefits:  PMS  -  All 

AMA  -  All  except  scientific  publications! 
which  are  available  to  such  mem¬ 
bers  at  reduced  subscription  rates.! 

MILITARY  -  (ACTIVE  MEMBER)  -  Any  Active  Member 
serving  temporarily  in  the  Armed  Forces.  (Must  be  in 
Armed  Forces  prior  to  March  1). 

Dues:  PMS  &  AMA  -  Dues-exempt 

Benefits:  PMS  -  All 

AMA  -  Same  as  Resident 

DISABILITY  -  (ACTIVE  MEMBER)  -  Any  member  who 
is  prevented  from  the  practice  of  medicine  by  reason 
of  illness  or  disability. 

Dues:  PMS  &  AMA  -  Dues-exempt 

Benefits:  PMS  -  All 

AMA  -  Same  as  Resident 

SENIOR  ACTIVE  MEMBER  -  Any  member  at  least  65  years 
of  age  on  January  1  with  at  least  30  years  continuous 
membership  (membership  in  other  states  or  AMA  may', 
be  included). 

Dues:  PMS  -  $37.50  (50  per  cent  of  regulai 

assessment,) 

AMA -^l  10.00  (AMA  dues  may  be  ex 
cused  (1)  by  reason  of  financia 
hardship  or  illness,  or  (2)  if  mem 
ber  is  retired  from  active  practice. 
Benefits:  PMS  -  All 

AMA  -  Same  as  Active  Member  excep 
that  benefits  for  AMA  dues-e> 
empt  membership  ( 1 )  or  (2)  abov 
are  the  same  as  Resident. 

ASSOCIATE  MEMBER  -  Any  Active  or  Senior  Activ 
Member  who  is  at  least  70  years  of  age  and  who  has  a 
least  30  years  continuous  membership  (membershi 
in  other  states  or  AMA  may  be  included). 

Dues:  PMS  &  AMA  -  Dues-exempt 

Benefits:  PMS  -  All  -  except  cannot  vote,  hold  an 

office,  serve  as  delegate,  membt 


34 


PENNSYLVANIA  MEDICIN 


of  a  commission,  committee,  or 
council,  and  is  not  entitled  to 
benefits  of  Medical  Defense  Fund 
for  alleged  malpractice  committed 
while  an  Associate  member. 

AMA  -  May  not  vote  or  hold  office  and 
will  not  receive  scientific  publica¬ 
tions  except  by  direct  subscrip¬ 
tion. 

^FILIATE  MEMBER  -  Any  member  of  a  component 

society  who  belongs  to  one  of  the  following  classes: 

(a)  Members  of  national  medical  societies  of  foreign 
countries. 

(b)  American  physicians  whether  or  not  licensed  to 
practice  medicine  and  surgery  in  Pennsylvania 
engaged  in  missionary  or  philanthropic  labors. 

(c)  Persons  who  are  eligible  to  be  Service  Members 
of  the  AMA  (career  military  or  other  Govern¬ 
ment  employees). 

(d)  Full-time  teachers  of  medicine  or  of  the  arts  and 
sciences  allied  to  medicine  who  are  not  holders 
of  an  unrestricted  license  to  practice  medicine 
and  surgery  in  the  Commonwealth  of  Penn¬ 
sylvania. 

(e)  Physicians  not  fully  licensed  to  practice  medi¬ 
cine  in  Pennsylvania  who  are  engaged  in  Penn¬ 
sylvania  in  research,  public  health  or  administra¬ 
tive  medicine. 

(f)  Physicians,  whether  or  not  fully  licensed  to 
practice  medicine  in  Pennsylvania,  who  are 
retired  from  active  practice. 

Dues:  PMS  &  AMA  -  Dues-exempt 

Benefits:  PMS  -  All  -  except  cannot  vote  or  hold 

any  office,  serve  as  a  delegate, 
member  of  a  commission,  com¬ 
mittee,  or  council,  and  is  not 
entitled  to  benefits  of  Medical 
Defense  Fund  for  alleged  mal¬ 
practice  while  an  Affiliate  member 
or  for  benefits  of  Medical  Benev¬ 
olence  Fund. 


lat  was  a  nice  opening  Ted,  but  I  would  have  led  in  spades. 
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With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 

wwmmmwww 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
lass.  And  they  really  respond. 

She  has  another  plan  just 
or  herself.  A  medication  plan 
or  her  hypertension.  And  she's 
Iso  responding  beautifully. 

More  than  just  another 
intihypertensive,  Ser-Ap-Es 
an  be  a  whole  medication  plan 
or  living  with  hypertension. 

Does  it  get  good  marks  for 
omfort? 

Excellent.  Because 
jar-  Ap-Es  controls  blood  pres- 
ure  effectively,  dosage  of  each 
omponent  is  lower  than  if  pre- 
cribed  alone,  usually  minimiz- 
ng  side  effects.  However,  side 
ffects  may  occur  (see  prescrib- 
ng  information). 

Designed  with  the  kidney 
mind? 

Hydralazine  maintains 
ir  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
erebral  vascular  tone.  And 
eserpine  has  beneficial  calm- 
ng  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline®  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


SepAp-Es 

JL  reserpineO.l  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es® 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 
25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey  ihm 


she  has  a  plan 
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for  living  with 
hypertension 

Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


Blue  Shield  And  Health  Education 

New  Program  Attacks  Alcoholism 


•  One  out  of  eight  American  adults  is 
already  well  on  his  way  to  becoming 
an  alcoholic. 

•  Only  three  per  cent  of  all  alcoholics 
are  on  skid  row. 

•  There  is  no  known  cure  for  alco¬ 
holism. 

•  The  less  a  drinker  knows  about  alco¬ 
holism,  the  greater  is  the  danger  of 
his  becoming  an  alcoholic. 

•  Alcoholism  can  happen  to  anyone 
who  drinks. 

These  are  facts.  They  explode  many 
nyths  about  drinking  and  alcoholism. 

Campaign  to  Educate 
These  facts,  and  the  myths  they 
jxplode,  are  but  a  part  of  the  new 
datewide  campaign  Pennsylvania  Blue 
Shield  is  launching  with  a  forty-page 
Jlustrated  booklet  entitled  “The  Alco- 
aolic  American.”  The  booklet,  part  of 
m  extensive  public  health  education 
project  on  alcoholism,  explores  the 
lisease,  its  causes,  the  types  of 
irinkers,,  the  myths,  the  prevention, 
md  the  available  methods  of  cure. 

The  frightful  thing  about  alcoholism 
s  the  fact  that  it  can  happen  to  any- 
Dne  who  drinks  and  it  can  become  so 
much  a  part  of  anyone’s  life  that  even 
le  does  not  realize  how  important 
ilcohol  is  to  him  until  it  is  too  late— or 
/ery  nearly  too  late! 

The  Blue  Shield  assault  on  alco- 
tiolism  in  Pennsylvania  also  includes 
a  two-film  series  entitled,  “The  Other 
Guy,”  which  tells  the  story  of  a  young 
sxecutive  who  falls  prey,  unwittingly, 
to  alcoholism.  The  story  tells  how  he 
got  that  way  and  the  problems  he 
created  for  himself,  his  family  and  his 
friends.  The  second  part  shows  his 
battle  to  overcome  the  disease  and  the 
pitfalls  that  confront  him.  The  films 
are  expected  to  be  shown  on  television 
stations  across  the  state  in  the  near 
future. 

Blue  Shield’s  booklet  and  film  at¬ 
tack  on  alcoholism  was  previewed  in 
Pennsylvania  last  fall  at  the  Governor’s 
Conference  on  Alcoholism  in  Bedford 
Springs.  It  was  included  in  the  session 
on  alcoholism  at  the  PMS  Scientific 
Assembly  last  November. 

There  is  a  point  where  the  alcohol- 
dependent  drinker  will  argue  vehement¬ 
ly  that  he  can  cut  it  out  with  no  diffi¬ 
culty,  then  go  to  elaborate  lengths  to 
sneak  a  drink  from  hidden  bottles. 

Even  when  a  confirmed  alcoholic 


TODAY'S  TYPICAL  alcoholic  is  a  bright,  middle-management  executive  in  his 
thirties,  married  and  living  with  his  family.  Only  three  percent  are  on  skid  row. 


has  dried  out  and  has  kicked  the  habit, 
he  will  swear  he  can  still  drink  occa¬ 
sionally  and  control  it.  The  fact  is,  an 
alcoholic  can  never  drink  reasonably... 
nor  can  the  reformed  alcoholic!  Too 
many  times  the  dried  out  alcoholic 
drinks  himself  into  a  stupor  after 
months  of  abstinence. 

The  alcoholic  is  no  longer  the  drunk 
in  the  gutter.  In  1956,  according  to  the 
booklet,  “the  American  Medical  Asso¬ 


ciation  formally  acknowledged  that 
‘alcoholism  must  be  regarded  as  within 
the  purview  of  medical  science’.” 

Alcoholism  an  Illness 

The  AMA  and  the  American  Bar 
Association  termed  alcoholism  as  an 
illness  and  that  those  suffering  from 
the  illness  are  entitled  to  the  same 
rights  and  privileges  in  law  and  medical 
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THE  DEPENDENT  drinker  will  argue  vehemently  that  he  can  cut  it  out  with  no 
difficulty  then  go  to  elaborate  lengths  to  sneak  a  drink  from  hidden  bottles. 


treatment  as  are  granted  persons  with 
other  illnesses. 

U.  S.  Senator  Harold  Hughes  of 
Iowa,  himself  a  recovered  alcoholic, 
says  this: 

“If  an  employee  suffers  a  heart 
attack,  he  is  provided  help  by  his 
company  through  insurance  benefits 
and  time  off.  Then,  eventually,  he  is 
allowed  to  return  on  a  part-time  basis 
until  recuperation  is  complete.  The 
alcoholic,  on  the  other  hand,  is 
usually  fired.” 

Senator  Hughes  points  out  in  “The 
Alcoholic  American”  that  alcoholism 
is  still  the  only  disease  where  the 
patient  is  blamed  when  the  treatment 
fails. 

What  causes  alcoholism?  What 
makes  people— adult  human  beings— go 
from  being  a  normal  drinker  to  the 
alcohol-dependent  drinker,  and  then 
to  the  alcoholic? 

Disease  is  Progressive 

The  booklet  points  out  that  alco¬ 
holism  is  progressive.  It  is  a  slowly 
developing,  progressive  disease.  There 
are  no  hard  lines  between  each  of  the 
three  stages. 

The  first  real  symptom,  the  booklet 
points  out,  is  when  a  firm  pattern  of 
drinking  has  developed.  The  second 
warning  signal  is  when  the  drinking  in 
this  established  pattern  increases. 

There  are  many  schools  of  thought 
on  the  causes  of  alcoholism.  The 
booklet  details  many  of  them,  but 
sums  up  that  “it  is  a  complicated  illness 
which  can  be  identified  as  one  part 
physical,  one  part  psychological,  one 
part  sociological  and  one  part  alcohol.” 

Warning  Signals  Listed 

There  are  warning  signs,  red  flags 
waving  before  the  drinking  American. 

If  he  only  looks  for  them!  Here  is 
what  “The  Alcoholic  American” 
tells  the  reader  to  think  about: 

Did  you  once  have  one  or  two 
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drinks  to  relax  after  a  long  day,  but 
now  have  three  or  four? 

Do  you  find  increasing  pleasure  in 
drinking  at  lunch? 

Did  you  once  drink  to  be  sociable 
or  to  celebrate,  and  now  drink  to  sleep 
or  because  you  are  worried  or  de¬ 
pressed? 

Are  you  drinking  more  now 
than  a  year  ago? 

Do  you  drink  now  before  you  go 
to  a  party  as  well  as  during  one? 

The  booklet  points  out  that  if  you 
can  answer  “yes”  to  any  of  these 
warning  signals,  you  are  progressing 
beyond  the  “normal”  drinking  pattern. 
“At  this  point,  alcohol  is  starting  to 
take  over,  and  the  individual  is  be¬ 
ginning  to  lose  control.” 

This  is  one  of  the  critical  points. 

The  person  “believes  that  he  drinks 
because  he  enjoys  it,  when  in  fact 
he  drinks  because  he  wants  it.  And 
eventually  he  will  be  drinking  because 
he  needs  it.” 

“The  Alcoholic  American”  features 


k. 


a  number  of  interviews  with  recovered 
alcoholics.  Here  is  an  example: 

“I  blamed  everybody  and  every¬ 
thing  for  my  drinking.  I  kept  pointing 
the  accusing  finger  at  my  job,  my 
family,  the  abrasive  life  in  the  city, 
and  everything  except  myself. 

“You  have  to  remember  that  I  was 
not  an  alcoholic  in  the  sense  that  I 
couldn’t  function.  It  was  just  that  I 
drank  every  day  and  drank  too  much 
until  it  became  a  regular  part  of  my 
life.  And  then  my  life  became 
irregular. 

“You  see,  even  when  a  person  gets 
to  the  point  where  alcohol  has  become 
too  important,  he  still  doesn’t  want  to 
quit  because  everyone  he  knows  drinks. 

He  wishes  he  could  maybe  at  least 
control  it,  but  finds  out  it  just  isn’t 
possible...” 

The  booklet  doesn’t  condemn 
drinking.  It  advocates  individual 
responsibility  whereby  the  individual 
must  “be  ruthlessly  honest”  about  his 
own  drinking.  This  is  how  it’s  done: 

If  he  drinks  every  day,  he*  must  ask 
himself  why,  where,  and  how  much. 
Could  he  quit  for  two  weeks  at  a  time? 
And  if  so,  what  is  his  response  to  total 
abstinence-did  he  notice  any  anxieties 
because  of  the  lack  of  alcohol? 

Myths  Exploded 

Myths  about  drinking  abound.  “The 
Alcoholic  American”  explodes  many 
of  them.  Here  are  just  a  few: 

Myth:  Women  hardly  ever  become 
alcoholics.  Fact:  Actually,  there  are 
nearly  as  many  women  as  men  who 
are  alcoholic.  They  just  aren’t  exposed 
to  as  much  public  view. 


TOO  MANY  TIMES ,  the  dried-out 
after  months  of  abstinence. 


alcoholic  drinks  himself  into  a  stupe 


PENNSYLVANIA  MEDICIN 


Myth:  If  you  can  hold  your  liquor, 
you’ll  never  become  an  alcoholic.  Fact: 
To  the  contrary.  This  is  the  person  who 
is  lulled  into  a  false  sense  of  security. 

He  doesn’t  know  what  is  happening  to 
him,  but  his  liver  does! 

Myth:  You  can’t  become  an  alco¬ 
holic  on  beer  alone.  Fact:  Many 
reformed  alcoholics  say  that  was  all 
they  ever  drank!  The  fact  is  most 
American  beers  contain  about  AVi  per 
cent  alcohol.  It  is  just  more  diluted 
than  the  straight  spirits! 

Those  who  don’t  think  all  this 
talk  about  booze  and  what  it  can  do 
to  a  person  has  any  bearing  on  them 
personally  must  consider  this  fact: 

One  in  every  fifty  cars  on  the  highway 
today  is  operated  by  a  drunk  driver. 
j“The  Alcoholic  American”  states  that 
i  “the  possibility  of  coming  into  con¬ 
tact  with  alcohol  abuse  is  consider¬ 
able.” 

Individual  copies  of  the  highly  ac¬ 
claimed  Blue  Shield  booklet,  “The 
Alcoholic  American,”  are  available 


without  charge  from  the  five  Blue 
Cross  Plans  in  the  Commonwealth. 


Pennsylvanians  are  asked  to  write  to 
the  Blue  Cross  plan  in  their  area. 


ALCOHOLISM,  defined  as  one  part  physical,  one  part  psychological,  one  part 
sociological  and  one  part  alcohol,  can  happen  to  anyone  who  drinks. 


What’s  Your  Pleasure? 


|  |  A  county  medical  society  program  with  tremendous  public  relations  value. 

OR 


A  way  to  show  your  graditude  to  the  health  volunteers  in  your  county. 
OR 

Both  of  the  above. 


You'll  have  both  with  an  active  Benjamin  Rush  Awards 
program.  Make  sure  your  county  medical  society  partici¬ 
pates  this  year.  Plan  your  program  early  with  the  help  of 
a  comprehensive  kit  available  through  the  PMS  Council 
on  Public  Service. 


REMEMBER-Nominate  your  county  Benjamin 
Rush  winners  for  the  1971  state  competition.  Entry 
deadline  is  February  1,  1971.  Send  your  nominations 
to  the  PMS  Council  on  Public  Service. 
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Council  Outlines  Program 


Peer  Review  A  Two-Way  Street 


Peer  review  activities  guided  by 
the  Pennsylvania  Medical  Society  take 
in  a  two-way  street  that  provides  the 
physician  with  traffic  lanes  for  appeals, 
the  Council  on  Medical  Service  points 
out. 

The  Council’s  description  of  peer 
review  mechanisms  was  prompted  by 
a  Board  of  Trustees  approval  of  a 
recommendation  from  the  Society’s 
new  Interspecialty  Committee  which 
reported  that  many  physicians  were 
not  aware  that  they  had  the  right  to 
appeal  peer  review  decisions  at  several 
stages. 

The  Council  points  out  that  the 
goal  of  the  program-to  provide  high 
health  care  at  reasonable  cost— is  not 
one  that  serves  just  the  interest  of  the 
public  and  third  party  carriers  but  is  a 
key  to  the  survival  of  non-government 
medical  practice. 

What,  then,  are  the  avenues  open 
to  a  physician  who  disagrees  with  a 
peer  review  decision? 

Robert  P.  Dutlinger,  M.D.,  of  Harris¬ 
burg,  Chairman  of  the  PMS  Council  on 
Medical  Service,  points  out  that  the 
primary  area  where  physicians  may 
initiate  reviews  or  appeal  decisions  is 
the  one  that  affects  them  most  directly 
—the  review  of  the  reasonableness  of 
physicians’  charges  and  of  the  utiliza¬ 
tion  of  physicians’  services.  Requests 
for  such  reviews  may  be  initiated  by  the 
physician  as  well  as  by  third  party 
carriers  and  a  physician  who  feels  that 
a  decision  is  unfair  can  appeal  his  case 
to  his  county  medical  society. 

To  place  the  avenues  open  to  the 
physician  in  perspective,  Dr.  Dutlinger 
reviewed  how  the  review  mechanism 
came  about  in  Pennsylvania:  “The 
Pennsylvania  Medical  Society’s  peer 
review  activities  were  initiated  in  West¬ 
ern  Pennsylvania  during  the  late  1 950’s 
as  a  result  of  the  efforts  of  the 
Tenth  Councilor  District  Medical  Care 
Coordinating  Committee  under  the 
chairmanship  of  Matthew  Marshall, 
Jr.,  M.D.,  of  Pittsburgh.  The  activities 
of  the  coordinating  committee  were 
the  basis  for  the  development  of  the 
Pennsylvania  Medical  Care  Program 
approved  by  the  State  Society  in  the 
early  1960’s.  Provisions  set  forth  in 
the  Medical  Care  Program  still  serve 
as  guidelines  for  expanding  the  So¬ 
ciety’s  peer  review  activities  under  the 


direction  of  the  PMS  Council  on  Med¬ 
ical  Service.” 

He  pointed  out  the  two  separate 
functions  of  the  review  program: 

First,  the  review  of  hospitalization 
cases  to  determine  the  propriety  of 
of  admissions  and  the  appropriateness 
of  the  length  of  stay  consistent  with 
quality  care. 

Second,  review  of  the  reasonableness 
of  physicians’  charges  and  evaluation 
of  any  unusual  uses— both  as  to  type 
and  number— of  physicians’  services. 

Dr.  Dutlinger  noted  that  the  pri¬ 
mary  responsibility  for  the  first  review 
function— hospitalization  admissions 


'Goal  of  the 
program  -  to 
provide  high  health 
care  at  reasonable 
cost  -  is  key  to 
survival  of 
non- government 
medical  practice. ’ 


and  length  of  stay— is  carried  out  by 
the  medical  staff’s  utilization  commit¬ 
tee  of  the  individual  hospital.  This 
activity  is  supplemented  by  the  PMS- 
Blue  Cross  Medical  Advisory  Commit¬ 
tee.  There  are  slight  variations  in  pro¬ 
cedure  from  one  Blue  Cross  Plan  to 
another  but,  fundamentally,  the  hos¬ 
pitalization  review  process  begins  with 
the  selection  of  any  questionable  ad¬ 
missions  and  lengths  of  stay  by  Blue 
Cross  in  an  internal  review.  Such 
cases  may  involve  Blue  Cross  sub¬ 
scribers  or  government  program  bene¬ 
ficiaries  and  the  cases,  about  which 
there  are  questions,  are  referred  to  the 
hospital  utilization  committee,  the  PMS 
Councilor  District  Review  Committee, 
or  county  society  review  committees, 
depending  on  the  procedure  in  the 
individual  Blue  Cross  area.  For  example, 


in  three  Blue  Cross  Plans,  the  recom¬ 
mendation  for  hospital  utilization  com¬ 
mittee  are  submitted  to  a  medical 
advisory  committee  panel  made  up 
of  representatives  from  several  hos-  i 
pital  staffs.  The  medical  advisory  com¬ 
mittee  panel  is  rotated  for  each  meeting 
so  that  all  hospitals  with  cases  to  be 
reviewed  become  involved  in  the  pro¬ 
cess.  In  this  hospitalization  review 
area,  the  patient  and  the  carrier  are 
the  ones  with  the  direct  stake  in  the 
decisions  and  the  appeal  right  there¬ 
fore  rests  with  the  patient  who  may 
use  normal  civil  mechanisms. 

Dr.  Dutlinger  said  that  the  second 
review  function— that  involving  evalua¬ 
tion  of  physicians’  charges  and  use  of 
services— is  separate  from  the  review  of 
hospitalization  cases.  The  physician 
review  primarily  is  carried  out  by 
twelve  State  Society  councilor  dis¬ 
trict  review  committees,  although  four 
county  societies  have  their  own  review 
committees,  and  by  twenty-one  PMS 
specialty  advisory  committees.  The 
four  counties  with  their  own  review 
committees  are  Cambria,  Lackawanna, 
Northampton,  and  Philadelphia.  The 
councilor  district  review  committee 
members  are  appointed  by  county 
medical  societies  and  the  specialty 
advisory  committee  members,  by  or¬ 
ganized  specialty  groups. 

Physicians  may  initiate  requests  for 
review,  Dr.  Dutlinger  pointed  out, 
although  he  said  most  requests  are 
generated  by  Blue  Shield  on  behalf  of 
their  subscribers  and  those  covered  by 
government  programs,  by  commercial 
insurance  companies,  and  other  third 
parties.  The  first  review  of  the  case- 
and  often  the  only  one— takes  place 
before  a  councilor  district  review  com¬ 
mittee  or,  in  the  four  counties  men¬ 
tioned,  the  county  society  review  com¬ 
mittee.  These  two  types  of  committees 
have  the  option  to  render  an  opinior 
or  refer  the  case  to  a  specialty  advisoiy 
committee.  Dr.  Dutlinger  said  mosl 
cases  reviewed  by  the  specialty  ad 
visory  committees  involve  question 
about  the  degree  or  type  of  physicians 
services  rendered. 

Both  the  physician  and  the  thirc 
party  involved  in  a  particular  case  maj 
appeal  an  opinion  by  any  of  the  thre< 
types  of  committees  to  the  appro 
priate  county  medical  society. 
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Cardiac  Arrhythmias 


Management  Of  Tachyrhythmias 

The  tachyrythmias  may  be  divided  into  the  atrial  and 
ventricular  varieties.  In  the  setting  of  an  acute  myocardial 
infarction  rate  greater  than  150  beats  per  minute  may  imply 
decreased  coronary  flow  in  inadequate  cardiac  output  due 
to  inadequate  ventricular  filling  time.  Hence,  these  mechan¬ 
isms  and  especially  those  associated  with  the  loss  of  atrial 
contribution  should  be  terminated  as  promptly  as  possible. 
Classically,  atrial  tachycardia,  flutter  and  fibrillation  are 
initially  treated  with  the  intravenous  digitalis.  This  agent 
may  be  administered  intravenously— Cedilanid®  (Sandoz), 
0.4  mg.,  followed  by  another  0.4  mg.  within  30  to  60 
minutes.  If  the  rhythm  persists  or  signs  of  acute  coronary 
insufficiency  are  present  cardioversion  is  indicated.  The 
patient  may  be  sedated  with  Valium®  (Roche),  5-10  mg. 
intravenously  before  delivery  a  precordial  shock  of  100-200 
watt  seconds  to  terminate  the  mechanism.  It  should  be 
clearly  stated  however,  that  the  tendency  for  recurrence  of 
the  dysrhythmia  demands  that  the  ultimate  solution  must 
be  solved  on  a  pharmacologic  basis.  Oral  quinidine  200  to 
300  mgs.  or  100  mgs.  intravenously  every  four  hours  or  the 
combined  use  of  propranalol  5-10  mgs.  orally  every  4  to  6 
hours  may  be  necessary  to  prevent  the  reemergence  of  the 
atrial  arrhythmias. 

Ventricular  arrhythmias  offer  a  more  challenging  situ¬ 
ation.  Ordinarily,  ventricular  premature  beats  are  reduced 
or  wiped  out  by  the  intravenous  use  of  lidocaine.  Fifty  to 
100  mgs.  can  be  given  intravenously  followed  by  a 
lidocaine  drip  of  1-4  mgs.  per  minute.  If  ventricular 
premature  systoles  are  still  present,  300  mgs.  of  lidocaine 
is  given  in  a  bolus  and  4-6  mgs.  of  lidocaine  in  an  intravenous 
drip.  Failure  to  control  the  arrhythmia  with  lidocaine  under 
these  circumstances  leads  one  to  add  certain  other  pharma¬ 
cologic  agents  such  as  a  small  dose  of  propanalol,  not  to 
exceed  1-2  mgs.  every  two  hours  in  an  intravenous  drip. 
The  addition  of  a  third  agent  such  as  procainamide  using 
1-2  mgs.  per  minute  in  an  intravenous  drip  may  sometimes 
be  required.  One  may  approach  the  problem  with  intra¬ 
venous  procainamide  using  a  bolus  of  100-200  mgs.  given 
extremely  slowly  intravenously  followed  by  a  procainamide 
drip  of  1-4  mgs.  per  minute. 

Failure  to  control  ventricular  arrhythmias  under  these 
circumstances  should  lead  one  to  suspect  that  the  precise 
mechanism  of  the  arrhythmia  may  be  something  other  than 
i  ordinary  and  an  anti-fibillatory  agent  such  as  bretylium 
should  be  utilized.  300-600  mgs.  given  intramuscularly 
every  six  hours  is  sometimes  required  to  prevent  the 
recurrence  of  ventricular  arrhythmias.  It  is  important  to 
discontinue  the  use  of  other  antiarrhythmic  agents  when 
[switching  from  group  A  to  group  B  drug. 

Ventricular  tachycardia  should  be  approached  immedi¬ 
ately  with  an  intravenous  bolus  of  lidocaine.  If  this  fails  to 
terminate  and  control  the  mechanism,  precordial  shock 
'should  be  utilized.  Pre-shock  sedation  with  the  use  of  5-10 
mgs.  of  Valium  is  required.  Following  precordial  shock  the 


recurrence  of  the  rhythm  must  be  controlled  on  a  pharma¬ 
cologic  basis  using  intravenous  lidocaine  or  procainamide. 

The  appearance  of  junctional  tachycardia  in  the  presence 
of  acute  myocardial  infarction  is  often  a  challenging 
problem.  These  mechanisms  usually  resolve  very  rapidly 
and  do  not  require  a  pharmacologic  program.  However, 
persistence  of  junctional  tachycardia  beyond  several  hours 
associated  with  inadequate  cardiac  output  requires  an 
approach  much  like  ventricular  tachycardia.  Lidocaine 
and  other  group  agents  are  administered  as  noted  above. 


Management  Of  Bradyrhythmias 

Ordinarily,  slow  heart  rates  within  the  range  of  50  to  60 
beats  per  minute  usually  require  no  therapy  whatsoever.  In 
the  setting  of  an  acute  myocardial  infarction,  these  arrhyth¬ 
mias  may  predispose  to  ventricular  ectopic  beating.  Rhythms 
below  50  beats  per  minute  may  also  reduce  the  minute 
volume  and  produce  inadequate  cerebral  blood  flow  as  well 
as  inadequate  perfusion  to  the  peripheral  tissues.  Hence, 
requirements  for  therapy  or  bradyrhythmias  is  both  to 
enhance  cardiac  output  and  prevent  the  occurrence  of  more 
serious  disturbances  of  cardiac  rhythm  including  ventricular 
tachycardia  and  fibrillation. 

When  a  sinus  bradycardia  develops  in  the  setting  of 
acute  myocardial  infarction,  merely  raising  the  foot  of  the 
bed  may  enhance  venous  return  and  accelerate  the  sinus 
rate.  However,  more  often  atropine  0.5  mg.  to  1  mg. 
may  be  required  to  enhance  the  rhythmicity  of  the  sinus 
pacemaker.  This  can  be  administered  every  one  to  two  hours 
if  necessary.  It  is  important  to  keep  the  patient  atropinized 
if  there  is  a  propensity  to  slowing  of  the  sinus  rate  below 
50  beats  per  minute.  Occasionally,  the  infusion  of  isopro¬ 
terenol  1  to  3  micrograms  per  minute  may  be  necessary 
when  atropine  fails  to  enhance  the  sinus  rate.  In  spite  of 
these  pharmacologic  drugs  slowing  of  the  sinus  rate  below 
50  beats  per  minute  when  the  emergence  of  ventricular 
premature  systoles  of  tachycardia  may  necessitate  implan¬ 
tation  of  a  temporary  transvenous  pacemaker. 

Although  it  would  be  most  ideal  to  pace  the  heart  from 
the  right  atrium,  it  is  frequently  impossible  to  contain  the 
catheter  in  a  satisfactory  position  for  long  periods  of  time 
and  ventricular  pacing  must  then  be  utilized.  It  has  been 
shown  that  rates  above  70  beats  per  minute  will  enhance 
cardiac  output  as  opposed  to  pacing  rates  below  this  level. 

One  does  not  necessarily  resort  to  enhancement  of  the 
sinus  activity  or  electrical  pacing  in  the  absence  of  clinical 
signs  of  inadequate  cardiac  output  or  premature  systoles.  A 
slow  rate  is  sometimes  beneficial  within  certain  limits  and 
should  not  be  construed  with  a  sinister  prognosis. 

Leonard  S.  Dreifus,  M.D. 

Hahnemann  Medical  College  and  Hospital 

Philadelphia 


JANUARY,  1971 
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Let  George  Say  It. 


Danger,  Thin  Ice 

GEORGE  A.  ROWLAND,  M.D. 
Millville 


When  there  is  a  wash-out  on  a  public  highway,  the 
official  caretakers  must  offer  some  type  of  protection  to 
travelers.  Among  other  alternatives  there  are  two  principal 
approaches  open  to  them.  First,  if  the  situation  requires 
only  caution  they  may  simply  put  up  a  sign  that  says, 
“DANGER,  PROCEED  WITH  CARE.”  A  more  strenuous 
approach  may  be  necessary  if  the  road  is  really  impassable. 
In  that  case,  barriers  may  be  set  up  with  signs  that  say, 
“DANGER,  ROAD  IMPASSABLE,  TURN  BACK.” 

A  third  approach  is  possible  but  as  far  as  I  know  is 
never  used  on  the  highways  in  our  country.  This  would 
include  the  sign  that  says,  “DANGER,  FURTHER  TRAVEL 
IS  FORBIDDEN”  and  the  stationing  of  sharpshooters  at 
strategic  points  directed  to  shoot  down  any  who  are  fool¬ 
hardy  enough  to  enter  the  proscribed  area.  Although  this 
last  technique  is  seldom  used  by  the  highway  department, 
alert  readers  will  recognize  that  it  is  applied  in  our  narcotic 
laws.  Since  the  use  of  drugs  is  considered  so  harmful  to  the 
human  body,  the  convicted  user  of  marijuana  is  subjected 
to  a  mandatory  jail  sentence  of  up  to  five  years.  Even  if  the 
drugs  are  not  harmful,  they  are  saying,  this  makes  them  so. 
This  would  seem  to  be  an  excellent  way  for  keeping  young 
people  away  from  the  danger  of  drugs,  except  for  the  fact 
that  I  recently  heard  a  penologist  state  that  it  is  absolutely 
impossible  to  keep  drugs  out  of  prisons. 

This  problem  is  not  the  purpose  of  this  article,  however. 
I  am  concerned  with  the  chain  across  the  road  today.  When 
the  bridge  has  been  swept  away  by  the  raging  torrent  and 
there  is  no  possible  way  for  a  car  to  cross  the  river  at  that 
point,  then  an  absolute  barrier  is  indicated.  Further  travel  on 
the  road  cannot  lead  to  a  safe  destination.  Drivers  must  be 
made  fully  aware  of  this  fact  even  if  they  are  careless  and 
miss  a  road  sign.  Likewise,  if  the  tablets  contain  lethal  doses 
of  cyanide,  with  death  an  immediate  danger,  it  is  not  fair 
for  us  to  let  people  debate  the  advisability  of  taking  them. 
On  the  other  hand,  if  the  road  is  likely  to  become  slippery 
when  wet,  or  if  the  paving  is  merely  a  little  bit  irregular, 
travelers  should  be  warned  of  the  fact  and  told  to  proceed 
at  their  own  risk. 

If  a  medicine  has  both  advantages  and  dangers,  it  should 
not  be  removed  from  the  hands  of  those  who  have  been 
trained  to  use  it.  It  is  extremely  important  that  we  keep  in 
mind  the  advantages  and  the  disadvantages  of  each  thera¬ 
peutic  procedure,  and  do  not  discard  some  of  our  most 
valuable  weapons  because  they  may  occasionally  explode 
in  our  hands. 

This  is  particularly  true  in  cases  like  the  recent  ban  of 
cyclamates  as  the  result  of  a  rather  thoughtless  item  of 
legislation.  Cyclamates  were  a  valuable  adjunct  in  the  treat¬ 
ment  of  obesity  which  may  be  the  cause  of  much  shortening 
of  life.  It  was  decided  to  take  this  widely  used  substance 
totally  off  the  market  because  very  large  doses  of  it  has  pro¬ 
duced  bladder  tumors  in  rats.  More  recently,  certain  con¬ 
traceptives  were  removed  from  druggists’  shelves  because 
they  produced  mammary  fibromas  in  beagles. 

It  is  my  understanding  that  thalidomide,  the  drug  that 
started  all  of  our  ultra-sensitivity  to  side  effects  was  never 
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found  to  produce  fetal  damage  in  any  other  species  save 
man.  Should  the  same  situation  arise  again,  all  the  animal 
tests  we  might  do  would  not  warn  us  in  any  way. 

The  extreme  danger  facing  all  scientific  endeavor  is  that 
our  meticulous  experimentation  with  medications  will 
undoubtedly  discover  some  species  that  is  harmed  by  j 
each  chemical.  We  will  then  put  up  our  barriers  to  the  | 
use  of  aspirin,  and  penicillin,  and  each  of  the  other  valuable 
modalities  that  have  been  developed.  Finally  we  will  have 
walled  ourselves  off  completely  from  all  of  the  values  of 
science.  It  has  been  suggested  that  the  nuclear  bomb  might 
return  civilization  to  the  level  of  the  cave  man.  It  looks  as 
though  our  scientific  danger  signs  may  accomplish  the  same 
thing  slowly  and  quietly. 

Wanted: 

Communication,  Not  Rhetoric 

Revolt,  youth  movements,  the  generation  gap  and  the 
new  society  are  all  a  part  of  the  all  too  real  problems  con¬ 
fronting  today’s  society. 

According  to  a  leading  authority,  Daniel  Yankelovich, 
the  results  of  two  comprehensive  studies  of  college  students 
revealed  that  only  3  per  cent  of  the  student  population  are 
radical  revolutionaries,  the  troublemakers.  Forty-one  per 
cent  of  the  student  population  however,  concur  with  the 
radical’s  diagnosis  of  what  is  wrong  with  American  society, 
though  they  do  not  endorse  revolutionary  tactics. 

When  one  compares  3  per  cent  to  the  25  per  cent  of  the 
population  of  the  Thirteen  Colonies  actively  supporting 
the  American  Revolution,  today’s  conflict  seems  mild. 
Mr.  Yankelovich  points  out,  however,  that  a  greater  con¬ 
flict  is  brewing  between  youth  and  business,  rather  than 
youth  and  the  universities. 

Today,  youth  is  alienated  from  society,  or  against 
“the  system,”  because  of  its  continued  minority  group 
discrimination,  its  use  of  military  and  economic  power  in 
the  exploitation  of  the  people,  the  existence  of  institutions 
indifferent  to  the  social  needs  of  the  people  and  because  of 
the  continued  national  prosperity  while  a  large  section  of 
society  continues  to  be  in  a  desparate  situation. 

Very  little  can  be  done  to  change  the  minds  of  the 
hardcore  radicals,  but  communication  with  the  41  per  cent 
of  the  student  population  sharing  the  radical’s  beliefs  and 
the  56  per  cent  desiring  non-destructive  reforms  may  have 
an  ameliorative  affect. 

The  communication  must  be  two-directional,  that  is  to 
and  from  the  youth  and  the  establishment.  Open  speech, 
open  minds,  facts  and  opinions  must  be  exchanged.  Intern¬ 
ships  providing  youth  the  opportunity  to  take  an  active  ^ 
part  in  business  and  government  exchange  would  seen 
beneficial. 

Youth  is  skeptical  and  action-oriented— one  can  n< 
longer  rely  on  rhetoric  to  alleviate  or  explain  away  problems 
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PROTEIN  CONTENT/  7  oz.  Serving 


Green  Pea  with  Ham  (Frozen)  7.6 
Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10.2 

Vegetable  Beef  5.0 

Vegetable  with  Beef  (Frozen)  5.4 


Bean  with  Bacon 
Beef 

Chicken  Broth 


Chicken  'N  Dumplings  5.8 
Chili  Beef  6.2 

Green  Pea  6.9 


When  protein  is  the  focal  point  in  your  patients 
special  diets,  Campbell’s  Soups  can  be  a  convenient 
supplementary  source  of  that  essential  nutrient. 


— Ajfcr 
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*  From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


There’s  a  soup 


for  almost  every  patient  and  diet 
.for  every  meal  ^ 
and,  it’s  made  by  VCWlpvZil 


Searle’s  unique  progestin  with  an  unmatched  record  of 

acceptance  in  oral  contraception,  and  50  meg  of  ethinyl  estradiol. 

The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


Action s — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out¬ 
put  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) . 

Special  note :  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod¬ 
uct.  The  effectiveness  of  the  sequential  products  appears  to  be  some¬ 
what  lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car¬ 
bohydrates,  have  not  been  quantitated  with  precision.  Long-term  ad¬ 
ministration  of  both  natural  and  synthetic  estro¬ 
gens  in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car¬ 
cinogenicity  due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra¬ 
ceptives  must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con¬ 
traception. 

Contraindications — Patients  with  thrombophle¬ 
bitis,  thromboembolic  disorders,  cerebral  apo¬ 
plexy  or  a  past  history  of  these  conditions,  mark¬ 
edly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis¬ 
orders  (thrombophlebitis,  cerebrovascular  dis¬ 
orders,  pulmonary  embolism  and  retinal  throm¬ 
bosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor¬ 
tality  in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a  statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britainl  3  leading  to  this  conclusion,  and  one4  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and 
associates4  in  the  United  States  found  a  relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis¬ 
tration,  and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a  difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in¬ 
creased  risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par¬ 
tial  or  complete  loss  of  vision,  or  if  there  is  a  sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas¬ 
cular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra¬ 
ceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A  small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a  Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a  patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ¬ 
ence  of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag¬ 
nostic  measures  are  indicated.  Patients  with  a  history  of  psychic  de¬ 
pression  should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a  serious  degree.  Any  possible  influence  of  pro¬ 
longed  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A  decrease  in  glucose  tolerance 
has  been  observed  in  a  significant  percentage  of  patients  on  oral  contra¬ 
ceptives.  The  mechanism  of  this  decrease  is  ob¬ 
scure.  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv¬ 
ing  oral  contraceptives — A  statistically  significant 
association  has  been  demonstrated  between  use 
~  *£,  of  oral  contraceptives  and  the  following  serious 
adverse  reactions :  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a  relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break¬ 
through  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease) ,  changes  in  cervical  erosion  and  cervical  secretions,  suppres¬ 
sion  of  lactation  when  given  immediately  post  partum,  cholestatic  jaun¬ 
dice,  migraine,  rasb  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head¬ 
ache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives :  hepatic  function :  increased  sulfobromophthalein  re¬ 
tention  and  other  tests;  coagulation  tests :  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PB1  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con¬ 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. :  In¬ 
vestigation  of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R. : 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A  Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E.  :  Thromboembolism  and  Oral  Con¬ 
traceptives  :  An  Epidemiologic  Case-Control  Study;  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 


Where  “The  Pill”  Began 

G.  D.  Searle  &  Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 


Mylanta 

24  million  hours 

a  day. 

Th  rough  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  =  patient  acceptance 
Relieves  G.l.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Stuart 


PHARMACEUTICALS  Pasadena,  Calif.  91109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 

Trypsin.  100.000  N.f.  Units,  Chymotrypsin:  8.000  N.F.  Units; 
equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speed  * 


One  tob/et  cf.  I.d. 


4 
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Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Mf  8,000  N.F.  Units;  equivalent 


Bitabs 

in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□  Accidental  Trauma  □  Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a  known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo¬ 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani¬ 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

NATIONAL  drug  company 

I  (44 II  DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

TRADEMARK.  BITABS  U  S.  PATENT  NO.  3.004,893  9/70  0-009 A  161 


rcrindications:  Known  sensitivity  to  sulfonamides, 
tutions/ Adverse  Reactions:  The  usual  precautions  for  topical 
;ystemic  sulfonamides  should  be  observed  because  of  the  pos- 
fy  of  absorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  —  Four-ounce  tube  with  or  without  applicator. 
Suppositories  —  Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-007A  7/70  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . .  monilia . . .  bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul¬ 
fanilamide  1.05  Gm.,  allantoin  0.14  Gm.) 


The  causes  of  vaginitis 
are  multiple 


AVC 

The  treatment  is  singular 


Before  prescribing,  please  consult  complete  product  infor¬ 
mation,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:. Patients  with  known  hypersensitivity 
to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects  with 
alcohol  and  other  CNS  depressants.  Caution  against  hazard¬ 
ous  occupations  requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a  motor  vehicle  shortly 
after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical  and  psycho¬ 
logical  dependence  rarely  reported.  If  withdrawal  symptoms 
do  occur  they  may  resemble  those  associated  with  with¬ 
drawal  of  barbiturates  and  should  be  treated  in  the  same 
fashion.  Use  caution  in  administering  to  individuals  known 
to  be  addiction-prone  or  those  whose  history  suggests  they 
may  increase  the  dosage  on  their  own  initiative.  Repeat 
prescriptions  should  be  under  adequate  medical  supervision. 
Usage  in  Pregnancy:  Weigh  potential  benefits  in  pregnancy, 


during  lactation,  or  in  women  of  childbearing  age  against 
possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  analgesic 
should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do 
not  significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esoph¬ 
agitis,  nausea  and  vomiting),  headache,  paradoxical  exci¬ 
tation  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however, 
the  evidence  does 

not  establish  that  XonrucX  ROCnfi 

these  reactions  <  ROCHE  >  IwOlIC 

are  related  to  the  \  /  LABORATORIES 

drug.  Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


one  capsule  for  the  rest  of  the  night 


...with  episodes  of  vertigo, 
headache,  confusion,  sensory  loss, 
slurred  speech,  consider 


Vasodilan 

SOXSUPRINE  HC 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
increasing  cerebral  blood  flow 


New  20  mg.  strength  now  available:  Vasodilan  20  mg.  tablets  for  greater  dosage 
simplicity  and  convenience.  Recommended  initial  dose:  one  20  mg.  tablet  q.i.d. 


Mtj  ugh  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,1  several  investigators2-5  have  reported  favorably  on  the  effects  of 
souprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement2'5  and  observation  of  clinical  improvement.2-4 

notions:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
Rajaud’s  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
babosition:  VASODILAN  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage:  Oral  — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications 
tnOautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
tlcliing.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
icpr  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 

ecnmended.  Complete  details  available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas,  AJInnH  M^TTrTJTfTl 
.  Alman,  R.  W.;  Ticktin,  H.  E.;  Ehrmantraut,  W.  R.,  and  Savarese,  C.  J.:  Angiology  75:No.  2  (Feb.)  1964.  (2)  Horton,  IVIudU  LM  1 1 1  QjLLI  1 1 
5.  ,  and  Johnson,  P.  C.,  Jr.:  Angiology  1 5:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  — « ' 

Jim)  1960.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 

pr-87  (Feb.)  1964.  ©  1970  MEAD  JOHNSON  a  COMPANY  •  EVANSVILLE,  INDIANA  47721  75970 


LABORATORIES 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available  - 

to  the  profession  on  request. 

Eli  Lilly  and  Company  <=Zi£ty 
Indianapolis,  Indiana  46206  _ ,002o4 


Teaching  Psychiatry 
Through  Television 

FELIX  F.  LOEB,  M.D. 
and 

DONALD  J.  COLEMAN,  M.D. 

Pittsburgh 


ANY  TEACHING  CENTERS  are 
now  using  closed  circuit  television 
ai  videotape  in  their  medical  student 
ai  resident  teaching  programs. 1'6'7'8'9 
Sij;e  the  fall  of  1967  we  have  been 


using  these  techniques  as  an  adjunct 
to  our  teaching  of  medical  students 
and  residents  at  the  University  of 
Pittsburgh  School  of  Medicine  and 
Western  Pennsylvania  Psychiatric  Insti¬ 


tute  and  Clinic.  We  wish  to  discuss 
what  we  have  learned  from  this  ex¬ 
perience.  We  will  first  consider  some 
of  the  disadvantages  and  then  some  of 
the  advantages  of  using  these  aids  to 
teach  junior  medical  students.  Then  we 
will  discuss  the  use  of  this  apparatus 
for  teaching  residents. 

The  junior  clerks  in  psychiatry 
rotate  through  the  clinical  service  with 
approximately  nine  to  fourteen  in  a 
group  for  a  six-week  period.  We  teach 
them  basic  interviewing  technique  uti¬ 
lizing  closed  circuit  TV  and  videotape 
during  two  one  and  one-half  hour 
sessions  per  week.  In  the  first  session 
each  week  either  the  student  or  one 
of  us  interviews  the  patient  in  a 
studio-office  while  the  others  observe 
in  another  room.  The  patient  is  fully 
aware  of  the  educational,  research, and 
supervisory  nature  of  the  interview  and 
has  signed  the  release  form.  After  the 
interview  which  is  about  thirty  to 
forty  minutes  in  length,  the  inter¬ 
viewer  joins  the  rest  of  the  group.  Some 
questions  are  answered  and  the  inter¬ 
viewer  usually  gives  his  general  impres¬ 
sions  about  the  interview  and  the 
patient.  During  the  second  session  each 
week  the  taped  interview  is  reexamined 
and  relevant  sections  are  viewed  re¬ 
peatedly. 

Some  of  the  disadvantages  of  this 
approach  are  as  follows:  The  inter¬ 
vention  of  the  TV  device  between  the 
students  and  the  patient  reduces  the 
students’  immediate  contact  with  the 
patient  and  may  give  them  a  less 
personal  feeling  toward  the  patient. 
Thus,  the  students  may  tend  to  watch 
the  TV  passively  and  with  less  involve¬ 
ment  than  they  would  a  patient  at  a 
live  interview.  For  example,  at  first  the 
student  will  rarely  ask  for  the  taped 
material  to  be  stopped.  This  lack  of 
involvement  is  augmented  by  certain 
technical  deficiencies,  such  as,  occa¬ 
sional  snow,  blurring,  lines,  or  an 
unsteady  picture  which  may  obscure 
the  viewing.  At  other  times  the  voices 
of  the  interviewing  participants  are 
muffled  and  unintelligible.  At  best  it  is 
usually  not  possible  to  see  such  nuances 
of  facial  expression  as  smiles,  raised 
eyebrows,  or  eye  blinks.  For  example, 
a  patient  we  recently  interviewed  on 
television  was  smiling  while  tears  rolled 
down  her  cheeks.  Neither  the  smile  nor 
the  tears  could  be  seen  on  the  TV 
screen  by  the  students. 

At  times  the  use  of  closed  circuit 
TV  and  videotape  creates  such  anxiety 
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within  one  or  both  participants  that  it 
is  difficult  to  separate  the  patient’s 
problem  from  his  and/or  the  inter¬ 
viewer’s  discomfort  about  being  ob¬ 
served  and  recorded. 

We  feel  the  advantages  of  TV  out¬ 
weigh  the  disadvantages.  Our  group  of 
nine  to  fourteen  students  is  too  large 
for  everyone  to  sit  close  around  a 
patient  and  see  and  hear  optimally. 
Even  with  its  mechanical  disadvantages, 
the  television  screen  can  be  placed  in  a 
position  where  fourteen  students  can 
both  see  and  hear  reasonably  well. 

Having  the  students  in  a  room 
separate  from  the  patient  being  inter¬ 
viewed  can  also  be  an  advantage.  The 
students  can  ask  questions  and  discuss 
the  interview  while  it  is  in  progress. 
Also,  during  the  interview,  a  teacher 
can  alert  students  to  pay  attention  to 
significant  interview  behavior  that  they 
might  otherwise  fail  to  notice. 

We  feel  that  the  chief  advantage  of 
the  videotape  is  that  it  allows  the  stu¬ 
dents  and  teachers  to  repeatedly  view 
the  tape  and  to  slow  the  tape  down  for 
slow  motion  viewing.  Many  aspects  of 
an  interview  that  we  perceive  and 
find  relevant  on  the  first  or  second 
viewing  are  not  noticed  by  many  of  the 
students.  Such  aspects  can  be  demon¬ 
strated  to  those  students  who  had  not 
observed  them  by  going  over  the  tape 
again.  For  example,  one  of  us  inter¬ 
viewed  a  paranoid  schizophrenic  pa¬ 
tient  on  TV  for  the  students.  From  the 
overall  interview  it  became  apparent  to 
us  and  to  some  of  the  students  that  this 
patient  confused  himself,  as  an  indi¬ 
vidual,  with  his  brother.  Certain  stu¬ 
dents  were  able  to  point  out  to  the  rest 
of  the  group  several  of  the  patient’s 
verbal  statements  which  supported  this 
idea.  One  of  us  noticed  that  whenever 
the  patient  referred  to  his  brother  with 
the  personal  pronoun  he,  the  patient 
would  say  hei  instead  of  he.  The  pa¬ 
tient  used  a  sound  somewhere  between 
that  of  an  E  and  an  I.  It  was  necessary 
to  replay  the  tape  many  times  before 
all  the  students  could  hear  this.  This 
was  concrete  data  that  lent  probability 
to  the  concepts  of  identity  and  dis¬ 
turbed  ego  boundaries. 

One  technique  we  have  used  is  to 
move  from  an  intuitive  level  to  a 
cognitive  level  of  processing  data.  We 
frequently  observe  a  particular  piece 
of  gestural  behavior  exhibited  by  the 
patient.  We  stop  the  videotape  and 
ask  the  students  what  they  think  is 
“going  on  in  the  patient’s  mind.”  Some 
students  will  quite  literally  repeat  the 
words  spoken  by  the  patient.  Other 
students  will  make  an  intuitive  guess. 


For  example,  a  young  lady  who  was 
explaining  the  events  leading  up  to  her 
hospitalization  said  that  she  fired  a 
blank  gun  knowing  that  the  neighbors 
would  wonder  what  was  happening 


f . . .  the  chief  advantage 
of  the  videotapes 
is  that  it  allows 
the  students  and  teachers 
to  repeatedly 
view  the  tape. 

We  have  found 
that  watching 
the  same  tape 
many  times  is 
similar  to  seeing 
a  patient  in  therapy 
over  a  series 
of  interviews.  ’ 


between  her  and  her  father.  Embedded 
within  “the  neighbors  would  wonder” 
was  a  movement  of  her  left  leg.  This 
movement  both  was  a  pulling  away 
from  the  interviewer  and  a  display  of 
exposed  thigh  and  buttock.  Some  stu¬ 
dents  “guessed”  that  the  patient  was 
troubled  “in  her  mind”  about  sexual 
fantasies.  They  were  asked  to  find 
evidence  in  the  tape  to  support  their 
hypothesis.  None  could  until  the  leg 
movement  was  pointed  out  to  them. 


The  students  then  noticed,  on  their 
own,  that  the  patient  made  the  same 
movement  when  she  talked  about  her 
boy  friend,  about  the  grabbiness  of 
men,  and  about  her  father. 

We  have  found  that  watching  the 
same  tape  many  times  has  an  effect 
similar  to  seeing  a  patient  in  therapy 
over  a  series  of  interviews.  A  psycho¬ 
therapist  working  with  a  patient  might  ; 
require  twenty  or  perhaps  even  fifty 
hours  with  a  patient  to  observe  some  of 
the  correlations  between  various  of  the 
behaviors  of  the  patient  (such  as  hei] 
that  we  and  the  students  were  able  to 
observe  by  watching  parts  of  a  single 
interview  repeatedly.  Thus  the  TV 
apparatus  permits  us  to  demonstrate 
to  students,  in  a  minimum  of  timej  i 
behavioral  evidence  of  psychic  deter¬ 
minism. 

The  use  of  closed  circuit  TV  anc 
videotape  thus  makes  it  easier  to  teacl 
a  scientific  approach  to  clinical  inter 
viewing.  Previously  we  would  interview 
a  patient  in  front  of  a  group  of  student: 
and  then  subsequently  discuss  the  inter 
view  with  them.  If  during  the  discussior 
ve  wanted  to  support  a  certain  clinica 
interpretation  with  events  from  th< 
interview,  we  had  to  rely  on  the  stu 
dent’s  ability  to  both  register  and  sub 
sequently  recall  these  significant  events 
Students,  of  course,  differed  both  ii 
their  ability  to  recognize  and  in  thei 
ability  to  remember  relevant  behaviora 
events.  Whether  the  students  failed  t( 
register  relevant  events  because  of  lacl 
of  knowledge  as  to  what  was  significan 
or  because  of  their  blind  spots  due  t< 
intrapsychic  conflicts,  these  student 
had  no  basis  for  believing  that  we  a 
teachers  were  basing  our  conclusion 
about  the  interview  on  observed  be 
havior.  This  led  some  students  to  b 
either  generally  skeptical  of  psychiatri  . 
interpretations  or  else  to  gullibly  accep 
them  on  faith  in  authority.  With  th 
videotape  we  do  not  need  to  depen 
upon  the  students’  sensitivities,  or  thei 
memories.  Videotape  permits  us  to  g> 
back  over  interviews  and  demonstrat 
to  the  satisfaction  of  all  the  student 
the  actual  behavior  upon  which  w 
base  our  clinical  generalizations. 

We  found  that  most  junior  media 
students  require  a  great  deal  of  guic 
ance  during  the  first  part  of  their  si 
week  course.  We  direct  their  attentio 
to  items  relevant  to  the  mental  statin 
Such  things  as  blocking,  slips  of  th 
tongue,  and  defense  mechanisms  ai 
pointed  out.  We  have  had  to  sho’ 
them  how  to  look  and  what  sorts  c 
things  to  look  for.  Their  initial  coi 
fusion  is  reminiscent  of  the  confusio 
one  experiences  when  first  looking  : 
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11s  through  a  microscope.  For  ex- 
nple,  we  let  the  students  watch  the 
llowing  behavior  several  times:  a 
male  patient  pointed  to  her  supra- 
ibic  region  and  said,  “I  do  not 
tow  what  the  feeling  is,  but  it  is  a 
ortal  sin.”  The  students  figured  out 
lat  the  feeling  was  and  finally  a  stu¬ 
nt  was  able  to  wonder  how  the 
tient  could  not  know  and  yet  know, 
le  group  experienced  some  new  in- 
;ht  into  the  meaning  of  “the  uncon- 
ious”  and  its  manifestations. 

We  have  found  that  by  the  middle 
the  six-week  clerkship  the  students 
gin  to  enthusiastically  observe  for 
emselves.  They  draw  inferences  from 
lat  they  see  and  then  test  these 
Terences  by  further  observations  of 
e  videotape.  As  the  students  learn, 
eir  inferences  become  more  often 
rtinent. 


Some  students  who  make  reasonable 
[ferences  about  the  patient  can  list  a 
rying  number  of  actual  behavioral 
ents  in  the  interview  which  led  them 
;  these  inferences.  Other  students  can 
ake  equally  reasonable  inferences  but 
e  unable  to  remember  behavioral 
ents  from  the  interview  to  support 
eir  inferences.  A  third  type  of  stu¬ 
nt  tends  to  make  wild  inferences 
lich  have  no  basis  in  the  observed 
terview  material;  their  inferences  are 
sed  on  things  they  have  read  or 
herwise  learned. 

Repeated  viewing  of  the  taped  inter- 
;w  permits  each  of  these  three  types 
I  students  to  learn.  The  first  type  of 
jadent,  who  could  support  his  clinical 
terpretations  with  memories  of  be- 
vior,  becomes  delighted  when  he 
n  find  further  data  on  the  videotape 
;  support  his  hypothesis.  The  student 
10  arrived  at  a  reasonable  inference 
it  could  not  support  it  with  memories 

behavioral  events  is  pleased  to  find 
ch  events  and  points  them  out  to  the 
oupwhenhe  sees  the  tape  again.  This 
lps  him  learn  to  seek  and  find  evi¬ 
nce  for  his  suppositions.  The  student 


who  made  wild  inferences  is  disappoint¬ 
ed.  He  cannot  find  behavior  on  the  tape 
to  support  his  conjectures,  and  so  he 
learns  to  base  his  inferences  on  be¬ 
havioral  data. 

We  have  encouraged  the  students 
to  make  clinical  hypotheses  but  have 
insisted  that  they  support  these  hy¬ 
potheses  with  actual  behavioral  data. 
We  emphasize  that,  once  an  inference 
about  a  patient  or  about  the  interview 
situation  has  been  shown  to  be  sup¬ 
ported  by  certain  behavioral  data,  this 
does  not  prove  the  interpretation  to  be 
correct  but  only  indicates  that  it  is 
more  or  less  probable.  Once  we  have 
identified  a  probable  interpretation,  we 
ask  students  to  predict  from  these 
probable  interpretations  what  other 
behavior  might  be  expected  in  the 
remainder  of  the  interview.  These  pre¬ 
dictive  hypotheses  are  then  tested  by 


the  students  against  the  rest  of  the 
behavior  in  the  taped  interview. 

We  have  run  into  certain  problems 
with  the  videotape  as  a  teaching  device. 
We  told  our  first  group  of  junior 
medical  students  that  as  a  matter  of 
routine  policy  they  would  videotape 
one  of  their  interviews  with  a  patient 
and  show  part  of  it  to  the  group.  They 
were  threatened.  The  group  did  not 
want  to  look  at  themselves;  and,  hence, 
the  students  had  trouble  learning.  They 
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did  not  get  over  this  difficulty  during 
their  six-week  experience.  These  stu¬ 
dents  may  have  had  trouble  seeing 
themselves  for  some  of  the  reasons 
Holzman3'4  gives  to  explain  why  peo¬ 
ple  have  difficulty  listening  to  their 
own  voices.  Students  also  seemed 
reluctant  to  remark  about  their  fellow 
students’  interviewing  behavior,  espe¬ 
cially  when  such  remarks  might  be 
deemed  critical.  The  students  rational¬ 
ized  the  difficulty  they  were  having  by 
saying  they  could  not  learn  how  to 
interview  by  watching  their  fellow 
students  interview  because  their  fellow 
students  did  not  know  how  to  inter¬ 
view.  They  felt  that,  since  we  knew 
how  to  interview,  we  could  show  them 
how  to  do  it  well.  Students  defended 
against  being  seen  on  television  in 
various  ways.  Some  managed  to  get 
their  patients  to  refuse  to  be  inter¬ 
viewed.  Others  would  sit  unusually 
motionless  and  silent  when  in  front  of 
the  TV  camera.  Still  other  students 
would  arrange  with  their  patients  before 
the  TV  interview  what  they  would  and 
would  not  discuss.  For  example,  they 
would  agree  to  cover  only  certain  parts 
of  the  history  or  they  would  agree 
not  to  talk  about  sex. 

At  first  we  also  had  difficulty 
watching  ourselves  on  TV.  We  found  it 
easier  to  watch  the  patient  being 
interviewed  than  it  was  to  watch 
ourselves  interview.  For  this  reason  it 
has  been  easier  with  two  of  us  working 
together.  It  is  easier  for  each  of  us  to 
see  the  other  than  to  see  himself.  There 
are  other  reasons  why  it  has  been  easier 
for  two  of  us  to  teach  than  it  would 
have  been  for  one.  When  one  of  us  is 
interviewing,  the  other  can  be  with  the 
students  to  answer  questions  or  offer 
running  commentary.  When  we  sub¬ 
sequently  go  over  a  taped  interview, 
one  of  us  can  work  the  controls  to 
insure  a  technically  good  picture,  while 
the  other  one  can  give  his  undivided 
attention  to  the  interview  itself. 

Whereas,  as  mentioned,  the  students 
seemed  to  refrain  from  commenting  on 
their  fellow  students’  behavior  during 
an  interview,  they  were  not  so  inhibited 
when  commenting  about  our  behavior. 
They  enjoyed  pointing  out  our  self- 
revealing  behavior  especially  when  it 
was  unintentional.  Indeed,  we  have 
both  learned  new  things  about  our 
own  interview  behavior. 

After  the  first  group  of  medical 
students,  we  stopped  requiring  them  to 
videotape  interviews.  In  retrospect,  we 
and  the  students  were  much  too  anx¬ 
ious.  With  subsequent  groups  we  left  it 
optional  whether  we  or  the  students 


’ by  the  middle  of  the 
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begin  to  enthusiastically 
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or  both  interviewed  the  student’s  pa¬ 
tients  on  TV. 

Initially,  we  interviewed  without 
first  informing  the  students  which 
diagnostic  category  of  patient  was  to 
be  presented.  When  we  discussed  such 
an  interview,  we  found  that  the  stu¬ 
dents  had  little  to  say.  They  had  often 
not  yet  read  anything  about  that 
particular  clinical  entity.  We  had  to 
orient  them  and  give  them  a  general 
perspective  to  the  problem.  Under 
these  circumstances  we  found  that  we 
did  not  have  enough  time  during  the 
allotted  three  hours  per  patient  to 
adequately  view  the  videotape  a  second 
time.  Now  we  ask  the  students  to  tell 
us  in  advance  what  type  of  patient  will 
be  interviewed.  We  assign  some  reading 
material,  and  then  the  students  get 
right  to  work. 

For  the  past  five  months  one  of  us 
has  been  supervising  four  residents  who 
wanted  to  use  the  videotape  within  the 
traditional  structure  of  a  continuous 
case  seminar.  During  the  initial  inter¬ 
views  the  patients  were  told  that 
approximately  once  every  three  or 
four  weeks  a  session  would  take  place 
in  the  studio  office.  All  of  the  residents 
were  surprised  to  see  themselves  care¬ 
fully  taking  written  notes  during  their 
taped  interviews.  They  became  aware 
of  the  defensive  nature  of  their  writing 
when  they  talked  and  joked  about  the 
fact  that  a  “record”  of  the  interview 
was  on  the  tape. 

One  sees  the  learning  alliance  subject 
to  all  the  vicissitudes  that  a  supervisor 
comes  to  expect  in  any  other  super¬ 
visory  situation.  The  residents’  anxiety 
about  learning  is  frequently  expressed 
in  terms  of  the  patient’s  anxiety  over 
the  use  of  videotape.  One  example  of 
this  is  now  being  seen  within  the  work 
of  one  resident.  In  the  early  sessions 
the  resident  came  to  see  (after  repeated 
comments  by  his  peers)  what  we  have 
come  to  label  as  a  “three  step.”  This 
was  a  discernable,  rhythmic  sequence 
wherein  the  resident  would  ask  a 
question,  the  patient  would  reply,  and 
then  the  resident  would  make  an 
interpretative  and  intellectual  summary. 
This  occurred  repetitively  throughout 
the  interview.  The  resident  defended 
his  position  but  said  that  he  would  try 
to  change.  Several  weeks  later  this  same 
resident  brought  another  taped  inter¬ 
view  to  the  seminar.  There  was  a 
remarkable  change  in  the  quality, 
tempo,  and  content  of  this  interview. 
The  resident  was  listening  and  the  pa¬ 
tient  seemed  quite  productive  and 
active.  It  became  apparent  to  the 
supervisor  and  some  members  of  the 


group,  however,  that  this  resident  would 
change  the  course  of  the  interview 
whenever  the  patient  brought  up  a 
certain  theme.  Both  the  supervisor  and 
the  group  members  pointed  this  out. 
The  supervisor  was  thinking  in  three 
explanatory  directions:  the  resident 
was  experiencing  a  learning  problem; 
the  resident  was  merely  suffering  from 
lack  of  experience;  the  resident  had 
some  intrapsychic  process  that  contri¬ 
buted  to  his  behavior.  The  resident 
could  not  deny  the  interaction  on  the 
tape.  He  gave,  however,  only  token 
recognition  in  an  intellectual  way. 

The  resident  was  not  reliving  the  inter¬ 
view  with  the  supervisor  in  the  super¬ 
visory  session.  Not  unexpectedly,  this 
problem  in  the  learning  alliance  quickly 
became  reflected  in  the  therapeutic 
alliance.  The  patient  proposed  that  he 
talk. about  certain  themes  in  the  resi¬ 
dent’s  office  and  other  themes  in  the 
TV  studio  office.  The  resident  agreed 
to  this  and  rationalized  his  agreement 
by  citing  the  patient’s  statement  that 
the  patient  had  recognized  the  TV 
technician  as  being  an  old  neighbor. 
Here,  one  sees  dynamic  shifts  within 
the  learning  alliance  and  the  therapeutic 
alliance  that  are  not  new  to  supervisors 
nor  to  the  literature.  What  is  new  is  the 
use  of  televised  interviews  as  a  vehicle 
for  observing  such  shifts. 

After  five  months  of  supervising 
residents,  one  of  us  found  that  he 
shares  neither  Kubie’s8  enthusiasm  for 
tapes  in  supervision  nor  Benedek  and 
Fleming’s9  pessimism.  One  test  of  a 
working  relationship  between  therapist 
and  supervisor  is  the  manner  in  which 
the  therapist  presents  the  data  from 
previous  therapeutic  hours.  In  a  good 
learning  alliance  the  student-therapist 
can  relive  the  therapeutic  hours  in  the 
supervisory  sessions.  A  replayed  taped 
interview  may  facilitate  this  and  can  be 
thought  of  as  a  “stimulated  recall” 
experiment.  The  student-therapist  can 
be  stimulated  to  varying  degrees  or  may 
not  be  stimulated  any  more  than  he 
would  have  been  by  his  notes.  To 
remain  the  non-participant  observer  in 
the  therapeutic  alliance  and  the  non¬ 
participant  reporter  in  the  learning 
alliance  becomes  increasingly  difficult 
for  a  resident  as  he  observes  his  own 
participation  in  the  interview  on  tape. 
An  example  of  the  gratifying,  results 
that  can  occur  when  a  resident  allows 
himself  to  be  stimulated  by  the  taping 
is  as  follows:  Recently  during  the 
replay  of  an  interview,  the  supervisor 
noticed  that  the  resident  began  to 
studiously  write  in  his  note-pad  when 
the  patient  said  that  she  could  not  talk 


to  her  classmates.  She  paused,  made  a 
fist,  and  went  on  to  say  that  it  “gets 
damn  lonely.”  Another  pause.  The 
resident’s  head  remained  buried  in  his 
hotes  and  he  continued  to  write  busily. 

It  was  enough  for  the  supervisor  to 
replay  this  segment  twice.  The  resident 
saw  on  the  last  replay  what  he  had  not 
seen  on  the  first  two  and  what  would 
have  been  impossible  for  him  to  observe 
during  the  interview.  He  went  ahead 
affectively  responding  to  the  replay.  He 
was  stimulated  to  recall  the  patient’s 
recent  and  pertinent  early  memories 
and  then  wondered  out  loud  how  he 
could  be  so  competitive  and  frightened 
of  such  a  needy  girl. 

As  with  teaching  junior  medical  stu¬ 
dents,  the  supervisor  of  residents  has 
only  to  point  out  what  to  look  for  and 
where  to  look  for  it.  The  use  of  TV 
seems  especially  advantageous  in  those 
cases  where  there  is  a  lack  of  knowledge 
and  a  lack  of  experience.  Even  in  those'  1 
situations  where  the  resident’scharacter 
problems  impair  the  learning  alliance 
and  impinges  upon  the  therapeutic 
alliance  the  resident  frequently  is  able 
to  learn  how  to  learn  about  psycho¬ 
therapy  as  a  process. 

In  summary,  we  feel  that  the  use 
of  videotape  and  closed  circuit  TV 
makes  it  easier  for  us  to  demonstrate 
specific  vignettes  of  abnormal  behavior 
to  students.  It  also  makes  it  possible 
for  supervisor  and  therapist  to  observe 
the  therapeutic  alliance  in  action. 
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Local  Anti-rheumatic  Effect 
Of  Betamethasone 


ALEXANDER  M.  MINNO,  M.D. 
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rHE  intra-articular  injection  of  bet¬ 
amethasone  into  arthritic  joints  is 
>llowed  by  decrease  or  disappearance 
f  pain  and  swelling  of  the  affected 
•int.  Adequate  evidence  is  available 
lat  cortisone  exerts  an  anti-inflamma- 
>ry  action  on  many  tissues  affected 
y  physical  trauma,  infection,  chemical 
ritation,  and  hypersensitivity. 1,2 

Betamethasone  used  in  this  study 
'  a  sterile  aqueous  suspension  of 
etamethasone.acetate  and  betametha- 
)ne  alcohol  as  betamethasone  disct 
ium  phosphate  (Celestone  Soluspan, 
,chering  Corporation).  The  local  thera- 
eutic  effects  of  betamethasone  have 
een  studied  by  Rothermich,4  Roberts,5 
ohen,7  Ottolenghi,9  White10  and  Wy¬ 
ant.11 

J  Since  cortisone  was  introduced  in 
949,  conflicting  opinions  have  been 
ublished  on  the  use  of  corticosteroids 
i  clinical  medicine.6  It  soon  became 
aparent  that  these  substances  pro- 
need  often  striking  clinical  improve¬ 
ment.  However,  arthritis  is,  in  many 
listances,  a  chronic  disease  process 
hich  is  not  self-limited.  Therefore, 
le  management  of  rheumatic  diseases 
lust  be  adapted  to  the  changing 
eeds  of  each  patient,  the  useful 
inical  application  of  cortisone  and 
artisone  analogues  to  intra-articular 
tjections  in  patients  with  arthritic 
iseases  was  first  introduced  by  IIol- 
nder  et  al.3 

This  report  presents  the  results  of 
le  local  use  of  betamethasone  in  a 
■  oup  of  arthritic  patients  so  that 
ractitioners  can  become  more  familiar 
ith  this  newer  corticosteroid. 

Patients  with  synovitis,  usually  re¬ 


sulting  from  an  exacerbation  of  a 
joint  were  selected  from  the  Arthritic 
Clinic  of  the  Allegheny  General  Hos¬ 
pital  or  private  practice.  Over  the  years, 
more  than  500  intra-articular  injections 
of  betamethasone  phosphate-acetate 
mixture  were  given  to  patients  ranging 
in  age  from  11  to  82,  both  male  and 
female.  Two  long  term  results,  one  of 
degenerative  joint  disease  in  a  71  year 
old  restaurant  proprietor  and  the  other 
of  rheumatoid  arthritis  in  a  retired 
73  year  old  bookkeeper  was  also  tallied. 

All  patients  were  ambulatory.  The 
joints  injected  were  knees,  ankles, 
metacarpal-phalangeal  joints,  proximal 
interphalangeal  joints,  shoulders,  and 
hips.  The  greatest  number  of  injections 
were  into  the  knee. 

In  all  instances  pain  was  the  primary 
indication  for  the  use  of  betametha¬ 
sone.  In  joints  with  effusion,  aspira¬ 
tion  was  done  as  completely  as  pos¬ 
sible  before  the  injection  of  betameth¬ 
asone  intra-articularly. 

All  joints  of  all  four  extremities 
can  be  considered  for  intra-articular 
injection  of  betamethasone.  The  finger 
interphalangeal  joints  can  be  injected 
by  using  a  25  gauge  needle  and  using 
the  dorsomedial  or  dorsolateral  ap¬ 
proach.  Multiple  joints  of  the  hand 
can  be  injected  at  the  same  time.  The 
metacarpophalangeal  and  the  metatar¬ 
sophalangeal  joints  are  frequent  sites  of 
injection.  On  the  wrist  the  injection 
is  made  at  the  area  of  maximal  tender¬ 
ness  of  swelling  and  on  the  dorsal  sur¬ 
face. 

Effects  on  pain  relief,  stiffness,  and 
swelling  were  observed.  Patients  were 
encouraged  to  maintain  usual  living 
patterns. 

Joint  symptoms  varied  from  weeks 


to  several  years.  All  patients  received 
adjunctive  systemic  therapy  in  the 
form  of  salicylates,  analgesics,  mild 
sedatives,  and  such  specifics  as  chryso- 
therapy,  phenylbutazone,  indometh- 
acin  or  adrenal  corticosteroid  therapy. 
Intra-articular  injection  of  betameth¬ 
asone  is  particularly  useful  when  only 
one  or  two  joints  are  actively  involved 
or  as  an  adjunct  to  other  therapy. 
Repeated  periodic  injections  effectively 
supported  the  patient  in  performing 
his  usual  daily  activities. 

The  primary  contraindication  to 
intra-articular  injections  is  the  presence 
of  infection  in  the  joint  or  adjacent 
supporting  tissue.  Strict  application  of 
aseptic  technique  is  important.  Obser¬ 
vation  of  this  principle  largely  averts 
the  chance  introduction  of  infection 
into  the  joint  itself.  In  this  series 
there  were  no  infections.  A  joint 
infection  rate  of  less  than  1  in  4,000 
has  been  reported  for  more  than 
17,000  injections. 8  Although  familiar 
with  the  history,  one  must  rule  out 
concurrent  infection  as  a  cause  of 
inflammation  in  the  joint,  before  ad¬ 
ministering  corticosteroids  intra-articu¬ 
larly. 

Before  administering,  the  skin  is 
cleansed  thoroughly.  The  area  is  spray¬ 
ed  with  ethyl  chloride  (I  prefer  this) 
or  infiltrated  with  procaine  to  prevent 
pain  on  insertion  of  the  needle.  Famil¬ 
iarity  of  the  joint  architecture  aids  in 
the  proper  positioning  of  the  needle. 
A  2 1 -gauge  or  smaller  needle  is  rapidly 
inserted  into  the  joint  cavity.  Once  the 
joint  capsule  is  entered,  less  pressure 
is  required  to  advance  the  needle.  A 
larger  gauge  needle  is  used  for  aspira¬ 
tion  of  joint  fluid.  When  fluids  are 
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not  suspected,  a  25  gauge  needle  can 
be  used  satisfactorily.  The  aqueous 
solubility  of  the  betamethasone  per¬ 
mits  the  use  of  a  smaller  25  gauge 
needle. 

The  smaller  needle  produces  far  less 
pain  and  trauma  to  the  soft  tissue. 
Moreover,  the  intra-articular  structures 
are  better  protected. 

Results 

Local  pain  at  the  injection  site  was 
minimal  occurring  mostly  with  the 
shoulder  joint  (five)  and  the  others 
occurring  at  the  various  scattered  joints. 
Local  pain  was  transient,  lasting  from 
a  few  minutes  to  1 5  minutes.  All  were 
able  to  dress  themselves  and  leave  the 
office  without  assistance.  Pain  relief 
was  maintained  in.  that  effected  sec¬ 
ondary  flares  which  may  occur  several 
hours  after  an  intra-articular  injection 
did  not  occur. 

Pain  relief  can  be  rapid,  especially 
in  joints  with  effusion,  but  usually 
takes  place  within  2  hours  and  can 
last  from  one  to  four  weeks  or  more. 
The  beneficial  effect  and  variability 
applies  not  only  to  individual  patients 
but  to  the  various  joints  in  the  same 
patient.  When  pain  recurs,  repeated 
injections  can  be  used  at  intervals. 
This  may  vary  from  two  to  six  or  more 
weeks.  There  are  relapses  in  some 
patients,  so  it  is  worthwhile  to  em¬ 
phasize  to  the  patient  that  the  effect 
is  only  palliative  to  local  inflammation 
and  that  repeated  injections  may  be 
needed.  The  duration  of  benefit  varies 
and  often  depends  on  the  systemic 
involvement.  Likewise,  a  joint  that 
has  been  involved  with  the  rheumatoid 
process  for  a  long  time  will  not 
respond  as  well  as  a  joint  that  has  not 
been  involved  previously  or  has  been 
minimally  involved. 

The  dosage  varies  depending  on  the 
size  of  the  joint.  In  this  study  the 
largest  amount  per  injection  was  1  .Occ 
(knee,  shoulder  or  hip  joint).  In  the 
smaller  joints  such  as  the  interphalan- 
geals  (wrist  or  elbow)  0.25cc  to  0.5cc 
appear  to  be  adequate.  In  this  study 
the  shoulder  joint  appeared  to  be  the 
least  worthwhile  joint  to  inject  from 
the  viewpoint  of  improvement. 

In  the  patients  with  rheumatoid 
arthritic  joint  involvement,  particularly 
of  the  knees,  there  appears  to  be  a 
need  for  periodic  injections  at  intervals 
of  weeks  or  months  and  can  have  a 
steady  but  temporary  benefit.  Many 
have  sufficient  pain  relief  to  eliminate 
the  need  for  repeated  local  injection 
therapy  although  the  rheumatoid  ar¬ 


thritic  process  remains  active.  Con¬ 
versely,  in  some  patients  local  joint 
injection  produced  such  a  modest 
benefit  that  further  injections  did  not 
seem  indicated.  This  minimal  result 
was  often  associated  with  functional 
psychological  situations  or  a  generally 
active  disease  process. 

In  this  series  18  injections  were 
classified  as  being  of  little  or  no  help, 
although  some  beneficial  effect  is  al¬ 
most  always  achieved.  In  one  instance 
the  same  joint,  a  knee  with  degenera¬ 
tive  joint  disease,  was  injected  a  second 
time  with  good  but  temporary  relief  in 
pain  and  stiffness. 

Two  representative  cases  of  long 
term  management  with  local  intra- 
articular  corticosteroid  therapy  follow: 

Degenerative  Joint  Disease 

P.  J.  ,  a  71  year  old  obese  restaurant 
owner-manager,  was  first  seen  on  Nov¬ 
ember  8,  1965,  with  the  complaint  of 
intermittent  knee  pain  for  two  years. 
Two  weeks  prior  to  his  visit,  the  pain 
in  his  knees  became  rather  severe, 
handicapping  his  mobility.  His  per¬ 
sonal  physician  prescribed  oral  cortico¬ 
steroids,  local  heat  to  the  knees  and 
frequent  non-weight  bearing.  There 
was  little  benefit  with  this  procedure. 
His  pain  was  always  worse  with  initial 
movements  and  weight  bearing. 

Physical  examination  revealed  a  5 
feet  8JA  inch  tall  233  pound  male.  The 
skin  over  the  legs  had  a  reticular 
streaking  pattern  from  the  use  of  a 
heating  pad.  Pitting  edema  of  a  mild 
degree  was  noted  over  both  lower 
shin  areas  up  to  the  knee.  Varicose 
veins  of  a  mild  degree  were  noted 
on  the  left  leg.  An  effusion  was 
present  in  the  right  knee  with  both 
knees  displaying  a  flexion  contracture 
ot  15  to  20°  and  slight  bilateral 
bowing  of  20°.  The  blood  pressure 
was  192/108  with  remainder  of  the 
physical  examination  normal. 

The  x-ray  examination  of  the  right 
and  left  knees  in  the  anterior  posterior 
and  lateral  directions  demonstrated 
narrowing  of  the  medial  half  of  the 
knee  joints  bilaterally  with  hyper¬ 
trophic  changes  on  the  bones  about 
the  knees.  There  was  also  slight  medial 
subluxation  of  both  femurs  on  their 
respective  tibias,  with  evidence  of 
relaxation  of  the  medial  collateral 
ligament. The  changes  were  more  mark¬ 
ed  on  the  left  than  on  the  right.  There 
was  no  evidence  of  a  foreign  body 
within  either  knee  joint. 

Beginning  on  November  8,  1965  the 
right  knee  was  aspirated  and  beta¬ 
methasone  l.Occ  (6  mgm)  injected  at 


approximately  3  week  intervals  (5  in¬ 
jections  with  20  to  30  cc  clear  yellow 
viscous  fluid  obtained  each  time)  until 
January  7,  1966  when  an  effusion  was 
noted  in  the  left  knee.  At  that  time, 
aspiration  revealed  lOcc  clear  viscous 
fluid.  1  .Occ  betamethasone  was  injected 
into  the  left  knee  joint  cavity.  On 
April  1 1,  1966  his  weight  was  193  lbs. 
(a  loss  of  40  lbs.  by  voluntary  dietary 
measures).  His  weight  had  stablized 
at  this  level  ever  since.  The  right  and 
left  knees  have  been  aspirated  and 
injected  with  betamethasone  (l.Occi: 
6  mgm  at  approximately  monthly  I 
intervals  up  to  the  time  of  this  report  ' 
7/16/69).  The  left  knee  has  been  : 
aspirated  and  injected  with  betameth¬ 
asone  36  times  with  5  to  lOcc  fluid 
obtained  on  April  5,  1967  with  no  • 
fluid  obtained  since  that  date.  The  I 
flexion  contracture  has  been  reduced 
to  about  10  degrees.  The  right  knee 
has  been  aspirated  and  injected  with 
l.Occ  (6  mgm)  of  betamethasone  41 
times  with  fluid  obtained  regularly  in 
amounts  of  15  to  30cc,  until  October : 
23,  1968  with  intermittent  fluid  until 
February  12,  1969.  No  fluid  has  beenj 
obtained  since  that  date.  A  flexion 
contracture  of  the  right  knee  to  about 
15°  remains.  The  present  symptom  of 
pain  is  relieved  promptly  after  injec¬ 
tion,  i.e.,  within  one  half  hour.  Thf 
patient  is  fairly  comfortable  for  3  tc 
4  weeks.  This  gentlemen  now  work: 
in  his  restaurant  on  a  seven  days  ;  . 
week  schedule  of  10  or  more  hour; 
daily. 

My  opinion  is  that  he  has  degenera 
tive  joint  disease  of  the  right  and  lef 
knees  with  medial  cartilage  narrowing 
obesity  and  an  intermittent  stress  ele 
vated  blood  pressure  (142/82  at  pre 
sent).  With  periodic  injections  of  beta 
methasone  he  has  been  able  to  functio: 
fairly  well  in  his  usual  activities  o 
daily  living  (56  months). 

Rheumatoid  Arthritis 

R.C.,  a  73  year  old  retired  dair 
office  manager,  was  treated  for  arthra 
gias  diagnosed  as  “chronic  fibrositis 
with  the  diagnosis  changed  to  rhet 
matoid  arthritis  in  May,  1960.  Hew; 
treated  with  two  courses  of  chrysi 
therapy  with  intermittent  maintenanc 
doses  of  salicylates,  indomethacin,  ant 
malarials  and  anaglesics.  He  has  ha 
pain  and  stiffness  in  many  joint  are; 
including  the  shoulders,  ankles,  knee 
wrists,  elbows  and  hands.  He  h: 
continued  to  have  pain  in  his  knees  c 
weight  bearing,  with  particular  dif! 
culty  on  initial  movements  and  staii 
He  also  complains  of  generalized  stif 
ness  of  one  to  two  hours  each  mor 
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lg  with  return  of  pain  for  one  to  two 
ours  late  evening  prior  to  retiring. 

Physical  examination  revealed  a 
an  male  with  a  weight  of  174  lbs. 
id  a  height  of  5  feet  10  inches.  The 
eart  was  enlarged  with  the  point  of 
laximal  intensity  at  the  sixth  inter¬ 
nal  space.  The  right  elbow  had 
exion  contracture  of  about  35°.  The 
ft  shoulder  had  a  loss  of  30°  external 
)tation,  20°  of  internal  rotation,  and 
loss  of  15°  elevation.  The  synovia 
/erthe  wrists,  metacarpal  and  phalan- 
al  joints  was  thickened  and  the 
inds  had  an ‘ulnar  drift  of  about  15°. 
he  right  knee  has  a  flexion  con- 
acture  of  15°  and  the  left  knee  a 
exion  contracture  of  10°. 

The  other  diagnoses  include  inactive 
aodenal  ulcer,  chronic  glomerulone- 
lritis,  arteriosclerotic  heart  disease, 
irdiac  enlargement  AHC  II  B. 

X-rays  of  the  right  and  left  knee 
owed  minimal  hypertrophic  changes 
tout  both  knee  joints  in  the  form 
‘  posterior  marginal  spurring  along  the 
osterior  surface  of  the  patella.  No 
her  abnormality  could  be  seen  at 
ther  knee  joint.  There  was  some 
;sification  in  the  region  of  the  attach- 
ent  of  the  patellar  tendon  to  the 
)ia  bilaterally. 

Beginning  on  May  2,  1962  periodic 
piration  and  injection  of  betameth- 
one  l.Occ  (6  mgm)  of  the  right  and 
ft  knee  was  instituted  at  intervals  of 
iproximately  four  weeks.  The  right 
id  left  knees  have  been  injected 
.  times.  Clear  viscous  fluid  in 
aount  of  10  to  50cc  was  obtained 
.gularly  from  the  left  knee  until 
ugust  18,  1967  and  on  only  two 
icasions  since.  The  right  knee  has 
d  fluid  in  amount  of  10  to  35cc 
'gularly  until  December  3,  1968, 
termittent  until  April  7,  1969  with 
»  fluid  obtained  on  three  subsequent 
pirations. 

As  a  rule,  duration  of  pain  relief 
ries  from  one  to  four  weeks  after 
iection.  This  time  unpredictability 
pain  relief  is  the  usual  pattern  with 
eumatoid  synovitis  in  contrast  to 
at  of  the  degenerative  joint. 

The  pain  relief  from  the  aspiration 
fluid  and  injection  of  betameth- 
bne  into  the  right  and  left  knee  has 
rmitted  this  gentleman  to  function 
rly  satisfactorily.  He  has  been  receiv- 
V,  intra-articular  knee  injections  with 
tamethasone  on  a  periodic  basis  for 
months  (a  total  of  81  injections 
:  o  each  knee). 

Discussion 

The  need  for  local  adjunctive  thera- 
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py  in  addition  to  the  usual  therapy  in 
rheumatic  diseases  is  well  accepted 
because  of  varied  clinical  manifesta¬ 
tions.  A  newer  corticosteroid,  beta¬ 
methasone  has  been  developed  for 
intra-articular  use  which  has  a  marked 
and  rapid  local  anti-inflammatory  ef¬ 
fect. 

In  my  experience,  the  local  injection 
of  betamethasone  in  acute  or  persistent 
synovitis  associated  with  degenerative 
joint  disease  is  highly  beneficial  in 
inhibiting  the  inflammation  and  usually 
allows  the  joint  to  remain  functional 
until  some  further  activity  induces  a  re¬ 
currence  of  inflammation  and  dis¬ 
ability.  I  have  found  that  the  injections 
of  betamethasone  can  be  repeated 
many  times.  Flexion  contractures  of  the 
knee  can  often  be  corrected  with  re¬ 
peated  local  injections  of  betametha¬ 
sone  accompanied  by  a  concurrent, 
vigorous  physical  therapy  program.  In 
some  joints,  the  pain  is  relieved  suf¬ 
ficiently  so  that  further  injections  are 
not  needed.  Conversely,  in  some  in¬ 
stances  relief  is  brief  and  insufficient 
so  that  further  injections  were  not 
given. 

The  pain  relief  afforded  may  give 
a  false  sense  of  security  and  allow  the 
patient  to  over  use  the  joint.  Therefore, 
periodic  joint  x-rays  and  directions  to 
the  patient  as  to  joint  activity  are 
recommended. 


Summary 

1.  Injection  of  0.25  to  l.Occ  beta¬ 
methasone  into  hundreds  of  painful 
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joints  produced  a  moderate  to  mark¬ 
ed  local  improvement  in  symptoms 
which  lasted  from  one  week  to 
months  in  a  large  majority  of  pa¬ 
tients.  This  experience  indicates 
that  betamethasone  is  a  highly  active 
anti-inflammatory  suspension  for 
intra-articular  injection. 

2.  The  prolonged  pain  relief  is  prompt 
within  minutes  to  2  hours. 

3.  A  small  gauge  needle  (size  25)  can 
be  used  in  joints  without  evidence 
of  an  effusion  and/or  in  smaller 
joints. 

4.  In  instances  of  persistent  joint  pain, 
repeated  injections  at  intervals  have 
allowed  patients  to  conduct  daily 
activities  in  relative  comfort.  These 
intermittent  injections  can  be  given 
for  years. 

5.  The  adjunct  use  of  local  intra- 
articular  therapy  permits  the  rapid 
application  of  physical  therapy  mea¬ 
sures. 

6.  Multiple  joints,  especially  the  small¬ 
er  joints  such  as  the  phalangeals  of 
the  hand,  can  be  injected  at  one 
sitting. 

7.  Local  pain  on  injection  was  minimal 
and  was  probably  avoided  by  the 
use  of  ethyl  chloride  spray.  Any 
mild  pain  was  of  extremely  short 
duration. 
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Oral  Contraceptive  Agents 
And  The 

Glucose  Tolerance  Problem 


AN  ESTIMATED  8.5  million  women 
.  in  this  country  alone,  and  up¬ 
ward  of  18  million  women  throughout 
the  world,  are  taking  one  or  another  of 
the  many  available  contraceptive  a- 
gents.  These  substances  are  provided 
in  a  multiplicity  of  forms;  however,  all 
those  marketed  under  the  regulations 
of  the  United  States  Food  and  Drug 
Administration  contain  a  progestogen 
and  an  estrogen.  Reviews  by  Edgren 
and  co-workers,1  Maqueo-Topete  and 
and  associates,2  Swyer,3  Swyer  and 
Little,4  and  Greenblatt  and  Rose5 
have  adequately  classified  the  progesto- 
gens  in  these  compounds.  Although  a 
wide  variety  of  progestogens  are  now 
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in  use,  only  two  estrogenic  compounds 
— mestranol  and  ethinyl  estradiol,  in 
varying  doses— are  employed.  These 
substances  may  be  administered  in 
either  sequential  or  nonsequential 
(combined)  form,  depending  on  the 
product  and  its  particular  purpose. 

Despite  the  various  approaches  to 
contraceptive  therapy  and  the  large 
number  of  substances  and  combina¬ 
tions  available,  several  questions  as  to 
the  long  term  effects  of  these  agents 
remain  unanswered:  (1)  Does  treat¬ 
ment  with  these  substances  interfere 
with  carbohydrate  tolerance?  (2)  What 
is  the  relation  of  such  medication  to 
thromboembolic  phenomena?  (3)  To 
carcinoma? 

Because  adequate  consideration  of 


any  of  these  as  well  as  of  other 
pertinent  subjects  might  require  a  com¬ 
plete  symposium,  I  shall  limit  my 
discussion  to  the  problems  involved 
with  carbohydrate  tolerance. 

The  question  to  be  resolved  is 
whether  or  not  oral  contraceptives 
induce  glucose  intolerance.  Ingle6  first! 
reported  the  diabetogenic  effect  of 
diethylstilbestrol  in  the  rat.  Other  in¬ 
vestigators,  such  as  Bangham  and  co¬ 
workers,7  certainly  have  observed  ab-  j 
normal  glucose  tolerance  in  women  ; 
under  oral  contraceptive  medication. 
But  is  the  incidence  greater  in  these  < 
patients  than  that  to  be  anticipated 
in  a  normal  group  of  women  observed 
over  the  same  period  of  time?  And 
how  does  such  increase  compare  with 
the  increased  incidence  observed  in 
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pregnancy?  Various  investigators  who 
see  large  numbers  of  diabetic  patients 
state  that  they  have  not  encountered 
either  poor  control  or  increase  in 
insulin  requirements  during  oral  con¬ 
traceptive  medication.  Banks8  indi¬ 
cated  that  clinical  intolerance  to  glu¬ 
cose  is  not  a  problem  in  patients 
receiving  antifertility  compounds.  On 
the  other  hand,  some  observers  believe 
that  the  use  of  the  contraceptive 
steroids  is  associated  with  a  higher 
incidence  of  glucose  intolerance.9-18 
The  mechanism,  however,  is  unknown. 

Data  at  hand 

It  is  now  realized  that  certain  es¬ 
trogens  have  an  antagonistic  effect  on 
the  peripheral  action  of  insulin.  Di- 
Paola  and  co-workers19  reported  that 
the  prednisone  glucose  tolerance  test 
yielded  abnormal  findings  for  66.7  per 
cent  of  patients  under  treatment  with 
mestranol  combined  with  norethis- 
terone,  whereas  the  results  elicited  in 
this  test  were  abnormal  for  only  11.1 
per  cent  of  patients  treated  with  an 
ethinyl  estradiol-norethisterone  com¬ 
bination.  Apparently,  the  effect  of 
estrogen  on  carbohydrate  metabolism 
depends  on  the  type  of  estrogenic 
substance  used,  as  well  as  on  the 
dosage  and  the  individual  character¬ 
istics  of  the  patient  under  medication. 

Comparisons  also  have  been  carried 
out  with  the  progestogens.  In  general, 
however,  these  have  yielded  scant  in¬ 
formation,  which  either  fails  to  impli¬ 
cate  the  progestational  agents  or  sug¬ 
gests  improvement  in  glucose  tolerance 
after  progestogen  treatment.  Spellacy  20 
has  reviewed  these  studies.  The  type 
of  progestogen  used  also  may  be  a 
factor  since  some  of  the  progestogens 
partially  metabolize  to  active  estrogens. 

Yen,21  in  an  excellent  review,  has 
reported  elevated  human  growth  hor¬ 
mone  (HGH)  levels  as  well  as  high 
insulin  levels  in  patients  receiving  ethi¬ 
nyl  estradiol  and  dimethisterone  (Ora- 
con®,  Mead  Johnson)  or  ethynodiol 
diacetate  and  mestranol  (Ovulen®, 
Searle).  The  peripheral  anti-insulin  ef¬ 
fect  of  HGH  also  has  been  noted  by 
Daughaday  and  Kipnis,22  and  by  Rab- 
inowitz  and  colleagues.23  From  the 
Yen  study  it  might  be  inferred  that 
the  increased  production  of  insulin 
balanced  the  production  of  HGH,  and 
thus  permitted  a  normal  glucose  toler¬ 
ance. 

Pregnancy  has  been  discussed  as  an 
analogous  situation,  which  is  character¬ 
ized  by  insulin  resistance,24  high  in- 
sulin-like  activity  of  the  serum,25  and 
destruction  of  insulin  by  the  placenta.26 


There  are  obvious  problems  here  in 
relation  to  interpretation  of  the  oral 
versus  the  intravenous  glucose  tolerance 
test.  In  evaluating  this  whole  con¬ 
cept,  consideration  also  must  be  given 
to  whether  or  not  the  diabetic  patient 
requires  insulin,  oral  hypoglycemic 
agents  or  diet  alone.  The  brittleness  of 
the  clinical  situation  must  be  care¬ 
fully  assessed. 


Discussion 

Numerous  reviews  have  suggested 
the  problems  to  be  anticipated  in 
relation  to  the  projected  population 
explosion  in  future  decades.  The  ob¬ 
vious  requirements  for  living  space, 
food  and  other  factors  now  considered 
essential  to  modern  life  would  empha¬ 
size  that  something  must  be  done  to 
curb  the  rapidly  increasing  size  of  our 
population.  The  presently  available  oral 
contraceptive  agents  offer  one  solution 
to  the  problem;  they  certainly  are  here 
to  stay. 

Now  underway  are  massive  research 
programs  concerned  with  the  so-called 
“microdose”,  in  which  only  the  pure 
progestational  agents  of  one  type  or 
another  are  being  tested  in  an  effort 
to  inhibit  fertility  by  altering  the 
cervical  mucus,  and  perhaps  other 
mechanisms.  It  is  thought  that  fertiliza¬ 
tion  and  conception  may  be  prevented 
by  interfering  with  migration  or  capac- 
itation  of  the  sperm,  or  both,  rather 
than  by  suppressing  ovulation.  Also 
under  study  for  contraception  in  the 
female  are  injectable  compounds  that 
exejt  prolonged  action,  as  well  as  a 
variety  of  intrauterine  devices  ranging 
from  bows  to  rings. 

Methods  for  inhibiting  fertility  in 
the  male  include  ties  and  clips  for  the 
vas  deferens;  several  other  approaches 
are  in  various  stages  of  experimentation. 
The  long-used  rubber  barriers,  such  as 
condoms  and  diaphragms,  also  are 
widely  employed. 

None  of  these  methods  even  ap¬ 
proximate  the  efficacy  of  the  oral 
contraceptives  when  these  are  con¬ 
sistently  used  as  prescribed.  The  oral 
antifertility  compounds  are  acceptable 
and  convenient  to  the  patient,  and  the 
over-all  side  effects  do  not  deter  more 
than  5  per  cent  of  women  from 
employing  such  medication. 

Although  some  observers  oppose 
the  use  of  the  oral  contraceptive  agents 
because  of  suspected  alterations  in 
carbohydrate  metabolism,  all  the  facts 
that  represent  each  point  of  view 
must  be  put  into  proper  perspective. 
Despite  the  elevation  of  insulin  levels 
described  in  the  Yen  study,21  and  the 
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increased  production  of  HGH,  the 
findings  in  the  glucose  tolerance  test 
remained  normal.  One  must  consider 
that  there  is  a  potential  here  for 
depleting  all  pancreatic  reserves  of 
insulin,  and  that  it  is  entirely  possible 
to  arrive  at  a  state  of  glucose  in¬ 
tolerance  for  which  compensatory 
mechanisms  are  not  available.  However, 
only  after  well  designed  and  controlled 
investigations  are  conducted  in  which 
(a)  the  various  segments  of  the  popu¬ 
lation  are  delineated  and  (b)  the  obese 
are  separated  from  the  slim;  and  in 
which  (c)  studies  on  pregnant  patients 
are  run  side  by  side  with  others 
carried  out  on  nonpregnant,  nontreated 
patients,  and  those  receiving  oral  con¬ 
traceptives,  will  it  be  possible  to  reach 
a  valid  conclusion  as  to  the  metabolic 
effects  of  these  compounds. 

In  addition,  specific  data  are  re¬ 
quired  concerning  the  alterations  in 
carbohydrate  metabolism  attributable 
to  each  individual  oral  agent  and  its 
components,  rather  than  broad  general¬ 
izations  about  all.  Many  of  the  un¬ 
favorable  findings  reported  were  ob¬ 
tained  in  studies  carried  out  on  the 
early  dosage  forms  of  the  norethy- 
nodrel-mestranol  combinations  (En- 
ovid®,  Searle)  which  contained  larger 
amounts  of  estrogen  than  the  agents 
now  commonly  employed. 

A  more  recent  study  has  been 
carried  out  by  Boshell’s  group,27  who 
confirmed  the  findings  of  others  con¬ 
cerning  the  mild  alterations  in  carbo¬ 
hydrate  tolerance  observed  during  oral 
contraceptive  treatment.  In  their  stud¬ 
ies,  Ovulen®(l  mg.  ethynodiol  di¬ 
acetate  plus  0.1  mg.  mestranol)  was 
administered  on  the  day  5-25  schedule 
to  a  series  of  postmenopausal  patients; 
and  Ovral®,  Wyeth  (0.5  mg.  norgestrel 
plus  0.05  mg.  ethinyl  estradiol),  sim¬ 
ilarly  to  women  of  child-bearing  age 
with  an  equal  number  of  controls. 

Ovulen  produced,  in  the  postmeno¬ 
pausal  subjects,  a  significant  degree  of 
mild  carbohydrate  intolerance,  which 
appeared  not  to  progress  or  regress 
rapidly;  but  no  important  weight  gain 
or  elevation  of  fasting  HGH  levels, 
and  no  overt  diabetes.  A  family  history 
positive  for  diabetes  was  present  in 
40  per  cent  of  those  in  whom  glu¬ 
cose  intolerance  developed  and  in  44 
per  cent  of  those  whose  glucose  toler¬ 
ance  remained  normal  during  treat¬ 
ment. 

Ovral,  however,  induced,  in  women 
during  the  reproductive  period  of  life, 
no  significant  change  in  carbohydrate 
tolerance  and  no  overt  diabetes,  al¬ 
though  2  controls  and  3  of  the  treated 


patients  had  positive  family  histories. 
An  unimportant,  and  so  far  unexplain¬ 
able,  increase  in  serum  immuno-reactive 
insulin  levels  occurred  in  both  controls 
and  treated  patients,  but  there  was  no 
significant  change  in  either  HGH  or 
glucose  levels. 

The  differences  in  glucose  tolerance 
produced  by  the  two  oral  contra¬ 
ceptives  may  have  resulted  from  (a)  the 
difference  in  type  and  dose  of  the 
estrogen  component(0.1  mg.  mestranol 
versus  0.05  mg.  ethinyl  estradiol), 
(b)  the  difference  in  type  and  dose  of 
the  progestogen  (1  mg.  ethynodiol 
diacetate  versus  0.5  mg.  norgestrel), 
or  (c)  the  difference  in  ages  of  the  two 
series  of  patients  (average  49  years 
versus  23.9  years). 

The  time  has  come  for  science  to 
prevail,  with  cessation  of  adverse  com¬ 
ment  written  in  loose  terminology, 
which  attributes  undesirable  charact¬ 
eristics  of  one  specific  compound  to 
all  others  of  a  generally  similar  nature. 
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fact  that  pigs  also  develop  this  disease. 


There  Is  But  One  Medicine 
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BENJAMIN  Rush’s  statement  /‘There 
is  but  one  medicine,”  is  still  very 
relevant,  one  hundred  and  fifty  years 
later.  Although  veterinary  medicine 
may  seem  distinct  from  human  medi¬ 
cine,  the  disciplines  are  closely  re¬ 


lated.  Information  obtained  from  treat¬ 
ing  one  species  can  be  useful  in  treating 
another  species.  Such  an  example  is  the 
use  of  dilantin  for  epileptic  dogs.  In 
studying  porphyria,  research  techniques 
have  been  greatly  promoted  by  the 


In  our  specialty  of  dermatology, 
both  human  and  veterinary  physicians 
have  much  in  common.  This  has  been 
further  emphasized  during  the  past 
academic  year,  when  we  have  visited 
one  another’s  clinics.  Both  man  and 
dog  can  itch  and  cause  severe  eczem- 
atization  of  their  skin.  Treatment  is 
usually  similar  for  both. 

One  of  the  major  reservoirs  of  ring¬ 
worm  in  man  is  the  domestic  animal. 
Nearly  80  percent  of  the  tinea  corporis 
found  in  rural  America  is  contacted 
from  infected  cows,  horses,  or  pigs.  In 
the  urban  setting,  the  percentage  is 
much  less;  however,  dogs  and  cats  can 
harbor  the  fungi.  As  a  result,  the 
asymptomatic  domestic  animal  can  be 
the  unknown  carrier. 

Recently,  a  family  brought  their 
Siamese  kittens  to  the  clinic  because 
they  had  lost  hair.  Four  weeks  before, 
the  mother  cat  had  given  birth  to  a 
large  litter  of  kittens.  One  by  one, 
each  of  the  animals  developed  ring¬ 
worm.  Most  had  discrete  patches  of 
alopecia  and  crusting.  One  little  kitten 
even  had  a  kerion  on  her  neck.  Repre¬ 
sentative  lesions  were  scraped.  The 
scales  \vere  dissolved  with  10  per  cent 
KOH,  and  the  slides  examined  under 
the  high  power  of  the  microscope. 
Hyphae  could  be  seen.  The  tentative 
diagnosis  of  tinea  corporis  was  con¬ 
firmed,  when  Microsporun  canis  was 
identified  on  the  Sabouroud’s  media. 
The  animals  were  given  griseofulvin, 
and  sodium  tolnaftate  (Tinactin,  Scher- 
ing)  was  applied  to  the  larger  lesions. 
Everything  was  well  until  the  prolific 
mother  cat  gave  birth  to  another  litter. 
Within  a  few  weeks,  not  only  were  the 
new  kittens  infected,  but  now  the  two 
children  had  developed  skin  lesions. 
These  were  scaling  erythematous  le¬ 
sions  with  sharp  margins,  and  they  were 
scattered  over  the  arms  and  abdomen. 
KOH  scrapings  and  cultures  confirmed 
the  diagnosis  of  tinea  corporis.  Micro¬ 
sized  griseofulvin  at  5  mg/lb  body 
weight  was  given  for  twenty  days,  and 
sodium  tolnaftate  was  applied  to  the 
skin  twice  a  day.  This  time  the  family 
was  reminded  to  treat  the  mother  cat 
and  include  her  offsprings,  too.  To 
date,  everyone  is  clear  and  well. 

Although  M.  canis  is  not  widely 
contagious,  it  can  be  highly  so  in  some 
cases.  Using  simple  therapeutics,  a 
neighborhood  epidemic  can  be  pre¬ 
vented,  and  the  animals  saved.  A 
well-meaning  neighbor  had  suggested 
destroying  the  cats,  and  in  the  pre- 
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'Both  disciplines 
can  be  helpful 
to  one  another 
by  the  variations 
in  disease 
patterns.’ 


griseofulvin  era,  this  might  have  been  a 
necessity. 

Another  instance  of  veterinary  and 
human  dermatology  interplay  occurs 
in  scabies.  Although  scabies  may  not  be 
as  prevalent  as  it  once  was,  many  lay 
people,  as  well  as  their  physicians,  have 
a  low  incidence  of  suspicion  for  this 
parasitic  disease.  In  a  period  when 
there  are  numerous  proprietary  bath 
oils  and  lubricating  creams,  many  peo¬ 
ple  obtain  a  sufficient  amount  of  relief 
from  the  itching.  Thus,  they  seek  no 
additional  treatment  for  their  skin. 
When  the  family  dog  begins  to  itch, 
they  immediately  seek  professional 
advice.  Many  times  the  diagnosis  in 
dogs  is  made  quite  readily.  The  animal 
has  scratched  away  at  his  ears,  nose, 
and  abdomen,  leaving  crusted  and 
erythematous  lesions.  A  scraping  of 
the  lesion,  when  examined  under  the 
microscope,  shows  the  adult  parasite. 
The  diagnosis  of  scabies  is  made.  The 
animal  is  usually  cured  after  one  to  two 
baths  in  gamma  benzene  hexachloride 
(Kwell,  Reed  &  Carnrick).  If  the  family 
is  itching  at  the  same  time,  it  is  a 
safe  bet  that  they,  too  have  the  same 
disease.  In  man,  scabies  cause  erythem¬ 
atous  papular  eruptions  around  the 
waist,  on  the  chest  when  the  animal 
may  have  been  cuddled,  and  between 
the  fingers.  Diagnosis  is  confirmed  by 
probing  a  burrow  and  seeing  the  mite; 
however,  this  is  more  difficult  in  man 
today,  because  of  all  the  medicines  he 
may  have  applied.  The  treatment  in¬ 
volves  a  bath,  followed  by  the  applica¬ 
tion  of  gamma  gamma  benzene.  The 
clothes  should  then  be  washed  by  ma¬ 
chine  in  hot  water.  This  should  be  the 
end  of  the  infestation  in  this  household. 
Occasionally,  retreatment  is  necessary 
in  four  to  seven  days. 

Both  disciplines  can  be  extremely 
helpful  to  one  another  by  the  variations 
in  disease  patterns.  Dogs,  like  man, 
suffer  from  atopic  dermatitis.  Their 
treatment  is  complicated  by  the  fact 
that  topical  steroids  are  extremely 
difficult  to  apply  to  a  hairy  area.  On 
the  other  hand,  dogs  can  be  maintained 
on  low  doses  of  oral  steroids  for  an 
indefinite  period  without  any  of  the 
side  effects  which  plague  people,  when 
taking  such  medicaments  for  even 
several  weeks. 

Dr.  Parish  is  associated  with  the 
department  of  dermatology  at  the 
University  of  Pennsylvania  School 
of  Medicine.  Dr.  Schwartzman  is 
with  the  department  of  dermatology 
at  the  University  of  Pennsylvania 
School  of  Veterinary  Medicine. 


Of  particular  interest  to  us  have  been 
seborrheic  conditions.  Seborrhea  in 
domestic  animals, and  particularly  dogs,  j 
is  a  common  dermatologic  problem 
and  represents  the  vast  majority  of 
cutaneous  ailments  seen  by  the  veteri¬ 
narian.  Man  often  has  the  typical  oily 
secretions  of  the  sebaceous  glands,  but 
we  shampoo  our  scalps  frequently.  As  ! 
a  result,  we  do  not  notice  this  con-  i 
dition,  unless  it  is  marked.  Then,  a 
sulfur-salicylic  acid  shampoo  (Sebulex, 
Westwood,  Ionil,  Owen),  is  helpful.  The 
therapeutic  secret  is  to  allow  the  sham¬ 
poo  to  stay  on  the  scalp  for  a  full  five 
minutes,  before  washing  it  off.  Similar 
treatments  in  dogs  alleviate  much  of 
their  problem.  Seborrheic  dermatitis, 
which  differs  from  seborrhea,  also  ; 
occurs  in  both  species.  Whereas  in  the 
dog  this  can  be  on  the  nose,  ears, 
back,  and  abdomen,  in  humans,  the 
crusted,  oily  lesions  are  found  on  the 
scalp,  preauricularly,  on  the  glabella, 
in  the  axillae,  on  the  sternum,  and  in 
groin.  A  shampoo,  to  which  a  tar 
derivative  has  been  added  (Sebutone, 
Westwood,  Ionil-T,  Owen,  orTersa-tar,  ' 
Doak),  corrects  the  condition  in  fairly 
short  order.  For  the  more  severe  case, 
steroid  creams  can  be  added.  Valisone 
cream  applied  three  times  a  day  is 
very  good,  and  in  the  hairy  areas,  a 
spray,  (Aero-seb  HC,  Herbert  Labora-  | 
tories),  works  well. 

Several  important  aspects  now  differ 
and  have  led  us  to  wonder  if  following 
such  avenues  will  not  be  highly  sig¬ 
nificant.  Dogs  do  not  develop  acne,  I 
yet  they  have  highly  active  sebaceous 
glands.  We  do  know  that  certain  species 
of  dogs,  such  as  Cocker  and  Springer 
Spaniels,  English  Bulldogs,  and  Dachs¬ 
hunds,  become  highly  seborrheic,  yet 
all  races  of  man  develop  acne,  con¬ 
trary  to  many  older  studies.  There  is  a 
predilection  in  dogs  for  seborrhea  from 
six  to  fifteen  months  and  six  to  nine 
years,  while  in  humans,  acne  and 
seborrheic  dermatitis  are  most  pro¬ 
nounced  in  the  corresponding  adoles¬ 
cent  and  middle  age  years.  Although 
we  have  recently  disproved  most  of  the 
fables  about  acne  by  showing  that 
chocolate  does  not  cause  flares,  dogs 
on  low  fat  diets  have  dandruff  and 
oily  secretions.  These  signs  clear,  when 
unsaturated  fats  are  added  to  the  diet. 
Dogs  with  low  thyroid  function,  as 
shown  by  depressed  PBI  and  T3  uptake 
levels,  also  have  a  great  deal  of  sebor¬ 
rhea.  Although  we  presently  do  not 
believe  that  thyroid  function  is  related 
to  acne  and  seborrhea  dermatitis,  per¬ 
haps  we  will  eventually  have  more 
sophisticated  methods  which  will  show 
certain  abnormalities. 


66 


PENNSYLVANIA  MEDICINE 


PENNSYLVANIA 

MEDICINE 


cardiovascular 


brief 


Environment  And  The  Heart 


•ving  Imber,  M.D.,  questions  William 
t.  Leaman,  Jr.,  M.D.,  Fellow,  Council 
n  Clinical  Cardiology  of  the  American 
eart  Association,  Unionville,  Penn¬ 
sylvania. 

hy  is  a  discussion  of  the  environ- 
ent  so  important  in  the  manage- 
ent  of  heart  disease? 

Today,  in  the  presence  of  so  many 
ore  “dramatic”  drugs  and  procedures, 
lysician  and  patient  alike  often  tend 
>  overlook  the  simple  features  af- 
cting  the  management  of  the  cardiac 
itient.  The  influence  of  environment 
one  of  these. 

hat  environmental  features  may  cause 
mcern? 

Extremes  of  weather  in  various 
eas,  increasing  pollution  of  the  air 
id  its  diminishing  oxygen  content, 
rcadian  dysrhythmia  (rapid  transit 
’  time  zones  in  a  jet  age)  are  all 
ctors  to  be  considered  in  the  pre- 
nce  of  heart  disease. 

hat  are  the  cardiac  effects  of  rapid 
langes  in  heat  and  humidity? 

About  three-quarters  of  America  is 
>t  to  be  hot  and  humid  during 
immer  months.  This  type  of  weather 
poorly  tolerated  by  patients  with 
irdiac  disease,  as  evidenced  by  in¬ 
ease  in  dyspnea  and  chest  pains.  This 
particularly  prevalent  among  those 
iffering  from  congestive  failure  or 
lose  recovering  from  recent  myo- 
irdial  infarction.  Respiratory  infec- 
ons  at  this  time  also  put  a  strain  on 
le  heart. 

ow  do  sudden  changes  in  the  weather 
feet  the  cardiac  patient? 

Sudden  changes  place  an  excessive 
orkload  on  the  circulation.  The  heart 
te  generally  increases  in  an  attempt  to 
aintain  a  thermal  balance.  Death  rates 
blowing  acute  myocardial  infarction 
crease  when  temperatures  and  humid- 
y  are  high.  There  is  also  an  increase 


in  this  complication  during  the  winter 
months,  particularly  in  northern  cities. 
Sudden  exposure  to  cold  air  or  un¬ 
accustomed  exertion,  such  as  snow 
shoveling,  may  upset  a  previously  well 
balanced  coronary  system. 

What  environmental  pollutants  adver¬ 
sely  affect  the  heart? 

Automobile  exhaust  and  smoke 
from  many  factory  and  civilian  chim¬ 
neys  are  most  often  responsible.  For 
instance,  in  December,  1952,  England 
suffered  a  severe  cold  spell  which 
increased  fuel  consumption.  A  high 
atmospheric  pressure  pushed  down  the 
smog  and  the  result  was  4000  deaths, 
mostly  cardiac  and  pulmonary.  Air¬ 
plane  exhausts  must  also  be  included 
here.  Even  a  reduced,  but  long-con¬ 
tinued,  air  pollution  may  hasten  the 
development  of  emphysema  and  sub¬ 
sequent  heart  failufe. 

How  is  it  possible  at  the  present  time 
to  handle  the  problems  of  heat,  high 
humidity  and  smog  and  improve  the 
treatment  of  the  cardiac  patient? 

All  cardiac  patients,  particularly 
those  in  the  older  age  groups,  should 
be  specifically  informed  regarding  the 
potential  dangers  of  heat,  humidity 
and  smog,  which  affects  almost  every 
major  city  and  many  smaller  ones  in 
the  world  today.  All  outdoor  activities 
should  be  individually  scheduled  in 
order  to  avoid  the  hot  and  humid 
daytime  hours,  and,  whenever  possible, 
air  conditioning  should  be  used.  Appro¬ 
priate  adjustments  in  fluid  intake  and 
diet  should  also  be  made. 

What  about  anoxia  secondary  to  high- 
altitude  air  travel? 

As  a  result  of  improved  control 
methods  today,  anoxia  from  this  source 
is  rare  since  most  air  lines  provide 
additional  oxygen  and  a  uniformly 
stabilized  air  pressure  in  their  cabins. 

Does  traveling  quickly  from  a  hot, 
humid  environment  to  a  cooler  climate 


place  an  added  burden  on  a  diseased 
heart? 

Yes.  Sufficient  time  should  always 
be  allowed  to  adjust  to  the  change 
before  permitting  increased  physical 
activity.  The  first  day  in  the  new 
location  should  never  be  devoted  to 
extensive  activities  (even  sight  seeing). 
Altitude  readings  should  also  be  con¬ 
sidered  and  adjustments  made  accord¬ 
ingly. 

Is  there  any  additional  advice  we 
should  give  a  cardiac  patient  con¬ 
templating  a  sudden  climatic  change? 

Proper  electrolyte  and  fluid  bal¬ 
ances  need  attention.  Rent  and  frequent 
smaller  meals  are  preferable  if  a  satis¬ 
factory  cardiovascular  adjustment  is 
expected. 

What  effects  do  a  sudden  change  in 
the  time  zones  have  on  a  cardiac 
patient? 

If  more  than  three  to  four  time 
zones  are  quickly  crossed,  motion 
sickness,  emotional  depression,  marked 
fatigue  and  minor  gastrointestinal  dis¬ 
orders  may  appear.  Even  though  these 
symptoms  may  be  fewer  in  seasoned 
travelers,  it  is  always  good  practice 
to  advise  cardiac  patients  to  obtain 
more  rest  before  undertaking  a  long 
air  journey.  Should  circadian  dysrhy- 
mia  occur,  its  management  is  mainly 
supportive  since  the  effect  of  a  quick 
crossing  of  many  time  zones  is  nearly 
always  transient  and  self  limiting.  Only 
rarely  will  such  energetic  treatment  as 
fluid  and  electrolyte  replacement  be 
required.  A  mild  sedative  may  be 
necessary  in  some  instances.  Above 
all,  operation  of  an  automobile  on 
the  day  of  arrival  is  not  advised.  An 
intelligent  planning  of  the  itinerary 
will  contribute  a  great  deal  in  pre¬ 
venting  the  difficulties  of  adjustment 
to  a  different  time  zone. 

William  G.  Leaman,  Jr.,  M.D.  prepared 
this  Brief  for  the  Council  on  Education 
and  Science,  in  cooperation  with  the 
Pennsylvania  Heart  Association. 
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Don’t  Let  Them  Go  Home  In  The  Dark 


Some  years  ago  a  skilled  editorialist 
coined  the  above  phrase  referring  to  the 
dying  patient.  For  the  cancer  victim  it 
is  especially  apt  and  poignantly  true. 

While  no  physician  likes  to  be  de¬ 
feated  by  disease ,  people  do  die.  There 
comes  a  time,  all  too  often,  when  sur¬ 
gery,  radiation  and  chemotherapy  can 


no  longer  control  the  cancer.  This  end 
point  may  be  scientifically  difficult  to 
define  but  the  personal  physician,  with 
his  intimate  knowledge  of  the  patient 
and  family,  usually  has  little  trouble 
recognizing  the  situation.  At  this  time 
the  patient  needs,  more  than  ever, 
guidance  and  support  for  the  awesome 


experience  of  deterioration  and  death. 
The  aid  given  in  attempting  to  help 
them  live  must  be  matched  by  helping 
them  to  die. 

Specific  symptoms  usually  present 
no  major  problems.  Weakness  is  the 
most  common  complaint  and  responds 
reasonably  well  to  androgens  and  cor¬ 


ticosteroids.  Pain  is  not  present  in 
many  advanced  cancers.  When  it  is, 
control  by  narcotics  of  sufficient  po¬ 
tency  and  amount  is  indicated.  Cer¬ 
tainly  addiction  is  of  no  concern  at  this 
stage.  In  only  a  few  instances  does 
intractable  pain  require  nerve  section 
or  chemical  blockade. 

The  many  other  symptoms,  nausea, 
cough,  diarrhea,  constipation,  depres¬ 


sion,  etc.  are  handled  attentively.  If 
nursing  care  is  not  a  great  problem  and 
the  family  and  patient  are  willing,  home 
care  is  the  best  environment.  Otherwise 
an  extended  care  facility  is  preferable. 

Most  important  are  the  patient's 
psychological  needs.  Especially  he  must 
be  made  to  feel  he  will  not  be  aban¬ 
doned  or  forgotten.  Family  and  reli¬ 
gious  support  are  vita!  and  medical 


support  is  crucial.  Visits  must  be  main¬ 
tained  at  the  usual  frequency,  perhaps 
even  increased  in  number  if  the  patient 
is  aware  and  desirous  of  such  help.  The 
patient's  family  also  needs  medical  sup¬ 
port  in  the  form  of  progress  reports 
and  simple  explanations  of  problems. 

A  ttentive  and  compassionate  care  are  I 
of  the  greatest  value.  For  truly  no  one  | 
should  have  to  go  home  in  the  dark. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  The  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer  Forurr 
is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Pascal  F.  Lucchesi,  M.D. 

601  E.  Gorgas  Ln.,  Philadelphia  19119 
Thomas  W.  McCreary,  M.D. 

500  Pinney  St.,  Rochester  15074 
Russell  B.  Roth,  M.D. 

225  W.  Twenty-Fifth  St.,  Erie  16502 
Executive  Director— Alex  H.  Stewart 

PENNSYLVANIA  MEDICINE 


Delegates  and  Alternates  to 
American  Medical  Association 

DELEGATES  WHOSE  TERMS  EXPIRE  1971 

Wendell  B.  Gordon,  M.D. 

550  Grant  St.,  Pittsburgh  15219 
Samuel  B.  Hadden,  M.D. 

135  S.  Nineteenth  St.,  Philadelphia  19103 

Fohn  B.  Lovette,  M.D. 

353  Market  St.,  Johnstown  15901 

Thomas  W.  McCreary,  M.D.,  Chairman 
500  Pinney  St.,  Rochester  15074 
dalcolm  W.  Miller,  M.D. 

Suite  412,  Lankenau  Medical  Bldg.,  Philadelphia  19151 
tussell  B.  Roth,  M.D. 

225  W.  Twenty-Fifth  St.,  Erie  16502 

)ELEGATES  WHOSE  TERMS  EXPIRE  1972 

Villiam  A.  Barrett,  M.D. 

3708  Fifth  Ave.,  Pittsburgh  15213 

ark  M.  Horton,  M.D.,  Vice-Chairman 
215  Church  St.,  New  Milford  18834 

dmund  L.  Housel,  M.D.,  Secretary 
255  S.  Seventeenth  St.,  Philadelphia  19103 
illiam  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 

illiam  Y.  Rial,  M.D. 

I  111  Dartmouth  Ave.,  Swarthmore  19081 
'illiam  B.  West,  M.D. 

904  Mifflin  St.,  Huntingdon  16652 

-TERNATE  DELEGATES  WHOSE  TERMS  EXPIRE  1971 
)bert  F.  Beckley,  M.D. 

341  Susquehanna  Ave.,  Lock  Haven  17745 

ilbur  E.  Flannery,  M.D. 

!  24  E.  Grant  St.,  New  Castle  16101 
ul  S.  Friedman,  M.D. 

1422  Chestnut  St.,  Philadelphia  19102 

itthew  Marshall,  Jr.,  M.D. 

570  Medical  Center  E.,  211  N.  Whitfield  St.,  Pittsburgh 
15206 

vid  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 

(  cancy) 

-TERNATE  DELEGATES  WHOSE  TERMS  EXPIRE  1972 

1  William  Alexander,  M.D. 

: 542  Elm  St.,  Reading  19601 
iome  Chamovitz,  M.D. 

17  Beaver  Rd.,  Sewickley  15143 
1 )  C.  Eddinger,  M.D. 

951  N.  Fourth  St.,  Allentown  18102 
I/mond  C.  Grandon,  M.D. 

131  State  St.,  Harrisburg  17101 
(  >rge  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
f  Robert  Tyson,  M.D. 

1401  N.  Broad  St.,  Philadelphia  19140 


Standing  Committees, 

Board  of  Trustees 

ADVISORY  TO  THE  EXECUTIVE  DIRECTOR 

Park  M.  Horton,  M.D.,  Chairman 

215  Church  St.,  New  Milford  18834 

William  A.  Barrett,  M.D. 

3708  Fifth  Ave.,  Pittsburgh  15213 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
David  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 
George  P.  Rosemond,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 
Cyrus  B.  Slease,  M.D. 

183  S.  Jefferson  St.,  Kittanning  16201 
Staff  Assignment— John  F.  Rineman 

FINANCE 

David  S.  Masland,  M.D.,  Chairman 
313  S.  Hanover  St.,  Carlisle  17013 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
H.  Thompson  Dale,  M.D. 

138  W.  College  Ave.,  State  College  16801 
William  J.  Kelly,  M.D. 

721  Jenkins  Bldg.,  Pittsburgh  15222 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 

Staff  Assignment—  David  H.  Small 
PUBLICATION 

H.  Thompson  Dale,  M.D.,  Chairman 

138  W.  College  Ave.,  State  College  16801 

George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 

William  C.  Ryan,  M.D. 

W.  Fairview  St.,  Somerset  15501 

Robert  S.  Sanford,  M.D. 

12  N.  Main  St.,  Mansfield  16933 

Ralph  K.  Shields,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 

Staff  Assignment—  Mary  L.  Uehlein 

Special  Committees,  Board  of  Trustees 

BENJAMIN  RUSH  AWARDS 

Cyrus  B.  Slease,  M.D.,  Chairman 

183  Jefferson  St.,  Kittanning  16201 
LeRoy  A.  Gehris,  M.D. 

808  N.  Third  St.,  Reading  19601 
William  J.  Kelly,  M.D. 

721  Jenkins  Bldg.,  Pittsburgh  15222 

Ralph  K.  Shields,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment—  L.  Riegel  Haas 


J4UARY,  1971 
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DISTINGUISHED  SERVICE  AWARD 


STUDY  MEDICAL  DEFENSE  FUND 


John  H.  Harris,  Sr.,  M.D.,  Chairman 

1301-A  N.  Second  St.,  Harrisburg  17102 

George  E.  Farrar,  Jr.,  M.D. 

Wyeth  Laboratories,  P.O.  Box  8299,  Philadelphia  19101 

William  A.  Barrett,  M.D. 

3708  Fifth  Ave.,  Pittsburgh  15213 

Staff  Assignment—  Dane  S.  Wert 

LIAISON  WITH  HOSPITAL  ASSOCIATION  OF  PENNSYLVANIA 
William  A.  Barrett,  M.D.,  Chairman 
3708  Fifth  Ave.,  Pittsburgh  15213 
Rudolph  K.  Glocker,  M.D. 

701  Main  St.,  Royersford  19468 
William  Y.  Rial,  M.D. 

1 1 1  Dartmouth  Ave.,  Swarthmore  19081 
Staff  Assignment- Larry  R.  Fosselman 

LIBRARY  AND  ARCHIVES 

David  S.  Masland,  M.D.,  Chairman 
313  S.  Hanover  St.,  Carlisle  17013 

Harold  O.  Closson,  M.D. 

7  W.  Broadway,  Gettysburg  17325 

James  R.  Johnston,  M.D. 

59  S.  Pitt  St.,  Carlisle  17013 

Staff  Assignment— Charles  G.  Appleby,  Jr. 

OFFICERS'  CONFERENCE 

Orlo  G.  McCoy,  M.D.,  Chairman 
P.  O.  Box  195,  Canton  17724 

John  H.  Boal",  Jr.,  M.D. 

385  Second  St.,  Beaver  15009 

David  S.  Cristol,  M.D. 

255  S.  Seventeenth  St.,  Philadelphia  19103 

David  W.  Kline,  M.D. 

Medical  Center  Clinic,  Greenville  16125 

Claude  E.  Nichols,  M.D. 

1727  N.  Sixth  St.,  Harrisburg  17102 

Ex  Officio 

William  A.  Limberger,  M.D.,  (President) 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 

David  J.  Keck,  M.D.  (Board  Representative) 

7  E.  Main  St.,  Fairview  16415 
Staff  Assignment— James  P.  O’Leary 

Standing  Committ 

ADVISORY  TO  WOMAN'S  AUXILIARY 

J.  Thomas  Millington,  M.D.,  Chairman 

242  Westover  Dr.,  New  Cumberland  17070 

William  A.  Barrett,  M.D. 

3708  Fifth  Ave.,  Pittsburgh  15213 
William  R.  A.  Boben,  M.D. 

318  S.  Franklin  St.,  Wilkes-Barre  18702 
Elizabeth  M.  Cleland,  M.D. 

106  S.  Fraley  St.,  Kane  16735 

A.  Wesley  Hildreth,  M.D. 

302  Mahantongo  St.,  Pottsville,  17901 


William  B.  West,  M.D.,  Chairman 
904  Mifflin  St.,  Huntingdon  16652 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
Park  M.  Horton,  M.D. 

215  Church  St.,  New  Milford  18834 
Staff  Assignment— Robert  L.  Lamb 

STUDY  THE  MEDICAL  PRACTICE  ACT 

William  J.  Kelly,  M.D.,  Chairman 

721  Jenkins  Bldg.,  Pittsburgh  15222 
John  H.  Killough,  M.D. 

1025  Walnut  St.,  Philadelphia  19107 
Edgar  W.  Meiser,  M.D. 

428  N.  Duke  St.,  Lancaster  17602 
Staff  Assignment—  Robert  H.  Craig,  Jr. 

SUSQUEHANNA  VALLEY  REGIONAL  MEDICAL  PROGRAM 

John  H.  Harris,  Sr.,  M.D.,  Chairman 

3101-A  N.  Second  St.,  Harrisburg  17102 
Ellsworth  R.  Browneller,  M.D. 

Secretary  of  Health,  802  Health  and  Welfare  Bldgji 
Harrisburg  17102 

H.  Thompson  Dale,  M.D. 

138  W.  College  Ave.,  State  College  16801 

Raymond  C.  Grandon,  M.D. 

131  State  St.,  Harrisburg  17101 

George  T.  Harrell,  Jr.,  M.D. 

Milton  S.  Hershey  Medical  Center,  P.O.  Box  Y,  Hersha 
17033 

Park  M.  Horton,  M.D. 

215  Church  St.,  New  Milford  18834 

David  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 

George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
William  C.  Ryan,  M.D. 

W.  Fairview  St.,  Somerset  15501 
Robert  S.  Sanford,  M.D. 

12  N.  Main  St.,  Mansfield  16933 
Ex  Officio 

William  A.  Limberger,  M.D.  (President) 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
Staff  Assignment— John  F.  Rineman 

ees,  State  Society 

Staff  Assignment— Arlene  C.  Oyler 


AID  TO  EDUCATION 

Robert  S.  Sanford,  M.D.,  Chairman 
12  N.  Main  St.,  Mansfield  16933 

Manuel  A.  Bergnes,  M.D. 

1735  W.  Main  St.,  Norristown  19401 

William  F.  Brennan,  M.D. 

1900  William  Penn  Highway,  Pittsburgh  15221 
Staff  Assignment— Alex  H.  Stewart 
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PENNSYLVANIA  MEDIClE 


INSTITUTION  AND  BY-LAWS 


NOMINATE  DELEGATES  AND  ALTERNATES  TO  THE  AMA 


[.  Robert  Tyson,  M.D.,  Chairman 
3401  N.  Broad  St.,  Philadelphia  19140 

William  F.  Donaldson,  Jr.,  M.D. 

128  N.  Craig  St.,  Pittsburgh  15213 

harles  P.  Hammond,  M.D. 

449  W.  James  St.,  Lancaster  17603 

'orrie  B.  Macom,  M.D. 

134  W.  Ridge  St.,  Lansford  18232 

I.  William  Stewart,  M.D. 

Blair  Memorial  Hospital,  Huntingdon  16652 

x  Officio 

aymond  C.  Grandon,  M.D.  (Secretary) 

131  State  St.,  Harrisburg  17101 

illiam  Y.  Rial,  M.D.  (Speaker,  House  of  Delegates) 

1 1  i  Dartmouth  Ave.,  Swarthmore  19081 

ihn  B.  Lovette,  M.D.  (Vice-Speaker,  House  of  Delegates) 
353  Market  St.,  Johnstown  15901 

hn  F.  Rineman  (Executive  Director) 

20  Erford  Rd.,  Lemoyne  17043 

k  Grove  McCown,  Esq.  (Legal  Counsel) 

|  Pepper,  Hamilton  &  Scheetz,  2001  The  Fidelity  Bldg., 
Philadelphia  19109 

aff  Assignment—  Robert  L.  Lamb 


,he  SCIPLINE 

hn  T.  McGeehan,  M.D.,  Chairman 

Andrew  Kaul  Memorial  Hospital,  St.  Marys  15857 

mes  H.  Allison,  M.D. 

■  508  S.  Washington  St.,  Gettysburg  17325 

1:rman  Bush,  M.D. 

354  College  Ave.,  Beaver  15009 

arles  B.  Hollis,  M.D. 

I  The  Cambridge  Apts.,  Schoolhouse  Lane  W.,  Philadel¬ 
phia  19144 

eodore  H.  Mendell,  M.D. 

2023  Spruce  St.,  Philadelphia  19103 
aan  L.  Trexler,  M.D. 
j  15  S.  Franklin  St.,  Fleetwood  19522 

I’.ff  Assignment—  Robert  L.  Lamb 


I'DICAL  BENEVOLENCE 

1  liam  B.  West,  M.D.,  Chairman 
904  Mifflin  St.,  Huntingdon  16652 

1  rman  A.  Fischer,  Jr.,  M.D. 

25  W.  Ross  St.,  Wilkes-Barre  18702 

I /id  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 

t  Officio 

F/mond  C.  Grandon,  M.D.,  (Secretary) 
131  State  St.,  Harrisburg  17101 

S  ff  Assignment—  Robert  L.  Lamb 
EDTOUARY,  1971 


John  B.  Montgomery,  M.D.,  Chairman  (Term  expires  1972) 
1930  Chestnut  St.,  Philadelphia  19103 

Fred  C.  Brady,  M.D.,  (Term  expires  1973) 

1501  Locust  St.,  Pittsburgh  15219 

Edgar  W.  Meiser,  M.D.,  (Term  expires  1971) 

428  N.  Duke  St.,  Lancaster  17602 

Staff  Assignment— John  F.  Rineman 


OBJECTIVES 

Wilbur  E.  Flannery,  M.D.,  Chairman  (Term  expires  1971) 

24  E.  Grant  St.,  New  Castle  16101 

Malcolm  W.  Miller,  M.D. ,  Vice-Chairman  (Term  expires  1971) 
412  Lankenau  Medical  Bldg.,  Philadelphia  19151 

Allen  W.  Cowley,  M.D.  (Term  expires  1971) 

1919  N.  Front  St.,  Harrisburg  17102 

George  E.  Farrar,  Jr.,  M.D.  (Term  expires  1971) 

Wyeth  Laboratories,  P.O.  Box  8299,  Philadelphia  19101 

Herman  A.  Fischer,  Jr.,  M.D.  (Term  expires  1971) 

25  W.  Ross  St.,  Wilkes-Barre  18702 

John  V.  Blady,  M.D.  (Term  expires  1972) 

Parkway  House,  2201  Benjamin  Franklin  Parkway, 
Philadelphia  19130 

Robert  J.  Carroll,  M.D.  (Term  expires  1972) 

4725  McKnight  Rd.,  Pittsburgh  15237 

Frank  R.  Kinsey,  M.D.  (Term  expires  1972) 

Lewistown  Hospital,  Lewistown  17044 
Edward  J.  Kowalewski,  M.D.  (Term  expires  1972) 

1 15  N.  Ninth  St.,  Akron  17501 
Charles  K.  Rose,  Jr.,  M.D.  (Term  expires  1972) 

Oakhurst  Manor,  R.D.  1,  Center  Valley  18034 

R.  William  Alexander,  M.D.  (Term  expires  1973) 

542  Elm  St.,  Reading  19601 
Daniel  H.  Bee,  M.D.  (Term  expires  1973) 

561  Water  St.,  Indiana  15701 
Marshall  M.  Johnson,  Jr.,  M.D.  (Term  expires  1973) 

1732  Brighton  PL,  Pittsburgh  15212 

George  S.  Klump,  M.D.  (Term  expires  1973) 

416  Pine  St.,  Williamsport  17701 

Sydney  E.  Sinclair,  M.D.  (Term  expires  1973) 

Pennsylvania  Blue  Shield,  Camp  Hill  17011 

Staff  Assignment-W\W\dim  N.  Graff 


RELATIONSHIPS  WITH  ALLIED  PROFESSIONS 

Malcom  W.  Miller,  M.D.  Chairman 

412  Lankenau  Medical  Bldg.,  Philadephia  19151 

Wendell  B.  Gordon,  M.D. 

550  Grant  St.,  Pittsburgh  15219 

Charles  L.  Leedham,  M.D. 

Pennsylvania  Dept,  of  Health,  P.O.  Box  90,  Harris¬ 
burg  17120 

Joseph  M.  Stowell,  M.D. 

501  Howard  Ave.,  Altoona  16601 

William  B.  West,  M.D. 

904  Mifflin  St.,  Huntingdon  16652 

Staff  Assignment— Robert  H.  Craig,  Jr. 
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Special  Committees,  State  Society 

ADVISORY  COMMITTEE  ON  HEALTH  CARE 
George  L.  Cullen,  Chairman 

Strawbridge  and  Clothier,  801  Market  St.,  Philadelphia 
19105 

Charles  H.  Watts,  II,  Ph.D.,  Litt.D.,  L.L.D.,  Vice-Chairman 
Bucknell  University,  Lewisburg  17837 

The  Rev.  Paul  M.  Washington 

The  Church  of  the  Advocate,  2111  N.  Gratz  St., 
Philadelphia  19121 

Patrick  M.  Greene 

Pennsylvania  AFL-CIO,  101  Pine  St.,  Harrisburg  17101 

The  Hon.  J.  Quint  Salmon 

798  Turnpike  St.,  Beaver  15009 
Mrs.  John  M.  Spatz 

105  Audbert  Dr.,  Pittsburgh  15236 

The  Hon.  John  H.  Ware 

55  S.  Third  St.,  Oxford  19363 

Staff  Assignment— Dane  S.  Wert 

GENERAL  PRACTICE 

O.K.  Stephenson,  M.D.,  Chairman 
E.  Main  St.,  New  Bloomfield  17068 

H.  Robert  Davis,  Jr.,  M.D. 

1 12  Fourth  St.,  Boiling  Springs  17007 
Robert  G.  Hale,  M.D. 

4004  Fairway  Rd.,  Lafayette  Hill  19444 
Harriet  M.  Harry,  M.D. 

P.O.  Box  617,  State  College  16801 

Frank  M.  Mateer,  M.D. 

4800  Friendship  Ave.,  Pittsburgh  15224 

Arthur  D.  Nelson,  M.D. 

898  Crestline  Dr.,  Blue  Bell  19422 

Larue  Pepperman,  M.D. 

931  Arch  St.,  Williamsport  17705 
Staff  Assignment— LeRoy  C.  Erickson 

INTERSPECIALTY  COMMITTEE 

Robert  S.  Pressman,  M.D.,  Chairman 
Leonard  F.  Bush,  M.D.,  Vice-Chairman 

(Following  each  specialty  represented,  the  delegate  is  listed  first, 
the  alternate  second.) 

Anesthesiology— Leonard  Bachman,  M.D.,  1740  Bainbridge 
St.,  Philadelphia  19146;  Louis  J.  Hampton,  M.D.,  300 
Highland  Ave.,  Hanover  17331. 

Colon,  Rectal  Surgery— Guy  L.  Kratzer,  M.D.,  1447  Ham¬ 
ilton  St.,  Allentown  18102;  Henry  C.  Schneider,  M.D., 

4801  Penn  St.,  Philadelphia  19124. 

Dermatology— Herbert  Goldschmidt,  M.D.,  1  Decker  Sq., 
Bala-Cynwyd  19004;  Robert  F.  Dickey,  M.D. ,  Geisinger 
Medical  Center,  Danville  17821. 

General  Practice— Thomas  L.  Leaman,  M.D.,  Hershey  Med¬ 
ical  Center,  500  University  Dr.,  Hershey  17033;  John 
J.  Hanlon,  M.D. ,400  W.  Main  St.,  Mechanicsburg  17055. 

Internal  Medicine— Robert  S.  Pressman,  M.D.,  170  W.  Olney 
Ave.,  Philadelphia  19120;  Alexander  M.  Minno,  M.D., 
3500  Fifth  Ave.,  Pittsburgh  15213. 
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Neurosurgery— Stuart  N.  Rowe,  M.D.,  302  Iroquois  Bldg., 
3600  Forbes  Ave.,  Pittsburgh  1  521 3;  Michael  Scott, M.D.|j 
3401  N.  Broad  St.,  Philadelphia  19140. 

Obstetrics,  Gynecology—  John  D.  Corbit,  Jr.,  M.D.,  414 
Lankenau  Medical  Bldg.,  Philadelphia  19151;  Claytorj 
T.  Beecham,  M.D.,  Mile  Post  Rd.,  R.D.  1,  Sunburn 
17801. 

Ophthalmology— H.  Ford  Clark,  M.D.,  814  Washington  St. 
Huntingdon  16652;  William  K.  Grove,  M.D.,  426  W 
Market  St.,  York  17404. 

Otolaryngology— David  A.  Cope,  M.D.,  210  S.  Sixth  Ave. I 
W.  Reading  19602;  Joseph  A.  Cipcic,  M.D.,  M.D.,  Bldg.| 
1501  Locust  St.,  Pittsburgh  15219 

Orthopaedics— Willard  H.  Love,  Jr.,  M.D.,  2800  Green  St. I 
Harrisburg  17110;  Robert  H.  Cram,  M.D.,  49  HampdeJ 
Rd.,  Upper  Darby  19082. 

Clinical  Pathology— Robert  C.  Lyons,  M.D.,  1759  Heleil 
Dr.,  Pittsburgh  15216;  John  W.  Eiman,  M.D.,  Abingto: l 
Memorial  Hospital  Abington  19001. 

Pediatrics—  Ray  W.  Croyle,  M.D.,  P.O.  Box  8,  Parnassul 
Station,  New  Kensington  15068;  Robert  L.  Vanderlir^ 
M.D.,  414  Locust  St.,  Williamsport  17701. 

Physical ' Medicine,  Rehabilitation— Thomas  C.  Hohmanr 
M.D.,  St.  Francis  Hospital,  Pittsburgh  15201;  Domini 
A.  Donio,  M.D.,  528  Washington  St.,  Allentown  181 02  J 

Psychiatry  —  Frederick  L.  Weniger,  M.D.,  Western  Psychia  I 
ric  Institute.,  Pittsburgh  15213;  Arthur  Lindenfeh 
M.D.,  Liberty  Square  Medical  Center,  Seventeenth  an 
Liberty  Sts.,  Allentown  18104. 

Radiology— Ross  H.  Smith,  Jr.,  M.D.,  101  Emerson  Ave  j 

Pittsburgh  15215;  Theodore  A.  Tristan,  M.D.,  Pob  f 
clinic  Hospital,  Harrisburg  17105. 

Surgery— Leonard  F.  Bush,  M.D.,  Geisinger  Medical  Cente  j 
Danville  1  7821 ;  (Vacancy). 

Thoracic  Surgery— Benjamin  G.  Musser,  M.D.,  2247  N.  Froi  j( 
St.,  Harrisburg  17110;  Joseph  C.  Donnelly,  Jr.,  M.D 
305  Lankenau  Medical  Bldg.,  Philadelphia  19151. 

Urology- Josiah  F.  Reed,  Jr.,  M.D.,  508  N.  Second  S 
Harrisburg  17101;  John  W.  Best,  M.D.,  Brockie  Medic 
Center,  924  Colonial  Ave.,  York  17403. 

Staff  Assignment— Robert  L.  Lamb 


•  l 
l 

MEDICINE  AND  RELIGION 

Robert  S.  Sanford,  M.D.,  Chairman 
12  N.  Main  St.,  Mansfield  16933 

Thomas  H.  Aughinbaugh,  M.D. 

405  E.  Market  St.,  Clearfield  16830 
Clinton  R.  Coulter,  M.D. 

Box  354,  Parker  16049 

J.  Mostyn  Davis,  M.D. 

301  E.  Sunbury  St.,  Shamokin  17872 

Donald  C.  Geist,  M.D. 

510  Cynwyd  Cir.,  Bala-Cynwyd  19004 
George  R.  Greenwood,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 

Thomas  M.  Hart,  M.D. 

1001  S.  George  St.,  York  17405 
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ussell  E.  James,  M.D. 

[  335  Wyoming  Ave.,  Kingston  18704 

eorge  R.  Matthews,  M.D. 

Reading  Hospital,  Reading  19601 

arold  L.  Wilt,  M.D. 

207  Union  Station  Bldg.,  Brownsville  15417 
Two  Vacancies) 

onsultants 

he  Rev.  John  K.  Stoner 

Twentieth  and  Chestnut  Sts.,  Harrisburg  17104 

he  Rev.  Chauncey  J.  Varner 
I  900  S.  Arlington  Ave.,  Harrisburg  17109 
abbi  Jeffrey  A.  Wohlberg 
'  Front  and  Wisconisco  Sts.,  Harrisburg  17110 
he  Rev.  Donald  E.  Adams 
P.O.  Box  2557,  Harrisburg  17105 
'aff  Assignment— Terry  R.  Lenker 

1  rUDY  RELATIONS  BETWEEN  MEDICINE  AND  OSTEOPATHY 

illiam  A.  Sodeman,  M.D.,  Chairman 
Suite  620,  1 16  S.  Seventh  St.,  Philadelphia  19106 
arry  W.  Bashline,  M.D. 

■t  Pine  and  Center  Sts.,  Grove  City  16127 


Luscian  W.  DiLeo,  M.D. 

1136  Linden  St.,  Allentown  18102 

Raymond  C.  Grandon,  M.D. 

131  State  St.,  Harrisburg  17101 

George  S.  Klump,  M.D. 

416  Pine  St.,  Williamsport  17701 

Jerome  J.  Rubin,  M.D. 

1332  Devereaux  Ave.,  Philadelphia  19111 

Ex  Officio 

William  A.  Limberger,  M.D.  (President) 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 

George  P.  Rosemond,  M.D.  (President-Elect) 

3401  N.  Broad  St.,  Philadelphia  19140 

Park  M.  Horton,  M.D.  (Chairman,  Board  of  Trustees) 
215  Church  St.,  New  Milford  18834 

Consultants 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 

Richard  A.  Kern,  M.D. 

Room  102,  3401  N.  Broad  St.,  Philadelphia  19140 
Russell  B.  Roth,  M.D. 

225  W.  Twenty-Fifth  St.,  Erie  16502 

Staff  Assignment—  Robert  H.  Craig,  Jr. 


Administrative  Councils 


) 

* 

ouncil  on  Education  and  Science 

ichard  B.  Magee,  M.D.,  Chairman 
Blair  Medical  Center,  501  Howard  Ave.,  Altoona  16601 

:rome  Chamovitz,  M.D.,  Vice-Chairman 
17  Beaver  Rd.,  Sewickley  15143 

Reed  Babcock,  M.D. 

421  N.  Allegheny  St.,  Bellefonte  16823 

illiam  F.  Bouzarth,  M.D. 

Front  and  Lehigh  Ave.,  Philadelphia  19125 

imes  A.  Collins,  Jr.,  M.D. 

Geisinger  Medical  Center,  Danville  17821 
obert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Ln.,  Harrisburg  17109 
ichard  B.  Eisenberg,  M.D. 

4929  Edgevale  Dr.,  Erie  16509 

obert  L.  Evans,  M.D. 

York  Hospital,  York  17405 
dney  A.  Goldblatt,  M.D. 

I  1086  Franklin  St.,  Johnstown  15905 
i>hn  H.  Killough,  M.D. 

1025  Walnut  St.,  Philadelphia  19107 

!>hn  H.  Moyer,  III,  M.D. 

230  N.  Broad  St.,  Philadelphia  19102 

ml  J.  Poinsard,  M.D. 

j  2123  Delancey  St.,  Philadelphia  19103 

lexander  Randall,  IV,  M.D. 

1 174  Highland  Ave.,  Abington  19001 

j)seph  J.  Schwerha,  M.D. 

6306  Jack  St.,  Finleyville  15332 


Bernard  Sigel,  M.D. 

The  Medical  College  of  Pennsylvania,  Philadelphia  19129 

Nathan  Sussman,  M.D. 

805  N.  Second  St.,  Harrisburg  17102 

Samuel  G.  Watterson,  M.D. 

R.D.  2,  Boswell  15531 

Hiram  L.  Wiest,  M.D. 

500  University  Dr.,  Hershey  17033 

Ex  Officio 

Charles  A.  Bikle,  M.D.  (Third  Vice-President) 

19  N.  Fifth  Ave.,  Chambersburg  17201 

George  A.  Rowland,  M.D.  (Board  Representative) 

101  State  St.,  Millville  17846 

Organ  Transplant  Consultant 
William  C.  Beck,  M.D. 

Guthrie  Clinic,  Sayre  18840 

Television  Consultants 

Jack  Borland 

Smith  Kline  &  French  Laboratories,  Philadelphia  19101 

Kenneth  Brubaker 

Altoona  Cable  TV,  Altoona 

Nile  D.  Coon,  Ed.  D., 

Pennsylvania  Dept,  of  Education,  Harrisburg  17120 

Robert  Larson,  D.D. 

WITF-TV,  Hershey  17033 

John  F.  Worman 

Hospital  Association  of  Pennsylvania,  P.O.  Box  608 
Camp  Hill  17011 

Staff  Assignment— LeRoy  C.  Erickson 
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COMMISSION  ON  EMERGENCY  MEDICAL  SERVICES 


COMMISSION  ON  GERIATRICS 


William  F.  Bouzarth,  M.D.,  Chairman 
Episcopal  Hospital,  Philadelphia  19125 

Fred  C.  Brady,  M.D. 

1501  Locust  St.,  Pittsburgh  15219 

Robert  G.  Goldstrohm,  M.D. 

834  Philadelphia  St.,  Indiana  15701 

John  Howard,  M.D. 

230  N.  Broad  St.,  Philadelphia  19102 
Frederick  L.  Jones,  M.D. 

Geisinger  Medical  Center,  Danville  17821 

James  A.  Raub,  M.D. 

501  Howard  Ave.,  Altoona  16601 
Frank  H.  Ridgley,  M.D. 

415  N.  Franklin  St.,  West  Chester  19380 

John  H.  Shugert,  M.D. 

262  Connecticut  Ave.,  Rochester  15074 

Grant  Underwood,  M.D. 

416  Wilson  Ave.,  Washington  15301 

Consultants 

William  E.  DeMuth,  Jr.,  M.D. 

17  S.  West  St.,  Carlisle  17013 
Gerald  Esposito 

P.O.  Box  237 ,  Indiana  15701 

Jake  Fong,  M.D. 

35  Fairway  Dr.,  Greensburg  15601 
Francis  C.  Jackson,  M.D. 

Veterans  Administration,  Washington,  D.C.  20420 

John  E.  Rowland 

P.  O.  Box  90,  Pennsylvania  Dept,  of  Health,  Harrisburg 
17120 

Peter  Safar,  M.D. 

Presbyterian-University  Hospital,  Pittsburgh  15213 

J.  Stanley  Smith,  M.D. 

1116  Towne  House  Apts.,  Harrisburg  17102 
Staff  Assignment— (Vacancy) 


COMMISSION  ON  ENVIRONMENTAL  HEALTH 

Joseph  J.  Schwerha,  M.D.,  Chairman 
6306  Jack  St.,  Finleyville  15332 

Whittier  C.  Atkinson,  M.D. 

824  E.  Chestnut  St.,  Coatesville  19320 
William  H.  Frank,  M.D. 

16  Akers  St.,  Johnstown  15905 

Edward  T.  Geller,  M.D. 

1027  N.  Nineteenth  St.,  Allentown  18104 

Willard  Y.  Grubb,  M.D. 

123  N.  Reading  Ave.,  Boyertown  19512 

Arthur  H.  Keeney,  M.D. 

1601  Spring  Garden  St.,  Philadelphia  19130 

Mark  R.  Leadbetter,  M.D. 

P.O.  Box  1166,  Gulf  Oil  Corp.,  Pittsburgh  15230 

James  T.  McClowry,  M.D. 

315  North  St.,  Springdale  15144 

Katharine  R.  Sturgis,  M.D. 

349  Wister  Rd.,  Wynnewood  19096 

Staff  Assignment— acancy) 


Nathan  Sussman,  M.D.,  Chairman 

805  N.  Second  St.,  Harrisburg  17102 

Victor  S.  Bantly,  M.D. 

715  Oak  St.,  Johnstown  15902 
Ralph  S.  Blasiole,  M.D. 

506  W.  Main  St.,  Monongahela  15063 
Donald  A.  Fusia,  Jr.,  M.D. 

448  Ridge,  New  Kensington  15068 
Arlington  A.  Nagle,  M.D. 

Stouchsburg  19558 

Andrew  J.  Parker,  M.D. 

36  Chestnut  St.,  Lewistown  17044 
Morton  Ward,  M.D. 

2950  Disston  St.,  Philadelphia  19149 
George  R.  Wentzel,  M.D. 

370  Market  St.,  Sunbury  17801 
Raymond  Wing,  M.D. 

Fairview  Ave.,  and  Twenty-First  St.,  Easton  18042 
Consultants 

Joseph  T.  Freeman,  M.D. 

1530  Locust  St.,  Philadelphia  19102 
J.  Stanley  Smith'  M.D. 

1116  Towne  House  Apts.,  Harrisburg  17102 

Staff  Assignment— Terry  R.  Lenker 

COMMISSION  ON  MATERNAL  AND  CHILD  HEALTH 

Alexander  Randall,  IV,  M.D.,  Chairman 
1 174  Highland  Ave.,  Abington  19001 

Andrew  F.  Balkany,  M.D. 

660  Boas  St.,  Harrisburg  17102 

Charles  W.  Burmeister,  M.D. 

Plumsteadville  18948 

John  F.  Drumheller,  M.D. 

161 1  Peach  St.,  Erie  16501 

Jack  Lee  Fairweather,  M.D. 

22  S.  Fifth  St.,  Lewisburg  17837 

Henry  H.  Fetterman,  M.D. 

501  N.  Seventeenth  St.,  Allentown  18104 

Harrison  F.  Harbach,  M.D. 

525  W.  Middle  St.,  Gettysburg  17325 
Scott  Barr  Lewis,  M.D. 

R.D.  1,  West  Chester  19380 

Karl  F.  Rugart,  M.D. 

811  Spruce  St.,  Philadelphia  19107 
Staff  Assignment— Jerry  R.  Lenker 

COMMISSION  ON  MENTAL  HEALTH/MENTAL  RETARDATII 

Paul  J.  Poinsard,  M.D.,  Chairman 

2123  Delancey  St.,  Philadelphia  19103 

William  P.  Camp,  M.D. 

Friends  Hospital,  Roosevelt  Blvd.  and  Adams  A-, 
Philadelphia  19124 
Carmela  F.  deRivas,  M.D. 

700  Joseph  Dr.,  Wayne  19087 
Frederick  B.  Glaser,  M.D. 

321  Bala  Ave.,  Bala-Cynwyd  19004 
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muel  B.  Hadden,  M.D. 

135  S.  Nineteenth  St.,  Philadelphia  19103 
aude  E.  Nichols,  M.D. 

1727  N.  Sixth  St.,  Harrisburg  17102 
lx.  A.  Pittenger,  M.D. 

3601  Fifth  Ave.,  Pittsburgh  15213 

ibert  J.  Shoemaker,  M.D. 

121  University  PI.,  Pittsburgh  15213 

irry  C.  Stamey,  M.D. 

130  W.  Market  St.,  Danville  17821 

aff  Assignment— Terry  R.  Lenker 

)M  Ml  SSI  ON  ON  SCHOOL  HEALTH 

obert  B.  Edmiston,  M.D.,  Chairman 
;  3301  Schoolhouse  Ln.,  Harrisburg  17109 

.  Robert  Gasull,  Jr.,  M.D. 

263  W.  South  St.,  Carlisle  17013 

illiam  C.  Grasley,  M.D. 

|  938  S.  Sparks  St.,  State  College  16801 

iac  L.  Messmore,  M.D. 

;  Geisinger  Medical  Center,  Danville  17821 

avid  G.  Moyer,  M.D. 

701  W.  Main  St.,  Lansdale  19446 

ordon  D.  Myers,  M.D. 

Harrisburg  Hospital,  Harrisburg  17101 

ichard  J.  Patterson,  M.D. 

232  State  St.,  Harrisburg  17101 

larles  E.  Schlager,  M.D. 

810  Bonneview  Rd.,  York  17402 

tieodore  L.  Yarboro,  M.D. 

|  779  E.  State  St.,  Sharon  16146 

1 aff  Assignment— (Vacancy) 


ouncil  on  Governmental  Relations 

igar  W.  Meiser,  M.D.,  Chairman 
428  N.  Duke  St.,  Lancaster  17602 

larles  J.  H.  Kraft,  M.D.,  Vice-Chairman 
Meshoppen  18630 

abert  J.  Beitel,  M.D. 

1026  Hamilton  St.,  Allentown  18101 
abert  J.  Carroll,  M.D. 

4725  McKnight  Rd.,  Pittsburgh  15237 
Preston  Hoyle,  M.D. 

226  S.  Third  St.,  Lewisburg  17837 
ichard  L.  Huber,  M.D. 

1736  Sanderson  Ave.,  Scranton  18509 
blip  E.  Ingaglio,  M.D. 

1838  S.  Broad  St.,  Philadelphia  19145 
igar  H.  Lutz,  M.D. 

26  Maple  St.,  Montrose  18801 
v  mes  M.  Smith,  M.D. 

Carlisle  Hospital,  Carlisle  17013 
ichard  H.  Smith,  M.D. 

341  E.  Lancaster  Ave.,  Downingtown  19335 
>hn  L.  Steigerwalt,  M.D. 

1509  Montgomery  Ave.,  Rosemont  19010 

,  VNUARY,  1971 


Patrick  B.  Storey,  M.D. 

235  N.  Fifteenth  St.,  Philadelphia  19102 
C.  William  Weisser,  M.D. 

312  Grant  Bldg.,  Pittsburgh  15219 

Ex  Officio 

Charles  K.  Rose,  Jr.,  M.D.,  (First  Vice-President) 

Oakhurst  Manor,  R.D.  1,  Center  Valley  18034 

William  J.  Kelly,  M.D.,  (Board  Representative) 

721  Jenkins  Bldg.,  Pittsburgh  15222 
Staff  Assignment—  Robert  H.  Craig,  Jr. 

COMMISSION  ON  FORENSIC  MEDICINE 

James  M.  Smith,  M.D.,  Chairman 
Carlisle  Hospital,  Carlisle  17013 
Robert  J.  Gill,  M.D. 

801  Spruce  St.,  Philadelphia  19107 
Donald  E.  Harrop,  M.D. 

750  S.  Main  St.,  Phoenixville  19460 
Robert  E.  Hobbs,  M.D. 

Pottsville  Hospital,  Pottsville  17901 
William  D.  Lamberton,  M.D. 

213  E.  Forty-First  St.,  Erie  16504 
W.  Ralston  McGee,  M.D. 

30  Delaware  Ave.,  Uniontown  15401 
Joseph  W.  Spelman,  M.D. 

Medical  Examiner’s  Office,  Thirteenth  and  Wood  Sts., 
Philadelphia  19107 
Cyril  H.  Wecht,  M.D. 

1417  Frick  Bldg.,  Pittsburgh  15219 
Staff  Assignment—  Robert  H.  Craig,  Jr. 


Council  on  Medical  Service 

Robert  P.  Dutlinger,  M.D.,  Chairman 
414  N.  Second  St.,  Harrisburg  17101 

John  Helwig,  Jr.,  M.D.,  Vice-Chairman 

E.  Penn  and  E.  Wistar  Sts.,  Philadelphia  19144 

Rudolph  K.  Glocker,  M.D. 

701  Main  St.,  Royersford  19468 

Robert  H.  Kough,  M.D. 

Red  Oak  Dr.,  R.D.  4,  Danville  17821 
George  R.  Moffitt,  Jr.,  M.D. 

Harrisburg  Hospital,  Harrisburg  17101 
William  G.  Ridgway,  M.D. 

1 15  N.  Ninth  St.,  Akron  17501 

Robert  A.  Schein,  M.D. 

5257  Greenridge  Dr.,  Pittsburgh  15236 

Arthur  H.  Silvers,  M.D. 

2342  Providence  Ave.,  Chester  19013 

Daniel  S.  Snow,  M.D. 

602  W.  Ninth  St.,  Erie  16502 

R.  Robert  Tyson,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 

Ralph  M.  Weaver,  M.D. 

1323  N.  Main  St.,  Butler  16001 
John  F.  Whitehill,  Jr.,  M.D. 

Pleasant  Acres,  31 1  Fourth  St.,  Lewistown  17044 

77 


D.  Ernest  Witt,  M.D. 

Fifth  and  Park  Sts.,  Bloomsburg  17815 
Ex  Officio 

Orlo  G.  McCoy,  M.D.  (Second  Vice-President) 

Box  195,  Canton  17724 

Robert  S.  Sanford,  M.D.  (Board  Representative) 

12  N.  Main  St.,  Mansfield  16933 

Consultants 

Harry  V.  Armitage,  M.D. 

225  E.  Twenty-Fourth  St.,  Chester  19013 

William  F.  Donaldson,  Jr.,  M.D. 

128  N.  Craig  St.,  Pittsburgh  15213 
Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Ln.,  Harrisburg  17109 

Matthew  Marshall,  Jr.,  M.D. 

570  Medical  Center  E.,  211  N.  Whitfield  St.,  Pittsburgh 
15206 

Staff  Assignment— Larry  R.  Fosselman 

COMMISSION  ON  COMPREHENSIVE  HEALTH  PLANNING 

George  R.  Moffitt,  Jr.,  M.D.,  Chairman 
Harrisburg  Hospital,  Harrisburg  17101 

James  Z.  Appel,  M.D. 

305  N.  Duke  St.,  Lancaster  17602 

Eugene  A.  Conti,  M.D. 

519  N.  Highland  Ave.,  Pittsburgh  15206 

George  J.  D’Angelo,  M.D. 

1611  Peach  St.,  Erie  16501 

William  R.  Davison,  M.D. 

1111  Franklin  St.,  Johnstown  15905 
Ralph  H.  DeOrsay,  M.D. 

1241  Lindale  Ave.,  Drexel  Hill  19026 

John  A.  Hampsey,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 

Louis  J.  Hampton,  M.D. 

300  Highland  Ave.,  Hanover  17331 

William  Pearlman,  M.D. 

71  W.  River  St.,  Wilkes-Barre  18702 

Staff  Assignment— Larry  R.  Fosselman 

COMMISSION  ON  HOSPITAL  RELATIONS 

Rudolph  K.  Glocker,  M.D.,  Chairman 
701  Main  St.,  Royersford  19468 


Raymond  C.  Davis,  M.D. 

107  Erie  Ave.,  Susquehanna  18847 
Irving  H.  Jones,  M.D. 

R.  D.  1,  Box  250,  Reading  19607 
Harry  D.  Lykens,  M.D. 

253  Easterly  Pkwy.,  State  College  16801 
Lawrence  H.  Warbasse,  Jr.,  M.D. 

Polyclinic  Hospital,  Harrisburg  17105 

Staff  Assignment—  Ronald  M.  Bachman 

Council  on  Public  Service 

Kenneth  L.  Cooper,  M.D.,  Chairman 
230  Dunbar  Rd.,  Williamsport  17701 

Robert  N.  Moyers,  M.D.,  Vice-Chairman 
381  Chestnut  St.,  Meadville  16335 
Gerald  S.  Backenstoe,  M.D. 

500  Chestnut  St.,  Emmaus  18049 
William  F.  Beyer,  M.D. 

E.  Marshall  St.,  West  Chester  19380 
John  C.  Cwik,  M.D. 

1086  Franklin  St.,  Johnstown  15905 
H.  Robert  Davis,  M.D. 

1 12  Fourth  St.,  Boiling  Springs  17007 
James  B.  Donaldson,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 
Leo  C.  Eddinger,  M.D. 

951  N.  Fourth  St.,  Allentown  18102 

Conrad  A.  Etzel,  M.D. 

422  E.  Twenty-Second  St.,  Chester  19013 
Wilson  C.  Everhart,  M.D. 

106  State  St.,  Harrisburg  17101 
Joseph  T.  Ichter,  M.D. 

621  Sandy  Ridge  Rd.,  Doylestown  18901 
Ulysses  E.  Watson,  M.D. 

Roosevelt  Blvd.,  and  Adams  Ave.,  Philadelphia  19124 
Ralph  C.  Wilde,  M.D. 

3500  Fifth  Ave.,  Pittsburgh  15213 

Ex  Officio 

Edward  T.  Lis,  M.D.  (Fourth  Vice-President) 

1776  S.  Queen  St.,  York  17403 
Cyrus  B.  Slease,  M.D.  (Board  Representative) 

183  S.  Jefferson  St.,  Kittanning  16201 

Staff  Assignment—  Dane  S.  Wert 
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MEDICINE 


continuing  education 


INTERMITTENT  COURSES 


j-isted  below  are  courses  of  continuing 
nedical  education  which  include  a  series 
)f  two  or  more  sessions  on  various  sub- 
ects.  To  determine  the  specific  topic  on 
my  given  day,  contact  the  director  at  the 
iddress  given  in  the  course  listing. 


GENERAL  MEDICINE 

,  quippa-Rochester  Hosps.  (rotation);  third 
Wed.,  ea.  mo. 

,  oona  Hospital;  fourth  Thurs.  ea.  mo. 
i  jensburg  (Westmoreland  Hosp.);first  T ues. 
ea.  mo. 

.  instown  (Conemaugh  Valley  Mem.  Hosp.); 
first  Thurs.,  ea.  mo. 

I  trona  Heights  (Allegheny  Valley  Hosp.); 
second  Tues.  ea.  mo. 

i  iontown  Hospital;  last  Mon.  ea.  mo. 

'shington  Hospital;  first  Wed.  ea.  mo. 

O/l  — DIAGNOSIS  AND  MANAGEMENT 
i  HYPERTENSION;  by  Western  Pa.  Re- 
i  nal  Medical  Program  and  Pitt;  AAGP 
i  dit  applied  for.  Contact  Alvin  P.  Shapiro, 
ID.,  Project  Dir.,  501  Flannery  Bldg., 

:  30  Forbes  Ave.,  Pittsburgh  1  521  3. 

,  entown;  September  2,  1970— May  5,  1971 
I— TEAM  APPROACH  TO  PATIENT 

i  RE  (Fall-Winter  Education  Program);  at 
!  :red  Heart  Hosp.;  first  Wed.  ea.  mo.; 

iirs.  each  day;  AAGP  credit  applied  for. 
intact  Vincent  J.  Jerant,  M.D.,  Chm. 

I  use  Staff  &  Educ.,  Sacred  Heart  Hosp., 
<  i  &  Chew  Sts.,  Allentown  18103. 

•  oona  Hospital;  October  15,  1970— May 
:  1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ES  MEDICAL  EDUCATION;  by  Jefferson 
.1  Penn  State;  every  other  Thurs,;  7 
i  nths;  30  hrs.  AAGP  credit  approved, 
intact  John  H.  Killough,  Ph.D.,  M.D., 

.  :oc.  Dean,  Jefferson,  1025  Walnut  St., 

I  ladelphia  19107. 

khlehem;  September  17,  1970— May  20, 
71 

l/AMA-A  PROGRAM  OF  CONTINU- 
13  MEDICAL  EDUCATION;  by  Jefferson 
il  Penn  State;  at  St.  Luke's  Hosp.;  third 
■jrs.  ea.  mo.  (except  December);  8  mos.; 
.  .GP  approval  requested.  Contact  John  H. 

lough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jeffer- 
1 1,  1025  Walnut  St.,  Philadelphia  19107. 

hdford/Kane;  October  20,  1970— May  20, 
71 

I— CURRENT  MEDICAL  AND  SURGI- 
1  L  CONCEPTS  (A  Pennsylvania  Medical 
intinuing  Education  Program);  by  CES; 
Ornately  at  Bradford's  Penn  Hills  Club 
ijl  Kane  Manor;  third  Tues.  ea.  mo.;  18 
S.  AAGP  credit  applied  for;  $25  fee  ($5 
i  gle  session).  Contact  CES,  Pennsylvania 
Idical  Society,  20  Erford  Road,  Lemoyne 
J43. 

ester;  September  8,  1970— May  25,  1971 
l/AM A  — POSTGRADUATE  SEMINARS 

j.NUARY,  1971 


CODE  KEY 

C— Consecutive  days 
I —Intermittent 
O— Circuit 

PG— Postgraduate  Traineeship 
S— Designed  for  full-time  specialists 
AMA—AMA  Accredited  Institution 
CES— Council  on  Education  and 
Science,  Pennsylvania  Medical 
Society 

Hahnemann— Hahnemann  Medical 
College  and  Hospital 
Hershey— Milton  S.  Hershey  Medical 
Center 

Jefferson— Jefferson  Medical  College 
of  Philadelphia 

Pitt—  Universi  ty  of  Pittsburgh,  School 
of  Medicine 

Pitt  P.H.  —  University  of  Pittsburgh, 
Graduate  School  of  Public  Health 
Penn  State— Pennsylvania  State  Uni¬ 
versity 

Temple— Temple  University  Health 
Sciences  Center 

U.  of  Pa.— University  of  Pennsyl¬ 
vania,  School  of  Medicine 
Woman's— The  Medical  College  of 
Philadelphia 

FOR  PHYSICIANS;  by  Hahnemann;  at 
Crozer-Chester  Med.  Center;  2  hrs.  AAGP 
credit  approved  ea.  day;  38  days;  a  day 
ea.  week.  Contact  James  E.  Clark,  M.D., 
Chief  of  Med.,  Crozer-Chester  Med.  Center, 
15th  &  Upland  Sts.,  Upland,  Chester  19013. 

DuBois  Hospital;  February  4— April  8,  1971 
I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  Thurs.;  30  hrs.  AAGP  credit  applied 
for;  $35  fee  ($5  single  session).  Contact 
CES,  Pennsylvania  Medical  Society,  20  Er¬ 
ford  Road,  Lemoyne  17043. 

East  Stroudsburg;  October  17,  1970— April 
17,  1971 

I  —CUR RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
at  General  Hosp.  of  Monroe  Co.,  third  Sat. 
ea.  mo.,  (except  December);  18  hrs.  AAGP 
credit  applied  for;  $25  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Erie;  September  17-18,  1970— May  13-14, 
1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Vincent's  Hosp.; 
Thurs.  eve.  and  Fri.  morn.;  approx,  once 
every  three  weeks;  39  hrs.  AAGP  credit 
applied  for.  Contact  John  H.  Killough, 


Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 

Gettysburg;  January  12— April  21,  1971 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
at  Annie  Warner  Hosp.;  alternating  Tues. 
and  Wed.  every  other  week;  24  hrs.  AAGP 
credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Hazelton  State  Gen.  Hosp.;  September  2, 
1970-May  26,  1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hazelton  Branch  of 
Luzerne  Co.  Med.  Soc.,  and  Hosp.;  1  Vi  hrs. 
per  day;  1  day  per  week;  36  weeks;  30  hrs. 
AAGP  credit.  Contact  Robert  L.  Gunderson, 
M.D.,  Dir.  of  Med.  Educ.,  Hazelton  State 
Gen.  Hosp.,  Hazleton,  Pa.  18201. 

Johnstown;  November  24,  1970— May  25, 
1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Conemaugh  Valley  Memo¬ 
rial  Hosp.,  fourth  T ues.  ea.  mo.  (except  Jan.); 
6  sessions,  2  hrs.  ea.;  12  hrs.  AAGP  credit 
approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

Lancaster  General  Hosp.;  September  22, 
1970-May  18,  1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  1  day  ea.  week;  18  weeks; 
3  hrs.  AAGP  credit  applied  for  ea.  session. 
Contact  John  H.  Esbenshade,  Jr.,  M.D., 
Dir.  of  Medical  Educ.,  Lancaster  Gen.  Hosp., 
555  N.  Duke  St.,  Lancaster  17601. 

Lancaster  Osteopathic  Hosp.;  October  8, 
1970-March  11,  1971 

l/AMA-CONTINUING  MEDICAL  EDU¬ 
CATION  PROGRAM;  by  Hahnemann;  16 
Thursdays;  2  hrs.  ea.  day;  Contact  Harold 
F.  White,  D.O.,  Chmn.,  Prg.  Comm.,  Lan¬ 
caster  Hosp.,  1100  E.  Orange  St.,  Lan¬ 
caster  1  7602. 

Lebanon;  November  3,  1970— May  4,  1971 
l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Quentin  Riding  Academy; 
first  Tues.  every  other  month;  AAGP  credit 
requested.  Contact  John  Killough,  Ph.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Lewistown  Hospital;  February  10— April  14, 
1971 

I— CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  Wed.,  ea.  mo.;  30  hrs.  AAGP  credit 
applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Lock  Haven  Hospital;  October  21,  1970- 
May  5,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  P.rogram);  by  CES; 
first  and  third  Wed.  ea.  mo.;  30  hrs.  AAGP 
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credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Meadville;  September  2,  1970— May  5,  1971 
I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
first  Wed.  ea.  mo.  at  Spencer  Hospital;  30 
hrs.  AAGP  credit  applied  for;  $35  fee  ($5 
single  session).  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Philadelphia;  September  14,  1970— May  17, 
1971 

l/AM A  — A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Methodist  Hosp.;  first  and 
third  Mon.  ea.  mo.  (except  holidays);  AAGP 
approval  requested.  Contact  John  H.  Kil- 
lough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 

Philadelphia;  January  5,  1 970— February  2, 
1971 

I  /AM  A— R  OLE  OF  THE  PRIMARY 
PHYSICIAN  IN  THE  TREATMENT  OF 
PATIENTS  REQUIRING  SURGERY;  by 
Jefferson;  at  room  207,  Jefferson  Hall;  10 
hrs.  AAGP  credit  approved;  Contact  John  H. 
Killough,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 

Pottsville;  September  24,  1970— May  27, 
1971 

l/AMA-CONTINUING  MEDICAL  EDU¬ 
CATION  PROGRAM;  by  Hahnemann;  at 
Good  Samaritan  Hosp.;  fourth  Thurs.  ea. 
mo.  (except  Nov.,  Dec.  and  Apr.);  2  hrs.  ea. 
day.  Contact  Norman  M.  Wall,  M.D.,  Dir.  of 
Med.  Educ.,  Good  Samaritan  Hosp.,  E.  Nor¬ 
wegian  and  Tremont  Sts.,  Pottsville,  17901. 

Pottsville  Hospital;  September  3,  1970— 
June  3,  1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  first  Thurs.  ea.  mo.;  1  0  mos.; 
2  hrs.  AAGP  credit  approved  per  session. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 

Reading;  September  22,  1970— May  25,  1971 
1-1970-71  CONTINUING  EDUCATION 
PROGRAM;  at  St.  Joseph's  Hosp.;  fourth 
Tues.  ea.  mo.  (except  December);  8  hrs. 
AAGP  credit  requested.  Contact  Kenneth  M. 
Schreck,  M.D.,  Med.  Dir.,  St.  Joseph's  Hosp., 
215  Walnut  St.,  Reading  19603. 

Sayre;  August  24,  1970— June  14,  1971 

I  —ROT  ATI  NG  SEMINARS  (10  sessions 
Cardiology;  5  sessions  Dermatology;  11 
sessions  Endocrinology;  13  sessions  Hema¬ 
tology;  7  sessions  Neurology;  8  sessions 
Psychiatry;  4  sessions  Radiation  Therapy; 
9  sessions  Urology— Nephrology);  at  Robert 
Packer  Hosp.;  1  hr.  ea.  session;  hour-for-hour 
AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  Dir.  Med.  Educ.,  Robert 
Packer  Hosp.,  Guthrie  $quare,  $ayre  18840. 

$cranton;  October  21,  1970— May  19,  1971 
l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Mercy  Hosp.;  1  day  a 
month;  8  months;  24  hrs.  AAGP  credit 
approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

Sellersville;  September  23,  1970— June  16, 
1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hahnemann  and 


Grandview  Hosp.;at  Grandview  Hosp.;  fourth 
Wed.  ea.  mo.  (except  December);  18  hrs. 
AAGP  credit  requested.  Contact  D.  Henry 
Ruth,  M.D.,  Dir.  of  Med.  Educ.,  Grandview 
Hosp.,  Sellersville  18960. 

Sharon  General  Hospital;  October  21 ,  1970— 
April  7,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES: 
first  and  third  Wed.  ea.  mo.;  30  hrs.  AAGP 
credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Somerset  Community  Hospital;  October  14, 
1970-May  12,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
second  Wed.  ea.  mo.  except  Jan.  &  Feb.; 
18  hrs.  AAGP  credit  applied  for;  $25  fee 
($5  single  session).  Contact  CES,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Road, 
Lemoyne  17043. 

St.  Marys;  October  25,  1 970— February  28, 
1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 
Memorial  Education  Program)  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 

St.  Marys  Country  Club;  fourth  Sunday  ea. 
mo.  (except  December);  12  hrs.  AAGP 
credit  applied  for.  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne 
1  7043. 

Tunkhannock;  March  17— May  19,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 
Memorial  Education  Program)  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 

Tyler  Memorial  Hospital;  third  Wed.  ea.  mo.; 
9  hrs.  AAGP  credit  applied  for.  Contact 
CES,  Pennsylvania  Medical  Society,  20  Er¬ 
ford  Road,  Lemoyne  17043. 

Uniontown  Hospital;  October  14,  1970- 
March  24,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  other  Wed.,  (except  December);  30 
AAGP  credit  applied  for.  $35  fee  ($5  single 
session).  Contact  CES,  Pennsylvania  Med¬ 
ical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Wellsboro;  March  17— May  19,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 
Memorial  Education  Program);  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 
Soldiers  &  Sailors  Hosp.;  third  Wed.  ea.  mo.; 
9  hrs.  AAGP  credit  applied  for.  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 

Wilkes-Barre  General  Hospital;  September 
17,  1 970— April  15,  1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  third  Thurs.  ea.  mo.;  8  mos.; 
3  hrs.  AAGP  credit  approved  for  ea.  session. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Williamsport  Hosp.;  September  11,  1970- 
March  12,  1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  second  Fri.  ea.  mo.  (except 
January);  AAGP  credit  requested.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean, 


Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 

INTERNAL  MEDICINE 

York  Hospital;  September  17,  1970— April 
29, 1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  every  Thurs.;  30  weeks; 
3  hrs.  AAGP  credit  approved  ea.  day;  $40  fee 
($8.00  single  session).  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jeffer¬ 
son,  1025  Walnut  St.,  Philadelphia  19107. 

Philadelphia;  October  14,  1970— May  12, 
1971 

I /AMA  — INTERNAL  MEDICINE  RE¬ 
VIEWS;  by  Hahnemann;  at  Alumni  Hall; 

3  hrs.  a  day;  1  day  a  week;  27  weeks; 
$150  fee  ($70  per  subspecialty);  81  hrs. 
AAGP  credit  approved.  Contact  Wilbur  A. 
Oaks,  M.D.,  Prog.  Dir.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 

MALIGNANT  DISEASE 

Philadelphia;  September  9,  1970— June  23, 
1971 

I  — CANCER  DETECTION  IN  OFFICE 
PRACTICE;  at  American  Oncologic  Hosp.; 

4  hrs.  a  day;  1  day  a  wk.;  20  hrs.  AAGP 
credit  approved;  course  repeated  every  5 
weeks.  Contact  Joseph  G.  Strawitz,  M.D., 
Assoc.  Dir.,  American  Oncologic  Hosp., 
Central  &Shelmire  Aves.,  Philadelphia  191 11. 

MICROBIOLOGY  &  IMMUNOLOGY 


Allentown  Hosp.;  September  10,  1970— 
June  10,  1971 

I— IMMUNOLOGY :  BASIC  CONCEPTS- 
CLINICAL  APPLICATIONS  (A  Program  of 
Continuing  Medical  Education;  by  Jefferson 
and  Penn  State;  second  Thurs.  ea.  mo.; 
10  mos.,  30  hrs.  AAGP  credit  approved. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.,  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


PSYCHIATRY 

Danville;  September  16,  1970— May  19,  1971 
I  —  PSYCH  I  AT  R  Y  AND  COMMUNITY 
MENTAL  HEALTH;  by  The  Institute  of 
Pennsylvania  Hosp.;  at  Geisinger  Medical 
Center;  2  hrs.  ea.  day;  1  day  a  wk.;  1  0  weeks; 
20  hrs.  AAGP  credit  applied  for.  Contact  J. 
Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  191 39. 

Danville;  September  24,  1970— May  27, 

1971 

I— PSYCHIATRY  AND  MEDICAL 
PRACTICE;  by  The  Institute  of  the  Penn¬ 
sylvania  Hosp.;  at  Geisinger  Medical  Center; 
2  hrs.  per  day;  1  day  a  week;  20  weeks; 
40  hrs.  AAGP  credit  applied  for  $25  fee. 
Contact  J.  Martin  Myers,  M.D.,  Psychiatrist- 
in-Chief,  Pennsylvania  Hosp.,  Ill  N.  49th 
St.,  Philadelphia  19139. 

Lancaster  Gen.  Hosp.;  September— Novem¬ 
ber,  1970  and  February  — April,  1971 

I— PSYCHIATRY  AND  MEDICAL 
PRACTICE;  by  The  Institute  of  the  Penn¬ 
sylvania  Hosp.;2  hrs.  ea.  day,  1  day  ea.  week; 
20  weeks  ea.  semester;  40  hrs.  AAGP  credit 
applied  for;  $25  fee  ea.  semester.  Contact 
J.  Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  19139 
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PENNSYLVANIA  MEDICINI 


orristown;  March— May,  1971 

l-THE  LATENCY  AGE  CHILD:  by  The 
istitute  of  the  Pennsylvania  Hosp.;  at 
lontgomery  Co.  Mental  Health  Clinics, 
ic.;  2  hr.  a  day;  1  day  a  week;  8  weeks; 
6  hrs.  AAGP  credit  applied  for;  $50  fee. 
ontact  J.  Martin  Myers,  M.D.,  Psychiatrist- 
i-Chief,  Pennsylvania  Hosp.,  Ill  N.  49th 
t.,  Philadelphia  19139. 

lorristown  State  Hospital;  March  5,  1971  — 
lay  21,  1971 

I/S— FAMILY  THERAPY;by  Norristown 
tate  Hospital;  2  hrs.  each  day;  one  day 
ach  week;  10  weeks;  $50  fee.  Contact 
ohn  D.  Pruitt,  M.D.,  Dir.  Cont.  Educ.  for 
sychiatrists,  Norristown  State  Hospital, 
tanbridge  and  Sterigere  Sts.,  Norristown 
9401. 

liladelphia;  October  8,  1970— April  6,  1971 

I— MEDICAL  HYPNOSIS;  by  the  Insti- 
ite  of  the  Pennsylvania  Hosp.  and  U.  of  Pa., 
;iv.  of  Grad.  Med.;  at  The  Institute;  4  hrs.  a 
ay;  1  day  a  week;  20  weeks;  80  hrs.  AAGP 
edit  applied  for;  $150  fee.  Contact  J. 
artin  Myers,  M.D.,  Psychiatrist-in-Chief, 
annsylvania  Hosp.,  Ill  N.  49th  St.,  Phila- 
alphia  19139. 

niladelphia;  October  14,  1970— March  3, 
371 

l/AM  A  — PS  YCH I ATR  I C  PROBLEMS  OF 
HILDREN;  at  Hahnemann;  every  Wed. 
sxcept  holidays);  18  weeks;  36  hrs.  AAGP 
edit  requested;  $75  fee.  Contact  Paul  J. 
‘ink,  M.D.,  Dir.  of  Psych.  Educ.,  Hahne- 
ann,  230  N.  Broad  St.,  Philadelphia  19102. 

niladelphia;  October  21,  1970— June  2, 

371 

l/AM  A— SEMI  NARS  IN  PSYCHOTHER- 
PY;  SHORT-TERM,  CRISIS  AND  SUP- 
ORTIVE  THERAPIES;  at  Hahnemann; 
tree  10-week  seminars;  every  Wed.;  20  hrs. 
i.  seminar;  AAGP  credit  requested;  $75  fee 
>r  10-week  session,  $150  for  30  sessions, 
ontact  Paul  J.  Fink,  M.D.,  Dir.  Psych.  Educ., 
ahnemann,  230  N.  Broad  St.,  Philadelphia 
9102. 

hiladelphia;  January  7  — March  25,  1971 

I -TECHNIQUES  OF  CURRENT  THE  R- 
PY  IN  THE  MANAGEMENT  OF  MAR  I- 
AL  PROBLEMS,  ADOLESCENT  PROB- 
EMS  AND  CHRONIC  COMPLAINERS; 
t  The  Institute  of  Penna.  Hosp.;  3  hrs.  a 
ay;  1  day  a  week;  12  weeks;  36  hrs.  AAGP 
'edit  applied  for;  $50  fee.  Contact  J. 
lartin  Myers,  M.D.,  Psychiatrist-in-Chief, 
ennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila- 
elphia  19139. 

hiladelphia;  February  23— March  30,  1971 

I/TREATING  TODAY’S  ADOLESCENT; 
y  Institute  of  Pa.  Hosp.  of  U.  of  Pa.;  at  The 
institute;  1%  hrs.  a  day;  1  day  per  week; 
j  weeks.  Fee  $50.  Contact  J.  Margolis,  M.D., 
oordinator.  Institute  of  Pa.  Hosp.,  Ill  N. 
9th  St.,  Philadelphia  19139. 

hiladelphia;  February  23— April  27,  1971 

I/TREATING  SEXUAL  INCOMPATI- 
ILITY;  by  Institute  of  Pa.  Hosp.  and 
I.  of  Pa.;  at  Marriage  Council  of  Philadelphia; 

J  ’/s  hrs.  a  day;  1  day  per  week;  10  weeks, 
ee  $50.  Contact  Gerald  J.  Margolis,  M.D., 
coordinator.  Institute  of  Pa.  Hosp.,  Ill  N. 
9th  St.,  Philadelphia  19139. 

hiladelphia;  February  22— March  29,  1971 

l/PSYCHOPHARMACOLOGY;  by  Insti- 
ute  of  Pa.  Hosp.  and  Dept,  of  Psych,  of 
).  of  Pa.;  at  1 1 1  N.  49th  St.;  2  hrs.  a  day; 

day  a  week;  6  weeks.  Fee  $50.  Contact 
ierald  J.  Margolis,  M.D.,  Coordinator,  Insti¬ 


tute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  191 39. 

Philadelphia;  April  7-May  12,  1971 

l/AM  A— D  RUGS:  PSYCHOTROPIC, 
PSYCHEDELIC  AND  AD Dl CTI  NG ;at  Hahn¬ 
emann;  every  Wed.;  6  weeks;  12  hrs.  AAGP 
credit  requested;  $50  fee.  Contact  Paul  J. 
Fink,  M.D.,  Dir.  Psych.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 

Philadelphia;  March  24— May  26,  1971 

l/AM  A— ADOLESCENCE  AND  THE 
YOUTH  CULTURE;  by  Hahnemann;  at 
Dept,  of  Psychiatry;  every  Wed.;  10  weeks; 
10  hrs.  AAGP  credit  requested;  $75  fee. 
Contact  Paul  J.  Fink,  M.D.,  Dir.  Psych.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 

CONTINUOUS  COURSES 


Sessions  of  the  following  courses  will  con¬ 
vene  continuously  until  completed. 


ANESTHESIOLOGY 

May  27—29,  1971;  Pittsburgh 

C/LIFE  SUPPORT-MAJOR  ORGAN 
SYSTEM  FAILURES  (Fifth  Annual  Sym¬ 
posium  on  Acute  Medicine)  by  Amer.  Soc. 
of  Anesthesiologists;  at  Pittsburgh  Hilton; 
$100  fee.  Contact  Bulent  Kirimli,  M.D., 
c/o  Dept,  of  Anesthes.,  V.A.  Hosp.,  Pitts¬ 
burgh  1  5240. 


CARDIOVASCULAR  DISEASE 


May  6—7,  1971;  Pittsburgh 

C/PRE-INFARCTION  PATIENT;  by  Pa. 
Heart  Assoc.;  at  Chatham  Center;  7  hrs.  ea. 
day;  14  hrs.  AAGP  credit  applied  for;  $25 
fee.  Contact  Royce  J.  Britton,  Prg.  Dir.,  Pa. 
Heart  Assoc.,  P.O.  Box  2435,  Harrisburg 
17105. 


CHEST  DISEASES 


January  31,  1971;  Charleston,  W.  Va. 

C-FOURTH  ANNUAL  MID-WINTER 
CONFERENCE  ON  CHEST  DISEASE  (A 
symposium  on  Air  Pollution);  by  W.  Va. 
State  Medical  Assoc.;  at  Daniel  Boone  Hotel; 
5  hrs.  Contact  Joseph  T.  Skaggs,  M.D., 
Co-chairman,  P.O.  Box  1031,  Charleston 
25324. 

March  1-12,  1 97 1 ;  Philadelphia 

PG-POSTGRADUATE  COURSES  IN 
B  RONC  HO  ESOPH  AGO  LOG  Y ;  at  Temple, 
Contact  Charles  M.  Norris,  M.D.,  Chevalier 
Jackson  Clinic,  Temple,  3401  N.  Broad  St., 
Philadelphia  19140. 


ENDOCRINOLOGY 


March  10,  1971;  Sharon 

C/AMA-MEDICAL  AND  SURGICAL 
ASPECTS  OF  THYROID  DISEASE:  by 
Jefferson  and  Penn  State;  3  hrs.  AAGP  credit 
requested.  Contact  John  H.  Killough,  Ph.D., 


M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

FORENSIC  MEDICINE 

March  1971;  Berks  Co.  Med.  Soc.,  Reading 
April  14,  1971 ;  William  Penn  Hotel,  Pitts¬ 
burgh 

May  1971;  Conemaugh  Valley  Mem.  Hosp., 
Johnstown 

June  1971;  Lehigh  Valley  Club,  Allentown 
O-MALPRACTICE  IN  THE  EMER¬ 
GENCY  ROOM;  by  CES;  3  hrs.  AAGP  credit 
$5  fee.  Contact  Comm,  on  Emerg.  Med. 
Serv.,  Pennsylvania  Medical  Society,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

GENERAL  MEDICINE 

April  3,  1971;  Harrisburg 

C— DIABETES;  by  CES  and  Pa.  Osteo¬ 
pathic  Assoc.;  at  Holiday  Inn  Town;  6  hrs. 
AAGP  credit  applied  for.  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 


OBSTETRICS  &  GYNECOLOGY 


April  15,  1971;  Hershey  Motor  Lodge 

C-12TH  ANNUAL  MATERNAL  & 
CHILD  HEALTH  INSTITUTE;  by  CES 
and  Pa.  Dept,  of  Health;  $10  fee;  4  hrs. 
AAGP  credit  applied  for.  Contact  Comm,  on 
Maternal  &  Child  Health,  Pennsylvania  Medi¬ 
cal  Society,  20  Erford  Road,  Lemoyne 
17043. 


OPHTHALMOLOGY 


April  28-30,  1971;  Pittsburgh 

C/S-OPHTH  A  LMOLOGIC  MICRO-SUR¬ 
GERY;  by  Pitt;  at  Eye  and  Ear  Hospital; 
24  hrs.;  $400  fee.  20  limit.  Contact  Kenneth 
T.  Richardson,  M.D.,  Eye  and  Ear  Hospital, 
230  Lothrop  St.,  Pittsburgh  15213. 

May  5-7,  1971;  Pittsburgh 

C/S— STRABISMUS  (A  Comprehensive 
Symposium  in  Diagnosis  and  Treatment);  by 
Pitt;  at  Eye  and  Ear  Hospital;  24  hrs.; 
$200  fee;  20  limit.  Contact  David  A.  Hiles, 
M.D.,  Eye  and  Ear  Hospital,  230  Lothrop 
St.,  Pittsburgh  15213. 


OTOLARYNGOLOGY 


April  1-2,  1971;  Philadelphia 

C/AMA-THERAPY  IN  OTOLARYN¬ 
GOLOGY;  1971  (Postgraduate  symposium); 
by  Jefferson;  $50  fee  ($10  to  residents), 
includes  luncheon  both  days  and  one  dinner. 
Contact  William  Baltzell,  M.D.,  Dept,  of 
Otol.,  Jefferson,  1025  Walnut  St.,  Phila¬ 
delphia  19107. 

PUBLIC  HEALTH  & 
PREVENTIVE  MEDICINE 

June  23,  1971 ;  University  Park 

C-SPORTS  MEDICINE  CONFERENCE; 
by  CES  and  Penn  State.  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford  Rd., 
Lemoyne  17043. 
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new  members 


These  M.D.  s  have  joined  the  State  Society 
in  recent  months: 


BEAVER  COUNTY: 

H.  Ronald  Leapman,  M.D.,  2102  Darlington  Rd.,  Beaver 
Falls  15010. 

John  P.  Thomas,  M.D.,  315  Connecticut  Ave.,  Rochester 
15074. 

Carol  F.  Thel,  M.D.,  1404  Brodhead  Rd.,  Aliquippa  15001. 


BRADFORD  COUNTY: 

Robert  W.  Ridley,  M.D.,  104  Rosh  Rd.,  Sayre  18840. 

BUCKS  COUNTY: 

Donald  F.  Nase,  M.D.,  Pennridge  Medical  Arts  Bldg.,  Sellers- 
ville  18960. 

Jack  Spivack,  M.D.,  44  Sweetbriar  Lane,  Levittown  19055. 

DAUPHIN  COUNTY: 

Malcom  H.  McGavran,  M.D.,  M.  S.  Hershey  College  of 
Medicine,  Hershey  17033. 

William  W.  Resinger,  M.D.,  2736-B  Green  St.,  Harrisburg 
17110. 

Harry  J.  Suter,  M.D.,  3514  Trindle  Rd.,  Camp  Hill  17011. 

DELAWARE  COUNTY. 

Francis  A.  Breen,  Jr.,  M.D.,  308  Mt.  Alverno  Rd.,  Media 
19063. 

Donald  H.  Cook,  M.D.,  Pathology  Dept.,  Lankenau  Hospital, 
Philadelphia  19151. 

Leonardo  Dishman,  M.D.,  MCMC  Fitzgerald  Div.,  Darby 
19023. 

Harold  T.  Dodds,  M.D.,  148  David  Dr.,  Havertown  19083. 

Jeffery  M.  Greene,  M.D.,  1815  Earlington  Rd.,  Havertown 
19083. 

Pasquale  B.  Guarini,  M.D.,  382  Avon  Rd.,  Upper  Darby 
19082. 

Joseph  H.  Magee,  M.D.,  330  N.  Princeton  Ave.,  Swarthmore 
19081. 

Gerald  A.  Melchiode,  M.D.,  275  S.  19th  St.,  Philadelphia 
19103. 

Peter  V.  Palena,  M.D.,  Media  Clinic,  Providence  and  Beatty 
Rds.,  Media  19063. 

Edith  M.  Plagata,  M.D.,  163  Rambling  Way,  Springfield 
19064. 

Neil  I.  Silverman,  M.D.,  1439  Upland  St.,  Chester  19013. 

FAYETTE  COUNTY: 

Roldan  G.  Medina,  M.D.,  205  East  St.,  Uniontown  15401. 


PHILADELPHIA  COUNTY: 

Jean  L.  Forest,  M.D.,  546  W.  Queen  Lane,  Philadelphia 
19144. 

Richard  F.  Limoges,  M.D.,  Medical  College  of  Pennsylvania, 
Res.  71,  Philadelphia  19129. 

Jorge  A.  Montero,  M.D.,  2  Schiller  Ave.,  Penn  Valley  19082. 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab¬ 
lets  in  12  rolls. 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


meetings 


FEBRUARY 

Twentieth  Annual  Scientific  Session  of  the  American  Col¬ 
lege  of  Cardiology,  February  3-7,  1971,  Sheraton- 
Park  and  Shoreham  Hotels,  Washington,  D.C.  For 
information  and  registration  contact:  William  D. 
Nelligan,  Executive  Director,  American  College  of 
Cardiology,  9650  Rockville  Pike,  Bethesda,  Maryland 
20014. 

Twenty-Third  Annual  Program  of  the  Academy  of  Forensic 
Sciences,  February  21-26,  1971,  Del  Web’s  Towne 
House,  Phoenix,  Ariz. 

MARCH 

Society  for  Cryosurgery  meeting,  March  1-5,  1971.  Diplomat 
Hotel  and  Country  Club,  Hollywood,  Fla.  Direct 
inquiries  to:  Secretary,  Society  for  Cryosurgery, 
30  N.  Michigan  Ave.,  Chicago,  Ill.  60602. 

Jefferson  Medical  College  of  Thomas  Jefferson  University 
presents  a  postgraduate  symposium  on  the  “Therapy 
in  Otolaryngology— 1971,”  March  25-26,  1971,  Phila¬ 
delphia.  For  information  contact:  General  Chairman, 
William  H.  Baltzell,  M.D.,  Department  of  Otolarngol- 
ogy,  Jefferson  Medical  College,  1025  Walnut  St., 
Philadelphia,  19107. 
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obituaries 


O  Indicates  membership  in  the  Pennsylvania 
Medical  Society  at  time  of  death. 


O  Harvey  R.  Bauman,  Coopersburg; 
efferson  Medical  College,  1923;  age 
'3;  died  October  4,  1970.  No  survivors 
ire  listed. 

O  John  L.  Bowers,  Beach  Haven 
Terrace,  N.J.:  Temple  University  School 
>f  Medicine,  1940;  age  60;  died  Oct- 
>ber  14,  1970.  Dr.  Bowers  had  been 
general  practitioner  in  Reading  until 
lis  retirement  in  1967.  Surviving  are 
Ids  wife,  a  son  and  a  daughter. 

o  Henry  G.  Bregenser,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1931;  age  64;  died  October 
.,  1970.  He  is  survived  by  his  wife 
nd  a  son. 

O  Leo  P.  Sheedy,  Pittsburgh; 
Seorge  Washington  University  School 
)f  Medicine,  1933;  age  62;  died  Sept¬ 
ember  2,  1970.  He  was  a  former  presi- 
lent  of  the  Allegheny  County  Medical 
Society.  His  wife,  two  sons  and  three 
laughters  survive. 

OJames  A.  Seligmann,  Wynne- 
jvood;  Hahnemann  Medical  College, 
1929;  age  68;  died  September  15, 
1970.  He  was  a  member  of  the  staff  of 
3ryn  Mawr  Hospital  and  had  practiced 
n  Wynnewood  for  more  than  twenty 
rears.  Surviving  are  his  wife,  two  sons 
nd  two  daughters. 

O  William  W.  Dyer,  Bryn  Mawr; 
University  of  Pennsylvania  School  of 
dedicine,  1932;  age  64;  died  Septem¬ 
ber  14,  1970.  He  was  a  specialist 
n  internal  medicine  and  executive 
tirector  of  the  College  of  Physicians 
>f  Philadelphia.  His  wife  and  two 
ons  survive. 

O  Richard  G.  Oakley,  Johnstown; 
University  of  Pittsburgh  School  of 
/ledicine,  1944;  age  49;  died  August 
19,  1970.  He  was  a  former  chief  of 
nedical  service  at  Memorial  Hospital, 
lurviving  are  his  wife  and  three  sons. 

O  Richard  M.  Thorpe,  Pittsburgh; 
Iniversity  of  Pittsburgh  School  of 
ledicine,  1960;  age  35;  died  Septem- 
er  19,  1970.  An  ophthalmologist,  he 
jrved  on  the  staff  of  Montefiore 
lospital  and  the  Eye  and  Ear  Hospital 
\  Pittsburgh.  His  wife  and  a  son 
arvive. 

O  James  E.  Van  Glider,  Wilming- 
an,  Delaware;  Jefferson  Medical  Col- 
;ge,  1912;  age  80;  died  August  20, 
970.  A  son  survives. 

O  G.  Harlan  Wells,  Philadelphia; 
lahnemann  Medical  College,  1902; 
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age  90;  died  August  28,  1970.  He  was 
a  former  chief  of  medical  services  at 
Philadelphia  General  Hospital  and  a 
past  president  of  the  American  Insti¬ 
tute  of  Homeopathy.  Survivors  include 
his  wife,  a  son  and  two  daughters. 

O  John  H.  Abbott,  Allentown; 
Hahnemann  Medical  College,  1940; 
age  68;  died  September  18,  1970.  A 
practicing  physician  for  thirty  years, 
he  was  also  active  in  developing  the 
Alcoholics  Anonymous  program  in  the 
community.  He  is  survived  by  his 
wife  and  four  sons. 

O  Enoch  H.  Adams,  Bellefonte, 
Johns  Hopkins  University  School  of 
Medicine,  1919;  age  80;  died  Septem¬ 
ber  6,  1970.  Until  his  retirement  in 
1959,  Dr.  Adams  had  served  as  chief 
of  staff  of  the  Centre  County  Hos¬ 
pital.  Surviving  are  his  wife  and  two 
daughters. 

o  William  J.  Connelly,  Miami,  Fla.; 
University  of  Pittsburgh  School  of 
Medicine,  1911;  age  86;  died  Septem¬ 
ber  13,  1970.  His  wife  and  a  daughter 
survive. 

O  Jacob  L.  Gluchoff,  Bloomsburg; 
Temple  University  School  of  Medicine, 
1938;  age  58;  died  September  14, 
1970.  During  World  War  II  he  had 
served  in  the  U.S.  Army  Medical  Corps. 
Survivors  include  his  wife,  a  son,  a 
daughter  and  a  brother. 

O  Dorsey  R.  Hoyt,  Indiana;  Jef¬ 
ferson  Medical  College,  1934;  age  65, 
died  August  28,  1970.  He  served  as  a 
member  of  the  U.S.  Army  Medical 
Corps  during  World  War  II.  He  spe¬ 
cialized  in  ophthalmology  and  otolar¬ 
yngology  and  served  as  president  of  the 
Indiana  County  Medical  Society.  He  is 
survived  by  his  wife  and  a  son. 

Joseph  F.  Hoffman,  Exeter;  Jef¬ 
ferson  Medical  College,  1932;  age  62; 
died  September  17,  1970.  He  is  sur¬ 
vived  by  his  wife,  two  sons  and  four 
daughters. 

Clara  M.C.  Astley,  Pittsburgh;  Medi¬ 
cal  College  of  Pennsylvania,  1904;  age 
88;  died  September  23,  1970.  Dr. 
Astley  served  as  president  of  the  board 
of  managers  of  the  Hospital  of  the 
Medical  College  of  Pennsylvania,  and 
played  an  important  role  in  the  merging 
of  the  Hospital  of  the  Medical  College 
of  Pennsylvania  with  the  Hospital  of 
the  University  of  Pennsylvania.  She  is 
survived  by  a  daughter  and  two  sons, 
one  of  whom  is  Royden  Astley,  M.D. 


O  Charles  Rupp,  Jr.,  Philadelphia; 
Harvard  Medical  School,  1933;  age  61; 
died  September  1,  1970.  He  served  as 
the  chief  of  the  department  of  neu¬ 
rology  and  psychiatry  at  Lankenau 
Hospital,  and  as  an  associate  professor 
of  neurology  at  the  University  of 
Pennsylvania’s  School  of  Medicine.  His 
wife  survives. 

Brenton  C.  Burgoyne,  Philadelphia; 
Bowman  Gray  Medical  School  of  Wake 
Forest  University,  1964;  age  32;  died 
October  24,  1970.  He  is  survived  by 
his  wife,  Elsmer  Smith  Burgoyne,  M.D. 
a  resident  in  dermatology  at  the  Uni¬ 
versity  of  Pennsylvania  Hospital. 

Arthur  G.  Denman,  Downingtown; 
Hahnemann  Medical  College  and  Hos¬ 
pital,  1946;  age  49;  died  May  14, 
1970.  His  wife  survives. 

Domenic  M.  Pescatore,  Philadelphia; 
Middlesex  University  School  of  Medi¬ 
cine,  1937:  age  63;  died  October  20, 
1970.  He  was  a  senior  physician  at  the 
Fernald  State  School  until  his  retire¬ 
ment  in  1968.  Surviving  are  his  sister 
and  three  brothers. 

Edward  C.  Thomas,  Upper  Darby; 
Jefferson  Medical  College,  1926;  age 
70;  died  October  10,  1970.  He  was  a 
retired  Naval  medical  officer  with  the 
Bureau  of  Medicine  and  Surgery  and 
the  Veterans  Board  of  Appeals.  Sur¬ 
vivors  include  his  wife,  a  brother  and 
a  sister. 

Carl  A.  Tobias,  Scranton;  Jefferson 
Medical  College,  1943;  age  53;  died 
October  15,  1970.  He  had  served  as 
assistant  chief  of  the  Scranton  clinic 
of  the  Tuberculosis  Society,  as  physi¬ 
cian  in  charge  of  the  Well  Baby  Clinic 
and  as  deputy  coroner.  His  wife  and 
four  daughters  survive. 

Jessie  Wright,  Royal  Oak,  Md.;  Uni¬ 
versity  of  Pittsburgh  School  of  Medi¬ 
cine,  1934;  age  70;  died  September  6, 
1970.  Dr.  Wright  was  widely  recog¬ 
nized  for  her  work  in  combating  in¬ 
fantile  paralysis  and  rehabilitating  its 
victims.  Dr.  Wright  developed  the  fast¬ 
rocking  bed  to  reduce  the  patient’s 
stay  in  an  iron  lung,  and  at  the 
D.T.  Watson  Home  for  Crippled  Chil¬ 
dren  in  Leetsdale,  she  served  as  chief 
of  staff  and  assisted  Jonas  Salk,  M.D., 
in  developing  the  polio  vaccine.  She 
was  named  Pittsburgh’s  Woman  of  the 
Year  in  1950,  and  in  1962  was  named 
a  Distinguished  Daughter  of  Penn¬ 
sylvania.  No  survivors  are  listed. 
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CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional  word; 
$1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical  Society. 
Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding  month 
of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By-pass  and 
Erford  Rd,,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Advertisers  using  department  numbers  for¬ 
bid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  hyphenated 
words.  Count  name  and  address  as  five  words,  telephone  number  as  one, 
and  “Write  Department  ...»  Pennsylvania  Medicine,”  as  five. 


PHYSICIANS  WANTED 

Psychiatrist— Full  or  part  time  at 
accredited  state  mental  hospital  in 
suburban  Pittsburgh;  two  geographic 
and  one  geriatric  infirmary  unit.  Urban, 
educational,  and  professional  benefits 
readily'  available.  Requires  two  years 
experience  and  completion  of  three 
year  residency.  Pennsylvania  license 
required.  State  fringe  benefits.  Salary- 
full  time  $19,664  -  $22,768,  part 
time  $16,978  -  $22,768.  Superintend¬ 
ent,  Dixmont  State  Hospital,  Sewickley 
Pa.  15143.  (412)  761-1780. 

Emergency  department  physician— 
M.D.  or  D.O.  Pa.  registered.  Modern 
JCAH  accredited  hospital  in  process  of 
merger  and  large  expansion  program. 
Fourth  physician  needed  to  round  out 
current  staff  of  three  to  cover  round 
the  clock.  Excellent  financial  and  fringe 
benefits.  Administrator,  Lewistown 
Hospital,  Lewistown,  Pa.  17044. 

Board  certified  anesthesiologist  for 
270-bed  hospital.  Fee  for  service.  Active 
OB  department.  Night  call  in  hospital. 
Give  details  first  letter.  Apply  Director, 
Department  of  Anesthesia,  Lower 
Bucks  Hospital,  Bristol,  Pa.  19007. 

Radiologist— Board  certified  or  eli¬ 
gible.  Immediate  opening  in  230-bed 
general  hospital.  Active,  expanding 
x-ray  dept.  35  miles  west  of  Philadel¬ 
phia.  Salary  negotiable.  Contact  J. 
James  Cancelmo,  Jr.,  M.D.,  Coatesville 
Hospital,  300  Strode  Ave.,  Coatesville, 
Pa.  19320,  or  call  (215)  MU  8-5102 
after  6:30  p.m. 


Wanted— Psychiatrists  for  Mental 
Hygiene  Clinic  operated  within  95  1-bed 
modern  neuropsychiatric  hospital;  im¬ 
mediate  opening  at  salary  range  $22,918- 
$25,538;  general  practitioners  inter¬ 
ested  in  psychiatry  welcomed;  excellent 
working  conditions  in  active  cultural 
center  and  university  affiliation;  liberal 
fringe  benefits;  non-discrimination  in 
employment.  Write:  Hospital  Director, 
VA  Hospital,  Leech  Farm  Road,  Pitts¬ 
burgh,  Pa.  15206,  or  call  collect  (412) 
362-2000,  ext  208  or  209. 

Fellowship  in  family  planning  and 
population  dynamics  in  city-wide 
HEW-Population  Council  sponsored 
projects  in  Philadelphia,  Pa.  M.D.  with 
previous  training  in  Ob-Gyn  and/or 
public  health  desirable.  ECFMG  cer¬ 
tificate  and  permanent  visa  status  re¬ 
quired  for  foreign  graduates.  Position 


available  January— June,  1971.  Send 
resume  to  P.O.  Box  2161,  Philadelphia, 
Pa.  19103. 

Physician— For  general  medical  work  I 
at  accredited  state  mental  hospital— full  | 
or  part  time.  Two  separate  county 
units  and  one  geriatric  infirmary  unit. 
Assist  with  medical  treatment  and  care  I 
of  560  patients.  Pennsylvania  license  i 
required.  Salary— full  time  $  17,839  - 
$20,629,  part  time  $15,387  -  $20,629.  | 
Superintendent,  Dixmont  State  Hos¬ 
pital,  Sewickley,  Pa.  15143. 

Excellent  opportunity  for  G.P., 

Emporium,  Pa.,  county  seat,  Cameron 
County.  Great  hunting  and  fishing. 

Full  employment,  diversified  industries.  > 
Modern  hospital  nearby.  Office  avail-  i| 
able.  Chamber  of  Commerce,  Em-  j 
porium,  Pa.  15834. 


RESIDENCY  IN  PHYSICAL  MEDICINE  AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academic  and  clinical  emphasis  under 
the  supervision  of  five  physiatrists.  Three  year  program  with  opportunity  for 
research  and  pursuit  of  special  interests  both  in  medical  school  and  private 
hospital  settings.  One  year's  credit  for  four  years  of  general  practice  experience 
or  training  in  another  speciality.  Partially  tax  free  stipends  from  $8800.00  to 
$10,000.00  depending  on  qualifications.  Gl  schooling  benefits  available  for 
veterans.  Berry  plan  deferments  are  usually  obtainable  for  physicians  anticipating 
military  service.  We  will  pay  for  visits  in  selected  cases.  Telephone  or  write  for 
information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Professor  and  Chairman 

Department  of  Rehabilitation  Medicine 

Thomas  Jefferson  University  Hospital 

11th  and  Walnut  Streets 

Philadelphia,  Pa.  19107 

Telephone:  (215)829-6573 
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Public  health  physician  to  admin- 
;er  the  Pennsylvania  Department  of 
jalth’s  preventative  health  program  in 
ir  Division  of  Maternal  and  Child 
2alth.  Qualifications— M.D.  plus  Penn- 
lvania  licensure  or  eligibility  and 
ur  years  of  public  health  medical 
perience,  preferably  in  pediatrics, 
any  equivalent  combination  of  ex- 
irience  and  training.  Excellent  fringe 
mefits,  civil  service  coverage.  Send 
sume  or  call  Gordon  W.  Allan,  M.D., 
mnsylvania  Department  of  Health, 


P.O.  Box  90,  Harrisburg,  Pa.  17120. 
Telephone  (717)  787-7076. 

Psychiatric  Physician— To  be  assist- 
tant  superintendent  and  unit  chief  of 
accredited  state  mental  hospital.  Re¬ 
quires  Pennsylvania  license  and  four 
year’s  experience  in  psychiatry  includ¬ 
ing  three  years  in  administrative  or 
supervisory  position.  Salary  $21,672  - 
$25,115.  Superintendent,  Dixmont 
State  Hospital,  Sewickley,  Pa.  15143. 
(412)  761-1780. 


Wanted— M.D.  or  board  certified  in 
physical  medicine.  Coatesville  Hospital, 
Coatesville,  Pa.  19320. Telephone  (215) 
384-9000,  Ext.  201. 

FOR  SALE 

For  Sale  used  office  furniture: 
Picker  floroscope  and  Raytheon  Dia¬ 
thermy  $750.  Zimmerman  Storage, 
Chambersburg,  Pa.  Telephone  (717) 
263-9278. 
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1IMARY  CARE  PHYSICIAN— Montefiore  Hospital,  a  member  of  the  Univer- 
y  Health  Center  of  Pittsburgh,  seeks  a  general  practitioner  or  internist  to  direct 
satellite  primary  care  station  which  will  be  located  in  a  low  income,  bi-racial 
ttsburgh  neighborhood  with  more  than  12,000  residents. 

The  director  of  Hazelwood's  Primary  Care  Station  would  receive  an  appropriate 
culty  appointment  at  the  University  of  Pittsburgh  School  of  Medicine  and 
Duld  participate  in  the  hospital's  patient  care,  teaching  and  community 
rvice  programs. 

For  additiohal  information  please  write  or  call: 

David  Segel,  M.D.,  Director  of  Ambulatory  Services 

Montefiore  Hospital 

Fifth  At  Darragh 

Pittsburgh,  Pa.  15213 

(412)  683-1100  Ext.  208 

14TH  ANNUAL  CONVENTION 

PENNSYLVANIA  ASSOCIATION  OF  MEDICAL  ASSISTANTS 

CHATHAM  CENTER,  PITTSBURGH 

MAY  13-16,  1971 

HOSTED  BY 

ALLEGHENY  COUNTY  CHAPTER 
of 

PENNSYLVANIA  ASSOCIATION  OF  MEDICAL  ASSISTANTS 
HEME:  MEDICAL  HORIZONS  UNLIMITED 

*ANEL  DISCUSSIONS:  ABORTION 

COSMETRIC  SURGERY 
PARLIAMENTARY  PROCEDURE 

WORKSHOP  ON  SECRETARIAL  PROCEDURES 
DUCATIONAL  PROGRAMS  THROUGHOUT  FRIDAY,  MAY  14 
AMPLE  MINI-TEST  FOR  CERTIFICATION  OF  A  MEDICAL 
ASSISTANT  AVAILABLE  TO  MEMBERS 
'RE-CONVENTION  TOUR  OF  PITTSBURGH 

DOCTOR,  WILL  YOUR  MEDICAL  ASSISTANT 
BE  ATTENDING  THIS  MAJOR  EVENT? 


ANUARY,  1971 
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The  gas/acid  group  of  disorders 

‘The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a  rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a  therapy  your  patients  can  live  with¬ 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  •  duodenal  ulcer  •  heartburn  •  gastric  hyperacidity  • 
gastritis  •  dyspepsia 

vhen  the  patient  prefers  the  convenience  of  a  tablet ,  select 

Silain-Gel®  Tablets: 

:  when  the  patient  prefers  a  liquid,  select 

Silain-Gel®  Liquid 


\.lso  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
igent  only:  Silain®  (simethicone)  Tablets 

langer,  A.:  Med.  Times  94: 1 50  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gel 

ablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

ne  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


•H-DOBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


Antrocol  provides  the  prompt ,  predictable  antisecretory  action  of  the  bella¬ 
donna  alkaloid ,  atropine ,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) .  The  atropine 
content  of  Antrocol  is  the  maxi¬ 
mum  amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro¬ 
static  hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se¬ 
cretions.  In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a  titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  &  CO.,  INC. 


RICHMOND,  VIRGINIA  23217 


A  valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu¬ 
monias  or  neonatal  sepsis — KantrexK  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


10  years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex*against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 

Because  of  potential  ototoxicity,  follow  dosage  instructions  carefully  as  outlined  in  the 
official  package  circular. 


ief  Summary  of  Prescribing 
ormation:  6-9/15/69.  For  com- 
3te  information,  consult  Official 
ckage  Circular. 

lications:  Infections  of  the  urinary,  res- 
atory  and  gastrointestinal  tracts  and  of 
n.  soft  tissues,  bone,  periosteum  and  blood 
eto  sensitive  organisms.  Culture  and  sensitivity 
idies  should  be  performed. 

:  'ntraindications:  A  history  of  hypersensitivity  to  the  drug. 

or  auditory  damage  by  kanamycin  or  other  agents  may  be  a  contrain- 
:ation  if  effective  alternative  therapy  is  available. 
irnings:  Since  the  drug  is  excreted  almost  entirely  by  glomerular 
ration,  renal  malfunction  can  cause  abnormally  high  serum  levels  of 
lamycin  which  may  prove  ototoxic.  Assess  renal  function  periodi- 
ly,  both  before  and  during  therapy.  Renal  dysfunction  or  pre-renal 
)temia  sharply  increase  the  risk  of  ototoxicity  and  permanent  deaf- 
3S.  In  such  cases  decrease  the  size  and  frequency  of  doses.  Discontinue 
lamycin  and  check  hearing  if  azotemia  increases.  In  older  patients 
d  patients  receiving  a  total  dose  in  excess  of  15  Grams,  watch  care- 
ly  for  signs  of  ototoxicity. 

^cautions:  If  mycotic  or  bacterial  superinfection  occurs,  discontinue 
lamycin  and  initiate  appropriate  therapy.  Cumulative  ototoxic  effects 
y  be  produced  by  concurrent  or  consecutive  use  of  other  ototoxic 
igs.  High  doses  may  cause  irritation  at  injection  sites.  The  drug  should 
/  be  physically  mixed  with  other  antimicrobials. 
verse  Reactions:  Severe  irreversible  hearing  loss  may  occur.  Stop 


therapy  if  tinnitus,  subjective  hear¬ 
ing  loss  or  high  frequency  loss  de¬ 
velop.  Signs  of  renal  irritation  may 
appear  (casts,  cells,  proteinuria).  If  renal 
function  is  normal,  such  irritation  is  revers¬ 
ible  and  is  not  necessarily  an  indication  for  stop¬ 
ping  therapy.  Skin  eruptions  have  been  noted 
rarely.  To  avoid  neuromuscular  paralysis  with  respira¬ 
tory  depression,  postpone  intraperitoneal  instillation  in  post¬ 
operative  patients  until  recovery  from  anesthesia  and  muscle  relaxants 
is  complete. 

Dosage  and  Administration:  The  usual  dose  is  7.5  mg./Kg./12  hours 
I.M.  The  average  adult  dose  is  1  Gram  daily  and  should  not  exceed  1 .5 
Gram  even  in  the  heaviest  patients.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response 
occurs  in  5  days,  stop  therapy  and  recheck  the  bacterial  sensitivities. 
Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into  the 
upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials 
after  48  hours. 

Supplied:  Rubber  capped  vials  as  a  ready-to-use  sterile  aqueous  solu¬ 
tion  in  two  concentrations:  0.5  Gm.  in  2  ml.  1 .0  Gm.  in  3  ml. 

Also  available— Pediatric  Injection  75  mg.  in  2  ml. 

A.H.F.S.  Category  8:12,28 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  NewYork  1 3201 


BRISTOL 


KANTREX'  INJECTION 

(kanamycin  sulfate) 


anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chiordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium* 

(chiordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten¬ 
sion  and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi¬ 
cal  dependence  have  rarely  been  re¬ 
ported  on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis¬ 
continuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda¬ 
tion,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom-  . 
mended,  if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  po¬ 
tentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre¬ 
cautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten¬ 
dencies  may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,-  causal  relation¬ 
ship  has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re¬ 
versible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion¬ 
ally  observed  at  the  lower  dosage  ranges. 
In  a  few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in¬ 
frequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat¬ 
terns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment- 
blood  dyscrasias  (including  agranulocyto¬ 
sis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


Division  ol  Hoffmann-La  Roche  Inc. 
Nutley  New  Jersey  07110 
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His  wife  has  a  lot  of  different 
menopausal  symptoms,  but  only  a  few 
really  irritate  him .  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
oroblem.  What  really  bothers  him  is 
aer  nervousness,  her  irritability  and 
aer  excessive  anxiety,  often  expressed 
jy  endless  “book-shuffling,  chain¬ 
smoking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa¬ 
tion,  a  summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina* 
tion  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic  i 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula-  j 
tion  very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide)  and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust¬ 
ment,  these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a  few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu¬ 
locytosis,  jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 
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5  mg  chlordiazepoxide 
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0.2  mg  water-soluble 
esterified  estrogens 
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j  0.4  mg  water-soluble 
esterified  estrogens 

10  mg  chlordiazepoxide 

|  0.4  mg  water-soluble 

■ip 

esterified  estrogens 

PENNSYLVANIA 


N 


©  1971  PENNSYLVANIA  MEDICAL  SOCIETY 


Journal  of  the  Pennsylvania  Medical  Society 

FEBRUARY,  1971  VOLUME  74,  NUMBER  2 

GENERAL 

9  Medigram 

1 1  Newsfronts 

25  Growth  of  Group  Practice  in  Pennsylvania 

44  Experiment  in  Rural  Planning  Begins 

46  Special  Report:  Board  Acts  on  House  Referrals 

EDITORIALS 

31  Is  it  Wickedness  or  is  it  a  Disease? 

31  Infinite  Pains 

3 1  The  Value  of  the  Tumor  Clinic 

32  An  Even  Break  for  the  Fetus 

45  Let  George  Say  It:  Reflections  on  the  Feast  of  Circumcision 

ARTICLES 

53  Medical  Management  of  the  Alcoholic  Patient 

59  Cancer  of  the  Colon,  Anal  Canal  and  Rectum: 

Ten  Commandments  for  Improving  Survival 
63  Environmental  Causes  of  Fetal  Malformations 

71  Pulmonary  Embolism  Masquerading  as  Myocardial  Infarction 

75  Surgery  in  Operable  Breast  Cancer 


DEPARTMENTS 

27  M.D.’s  in  the  News 

45  Correspondence 

77  Cancer  Forum 

78  Cardiovascular  Brief 

79  Continuing  Education 

82  Advertisers’  Index 

83  Obituaries 

84  New  Members 

85  Meetings 

86  Classified  Advertising 


PENNSYLVANIA  MEDICINE 

20  Erford  Road 
Lemoyne,  Pennsylvania  17043 

Telephone  (717)  238-1635 


PUBLICATION  COMMITTEE 

H.  Thompson  Dale,  M.D.,  State  College 
Chairman 

George  A.  Rowland,  M.D.,  Millville 
William  C.  Ryan,  M.D.,  Somerset 
Robert  S.  Sanford,  M.D.,  Mansfield 
Ralph  K.  Shields,  M.D.,  Bethlehem 

STAFF 

Medical  Editor— David  A.  Smith,  M.D., 
Polyclinic  Hospital,  Harrisburg  17105. 
Managing  Editor— Mary  L.  Uehlein,  20  Erford 
Road,  Lemoyne  17043. 

Editorial  Assistant— Judith  B.  Bowman,  20 
Erford  Road,  Lemoyne  17043. 

CONTRIBUTING  EDITORS 

Harry  E.  Bacon,  M.D.,  Philadelphia 
William  C.  Beck,  M.D.,  Sayre 
Walter  I.  Buchert,  M.D.,  Danville 
Lewis  T.  Buckman,  M.D.,  Wilkes-Barre 
Richard  B.  Eisenberg,  M.D.,  Erie 
Mario  N.  Fabi,  M.D.,  Scranton 
George  H.  Fetterman,  M.D.,  Pittsburgh 
Harold  E.  Gordon,  M.D.,  Ligonier 
M.  Louise  Gloeckner,  M.D.,  Conshohocken 
Samuel  B.  Hadden,  M.D.,  Philadelphia 
John  H.  Harris,  Jr.,  M.D.,  Carlisle 
Robert  H.  Kough,  M.D.,  Danville 
Anthony  E.  Maas,  M.D.,  Harrisburg 
Jack  D.  Myers,  M.D.,  Pittsburgh 
William  Likoff,  M.D.,  Philadelphia 
Lewis  T.  Patterson,  M.D.,  Harrisburg 
Eugene  P.  Pendergrass,  M.D.,  Philadelphia 
Sydney  E.  Pulver,  M.D.,  Philadelphia 
James  R.  Watson,  M.D.,  Pittsburgh 


PENNSYLVANIA  MEDICINE,  established  in  1897,  is  published 
monthly  as  the  official  publication  of  the  Pennsylvania  Medical 
Society.  All  original  papers,  address  changes  and  correspondence 
should  be  directed  to  the  Managing  Editor.  The  advertising  policy 
conforms  with  principles  governing  advertising  in  the  American 


Medical  Association  scientific  publications.  The  national  advertising 
representative  is  The  State  Medical  Journal  Advertising  Bureau, 
1010  Lake  St.,  Oak  Park,  III.  60301 .  A  subscription  is  $5.00  a  year. 
Single  copies  are  fifty  cents.  Second  class  postage  is  paid  at 
Lemoyne,  Pennsylvania. 


2 


PENNSYLVANIA  MEDICINE 


Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  tor  enemaphobia. 

It  can  do  almost  anything  an  enema  can  -  except  look  scary. 

Just  one  suppository  usually  assures  a  predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a  suppository  the  next  morning  usually  cleans  the  bowel  thor¬ 
oughly.  Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax  1..  it’s  predictable 

bisacodyl 


GElGY  PHARMACEUTIC. 


Ol VISION  OF  GFIGY  CHFMlCAL  CORPORATION,  ARDSLCY,  NFWYORK  1050? 
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Guide  his  hand 
to  quality 
and  economy 


Specify 

Deltasone  5  mg. 

(prednisone,  Upjohn) 


an  economical 
prednisone 
that's  made 
a  name  for  itself 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


1970  BY  THE  UPJOHN  COMPANY 


JA70-9779 


DELTASONE®  TABLETS  -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute-herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur¬ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub¬ 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  ha- 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoic 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recover 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoid 
during  pregnancy,  since  spontaneous  remission  of  some  disease 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therap 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-ray 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  anc 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom 
mended.  Since  prednisone  causes  less  salt  and  water  retentio 
than  many  other  glucocorticoids,  patients  should  be  observe 
closely  for  development  of  undesirable  hormonal  effects  that  ar 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hypei 
tension  due  to  salt  and  water  retention.  Continued  supervision  t 
patients  after  cessation  of  therapy  is  essential,  since  there  may  b 
a  sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  cort 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicul; 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuff 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  i 
severe  illness;  protein  catabolism  with  negative  nitrogen  balanc 
electrolyte  imbalance;  alteration  of  glucose  metabolism  w;th  aggr, 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuri 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complic; 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggr 
vation  or  masking  of  infection;  increased  blood  pressur 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  i 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomni 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes 
posterior  subcapsular  cataracts  occasionally  requiring  extractic 
increased  intraocular  tension;  increased  intracranial  pressure  wi 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  anc 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre 
thromboembolic  complications;  facial  erythema;  allergic  skin  rea 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myo 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usua 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5  mg.,  scorec 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  f 
strips. 

For  additional  product  information,  consult  the  package  insi 
or  see  your  Upjohn  representative.  MED  B.IS 
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EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 
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Before  prescribing,  please  consult  complete  product  infor¬ 
mation,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hypersensitivity 
to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects  with 
alcohol  and  other  CNS  depressants.  Caution  against  hazard¬ 
ous  occupations  requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a  motor  vehicle  shortly 
after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical  and  psycho¬ 
logical  dependence  rarely  reported.  If  withdrawal  symptoms 
do  occur  they  may  resemble  those  associated  with  with¬ 
drawal  of  barbiturates  and  should  be  treated  in  the  same 
fashion.  Use  caution  in  administering  to  individuals  known 
to  be  addiction-prone  or  those  whose  history  suggests  they 
may  increase  the  dosage  on  their  own  initiative.  Repeat 
prescriptions  should  be  under  adequate  medical  supervision. 
Usage  in  Pregnancy:  Weigh  potential  benefits  in  pregnancy, 


during  lactation,  or  in  women  of  childbearing  age  against 
possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  analgesic 
should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do 
not  significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esoph¬ 
agitis,  nausea  and  vomiting),  headache,  paradoxical  exci¬ 
tation  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however, 
the  evidence  does 
not  establish  that 
these  reactions 
are  related  to  the 
drug. 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


one  capsule  for  the  rest  of  the  night 


The  treatment  of 


impotence 


lcstu°>f  J 


\  due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician's  psychological  support  is  confirmed 
9  mJth  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 


(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
'in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4  strengths: 

Android  Android-HP 


Android-X  Android-Plus 


HIGH  POTENCY 


EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vi*  gr.)  . .  .30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  _ 64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V5»  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCL . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .  10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin  . 5  mg. 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


References:  1.  Montesano,  P..  and  Evangelista,  I.  Methyltesfosterone-thyroid  treatment  of  se»ua! 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25:6,  1962  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher,  T.  f 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 


capsules/elixir 


A  Gentle  Cerebral  Stimulant  and  Vasodilator 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


17% 


POOR 


FAIR 


GOOD 


CEREBRO-NICIN^  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


Pentyienetetrazole . 100  mg. 

Nicotinic  Acid . 100  mg. 

Ascorbic  Acid . 100  mg. 

Thiamine  HCI .  25  mg. 

1 -Glutamic  Acid . 50  mg. 

Niacinamide . 5  mg. 

Riboflavin .  2  mg. 

Pyridoxine . .  3  mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentyienetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 
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*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl, .  of 
the  Amer.  Ger.  Soc.  June,  1964 
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PI>  READY  WITH  TV  SPECIAL  Finishing  touches  are  being  put  on  an 

hour-long  documentary  on  health  care  prob 
leas  in  Pennsylvania,  and  it  is  expected  to  be  ready  for  its  TV  debut 
saietime  this  month.  Negotiations  are  under  way  with  TV  stations  in 
a],  of  the  state's  major  viewing  areas  for  public  service  broadcasting 
tiie.  The  program  is  an  honest  appraisal  of  the  major  problems  and 
mtes  the  point  that  any  real  solution  depends  on  the  production  of 
mce  physicians,  which  requires  more  tax  support  for  medical  education 
Deails  of  the  program  will  be  relayed  to  county  medical  societies  as 
sen  as  they  become  available.  The  show  was  produced  and  is  being 
sceduled  for  viewing  by  the  Council  on  Public  Service. 

GIRD  CHANGES  IN  HARRISBURG  Despite  the  changing  of  the  guard  with 

the  inauguration  of  Milton  J.  Shapp  as 
goernor,  Ellsworth  R.  Browneller,  M.D.,  secretary  of  health,  was 
ased  to  continue  in  his  post  "until  a  replacement  can  be  named,"  but 
th  length  of  time  was  not  determined. .. In  a  major  appointment  of  in- 
teest  to  physicians,  the  governor  named  Mrs.  Helene  Wohlgemuth  of 
Be^er  County,  formerly  part-time  welfare  consultant  to  the  Democratic 
Hose  Caucus,  as  secretary  of  the  Department  of  Public  Welfare,  suc- 
ceding  Stanley  A.  Miller ... Carmela  F.  de  Rivas,  M.D.,  member  of  the 
PM  Commission  on  Mental  Health/Mental  Retardation,  has  been  appointed 
to  :he  medical  assistance  advisory  council  of  the  Department  of  Public 
tfetare . . .The  PMS  Board  of  Trustees  has  reiterated  its  continuing 
suport  of  the  placement  of  all  health  matters  now  in  the  Department 
Df 5ublic  Welfare  in  the  Department  of  Health... PMS  officials  are 
arnnging  for  a  meeting  with  Department  of  Public  Welfare  representa¬ 
tions  as  soon  as  the  post-inaugural  dust  settles. 

"Dj  HUNTS  ACCORD  State  Society  complaints  to  the  Food  and  Drug  Ad¬ 
ministration  about  the  public  fears  generated  by 
:h(  manner  in  which  the  FDA  makes  its  drug  efficacy  and  withdrawal 
mnuncements  has  resulted  in  a  PMS-FDA  meeting  and  an  FDA  promise  of 
noi:  cooperation  with  the  profession  "in  the  public  interest." 

)RIRS  FOR  THE  DOCTOR  Resumption  of  the  doctor  draft  is  threatened 

by  Washington  as  the  armed  forces  complain  of 
ieccal  shortages.  There  has  been  no  draft  of  physicians  since  1969.. 
ter  wed  consideration  is  being  given  to  proposals  to  have  the  Public 
tec  th  Service  place  physicians  in  both  ghetto  and  rural  areas  which 
.ac  doctors.  "Need  areas"  in  the  Commonwealth  have  been  surveyed  at 
:ecral  request. 

lOCORS  APPEAL  ABORTION  RULING  Two  Pittsburgh  doctors  have  appealed 

an  Allegheny  County  Court  of  Common 
Tes  ruling  that  an  unborn  child  has  no  rights  under  the  Fourteenth 
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Amendment  of  the  U.S.  Constitution  unless  the  child  is  subsequently 
born  alive... Drs .  John  H.  McCarthy  and  Richard  N.  McGarvey  of  Magee- 
Woman '  s  Hospital  have  asked  the  state  Supreme  Court  to  decide  if  an 
unborn  child  has  the  right  to  live. 

PMS  BOARD  SUPPORTS  GREAT  LAKES  CLEAN-UP  The  Board  of  Trustees  has 

adopted  a  series  of  recom¬ 
mendations  from  the  Council  on  Education  and  Science  regarding  environ¬ 
mental  control  of  the  Great  Lakes  watershed.  The  Commission  on  Environ 
mental  Health  proposed  the  recommendations  which  resulted  from  a  meetin 
of  representatives  of  medical  societies  from  seven  states  and  two 
Canadian  provinces.  One  of  the  proposals  calls  for  the  formation  of 
an  international  body  with  regulatory  powers  throughout  the  Great  Lakes 
drainage  basin. 


PMS  SUPPORTS  AVAILABILITY  OF  BLOOD  TRANSFUSIONS  The  PMS  Board  of 

Trustees  has  acted  ' 

to  support  efforts  to  assure  the  availability  of  blood  transfusions 
when  needed.  This  has  been  threatened  by  a  Common  Pleas  Court  of 
Philadelphia  ruling  establishing  liability  for  giving  a  transfusion  inf* 
the  event  of  any  ill  effects.  The  case  which  is  being  appealed  involve* 
the  alleged  contraction  of  serum  hepatitis  following  transfusion.  The* 
State  Society  will  assist  those  involved  in  the  appeal  in  order  to 
assure  that  blood  will  be  given  when  needed  by  patients. 

POCKETBOOK  ACTIONS  TAKEN  Blue  Shield  is  being  urged  by  the  State 

Society  to  review  "inadequacies  and  incon-^ 
sistencies"  in  the  Plan  B  fee  schedule  and  to  report  back  with  its  fin  t 
ings .  The  State  Society  has  hit  Blue  Cross  and  Blue  Shield  advertisin 
that  implies  that  the  fee  schedule  programs  for  over-income  subscriber 
pay  all  of  a  physician's  charges ...  Blue  Shield  has  been  asked  by  the 
State  Society  to  promote  the  prevailing  fee  program  in  lieu  of  Plan  B. 
The  decrease  in  subscribers  under  Plan  A  and  its  eventual  phasing  out 
is  under  way .. .Medicare  fees,  in  effect  frozen  at  the  83rd  percentile 
of  1968  fees,  are  to  be  changed  to  the  1969  base  but  the  percentile  is 
to  be  lowered  to  the  75th.  The  expected  net  result  is  that  one  actions 
will  cancel  out  the  other  and  that  doctors  will  be  receiving  the  same 
dollar  amounts  as  now.  The  AMA  is  protesting  the  action. 


MEDICAL  CARE  FOUNDATION  DRAFT  TO  BE  DISCUSSED 


The  PMS  Board  "re-  t.® 
ceived  as  information 

draft  articles  of  incorporation  and  bylaws  for  the  proposed  Medical 
Care  Foundation .. .A  discussion  of  the  proposed  closed-panel  foundation 
is  on  the  agenda  for  the  PMS  Officers'  Conference  to  be  held  April  28 


and  29  at  the  Penn  Harris  Motor  Inn,  Camp  Hill ...  Continuing  education 
requirements  for  PMS  membership  and  various  health  care  plans  are  on 
the  agenda  also. 
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PaMPAC  Board  Members  Elected 


'he  PMS  Board  of  Trustees  and 
Gncilors  at  its  January  6  meeting 
elilted  the  PaMPAC  Board  of  Di- 
reprs,  made  up  of  one  representative 
frji  each  of  the  twelve  councilor 
diiicts. 

aMPAC  board  members  are: 

aul  S.  Friedman,  M.D.,  First  Coun¬ 
cil  District;  R.  William  Alexander, 
M„.,  Second  Councilor  District;  Rich- 
ariL.  Huber,  M.D.,  Third  Councilor 
Dfict;  Benjamin  Schneider,  M.D., 
Fc  th  Councilor  District;  R.  Edward 
St<  e,  M.D.,  Fifth  Councilor  District; 
Wiam  B.  West,  M.D.,  Sixth  Coun¬ 
cil  District;  Robert  F.  Beckley,  M.D., 
Sc  nth  Councilor  District;  William  D. 
Laiberton,  M.D.,  Eighth  Councilor 
Di:  ict;  Ralph  M.  Weaver,  M.D.,  Ninth 
Di:  ict;  Robert  J.  Carroll,  M.D.,  Tenth 
Coicilor  District;  John  B.  Lovette, 

T aching  Methods 
S  bject  of  Meeting 

i  two-day  conference  sponsored  by 
the’ennsylvania  Medical  Society  for 
ho‘  tal-based  educators  is  to  be  held 
at  ie  Hotel  Hershey,  Hershey  on 
Mah  19  through  March  21.  The  pro- 
gra  is  designed  to  promote  under¬ 
stating  of  educational  techniques, 
the  y  and  hospital  involvement  in 
pre  ring  quality  educational  pro¬ 
gram 

"le  conference  will  aim  at  building 
;  inte  st  in  continued  education  and 
cor  ruction  of  new  programs  to  meet 
the  i  resent  need  of  physicians.  The 
conrence  will  also  be  directed  toward 
-diso/ering  areas  in  need  of  education¬ 
al  p  grams. 

Ie  registration  fee  for  the  confer¬ 
ences  $65.00  payable  to  the  Council 
>  on  lucation  and  Science  of  the  Penn- 
.  syhiia  Medical  Society,  20  Erford 
Rd.  Lemoyne  17043.  Registration 
inclles  a  prerequisite  reading  book, 
Pr  aring  Instructional  Objectives,” 
all  aterials  at  the  conference  and  a 
tick  to  the  Hershey  Bears  vs.  Cleve- 
lanctarons  hockey  game. 
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M.D.,  Eleventh  Councilor  District;  and 
Stanley  M.  Stapinski,  M.D.,  Twelfth 
Councilor  District. 

Phone  301-496-7171 
For  Drug  Abuse  Facts 

A  twenty-four  hour  telephone  an¬ 
swering  service  to  handle  requests  for 
information  about  drug  abuse  has  been 
established  by  the  National  Institute 
of  Mental  Health  (NIMH).  The  number 
to  call  for  information  is  (301)  496- 
7171. 

Bertram  S.  Brown,  M.D.,  director 
of  the  NIMH,  has  referred  to  the 
service  as  an  information  clearinghouse 
which  provides  a  selection  of  publica¬ 
tions,  referrals  services  and  computer¬ 
ized  storage  and  retrieval  of  data  on 
drug  abuse  programs. 

The  publications  on  drug  abuse 
have  been  prepared  by  government 
agencies  and  are  currently  available 
upon  request. 

Inquiries  in  any  area  of  drug  abuse 
should  be  sent  to  the  National  Clearing¬ 
house  for  Drug  Abuse,  Box  1701, 
Washington,  D.C.  20013.  Requests  for 
literature  should  be  sent  to  ‘'Publica¬ 
tions”  at  the  above  address. 

Secretary  of  Health,  Education,  and 
Welfare  Elliot  L.  Richardson  has  an¬ 
nounced  the  appointment  of  Dr.  Ber¬ 
tram  S.  Brown  as  special  assistant  to 
the  secretary  for  drug  abuse  preven¬ 
tion  in  addition  to  his  responsibilities 
as  director  of  the  National  Institute  of 
Mental  Health. 

Dr.  Brown  will  advise  the  secretary 
on  treatment  and  rehabilitation  serv¬ 
ices  for  drug  abusers  and  addicts,  and 
on  information  and  education  direc¬ 
tives  for  the  prevention  of  drug  abuse 
and  narcotic  addiction.  He  will  also  as¬ 
sist  in  the  coordination  of  Federal  ef¬ 
forts  to  inform,  educate,  treat,  and  re¬ 
habilitate  potential  and  real  abusers  of 
all  drugs,  including  narcotics,  amphe¬ 
tamines,  barbiturates,  marijuana,  al¬ 
cohol  and  others. 


DAVID  A.  SMITH,  M.D.,  New  Cum¬ 
berland,  was  appointed  medical  editor 
of  PENNSYLVANIA  MEDICINE  by 
the  PMS  Board  of  Trustees  and  Coun¬ 
cilors  at  its  meeting  January  6.  Dr. 
Smith  served  as  associate  medical  edi¬ 
tor  under  the  late  Carl  B.  Lechner  for 
over  two  years  prior  to  his  appoint¬ 
ment.  He  is  director  of  internal  medi¬ 
cine  and  acting  medical  director  of 
Harrisburg  Polyclinic  Hospital  and  a 
graduate  of  Hahnemann  Medical  Col¬ 
lege,  Philadelphia. 

Dr.  Brady  President 
In  Allegheny  County 

AMA  President  Walter  C.  Born- 
emeier,  M.D.,  delivered  the  keynote 
address  January  16  at  the  106th  An¬ 
nual  Dinner  of  the  Allegheny  County 
Medical  Society,  which  featured  the 
installation  of  Fred  C.  Brady,  M.D.,  as 
president  of  the  county  society. 

Rupert  H.  Friday,  M.D.,  program 
chairman,  was  master  of  ceremonies 
for  the  affair,  which  included  enter¬ 
tainment. 

Dr.  Bornemeier,  who  was  installed 
last  June  as  the  AMA’s  125th  president, 
is  senior  attending  surgeon  at  Illinois 
Masonic  Medical  Center  and,  for  twenty 
years,  served  as  instructor  in  surgery 
at  Northwestern  University  Medical 
School. 
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WILLIAM  B.  WEST,  M.D.,  Hunting¬ 
don  has  been  elected  to  a  one-year 
term  as  a  board  member  of  the  Amer¬ 
ican  Medical  Political  Action  Com¬ 
mittee  based  in  Chicago.  Dr.  West  is 
chairman  of  the  Pennsylvania  Medical 
Political  Action  Committee  and  a 
former  president  of  the  PMS. 


Health  Check  Planned 
Under  Medicaid  Law 


Bucks  County  Society  Receives 
Award  For  Drug  Abuse  Program 


The  Bucks  County  Medical  Society 
was  among  the  groups  awarded  certif¬ 
icates  of  appreciation  by  the  Bucks 
County  Bar  Association.  The  award 
was  presented  to  the  society  in  recog¬ 
nition  of  their  aid  in  organizing  and 
maintaining  its  drug  abuse  program. 

Among  the  other  organizations  hon¬ 
ored  at  the  ceremonies  were  the  drug 
control  division  of  the  Pennsylvania 
Department  of  Health  in  New  Hope, 
West  Chester’s  Gaudenzia  House  execu¬ 
tive  director,  John  Ruococo,  and  the 
special  services  division  of  the  Bucks 
county  school  system. 

Drug  abuse  assemblies  held  on  Law 
Day,  1970,  have  led  to  the  continua¬ 
tion  of  a  series  of  drug  abuse  programs 


Hershey  Dean  Reveals 
Faculty  Appointments 


John  D.  Twiname,  administrator  of 
HEW’s  Social  and  Rehabilitation  Ser¬ 
vice,  announced  recently  that  individ¬ 
uals  under  twenty-one  eligible  for  aid 
under  the  Federal-State  Medicaid  pro¬ 
gram  will  be  screened  and  treated  for 
health  defects  under  rules  outlined  in 
the  Federal  Register. 

If  existing  health  care  resources  are 
unable  to  provide  adequate  services  to 
all  eligible  persons  under  twenty-one, 
state  programs  may  begin  with  chil¬ 
dren  under  six  and  extend  services  to 
others  in  specified  stages  so  that  all  are 
covered  by  July  1,  1973.  It  is  es¬ 
timated  that  over  six  million  people 
will  be  eligible  for  the  medicaid  serv¬ 
ices  when  the  proposed  regulations 
become  effective. 


‘Hospital  Library’  Meetings  Scheduled 


“The  Hospital  Library,”  a  half-day 
program  designed  for  chief  executive 
officers  of  hospitals,  hospital-based 
educators,  directors  of  nursing  edu¬ 
cation  and  in-service  educators,  has 
been  scheduled  for  April  14  at  Hershey 
and  April  15  at  Pittsburgh.  Co-spon- 
sored  by  the  Pennsylvania  Medical 


Society,  the  conference  will  explain 
the  role  of  the  library  in  medical  and 
health  sciences  education. 


Advanced  registration  is  requested. 
The  $5.00  registration  fee  may  be 
made  payable  to  the  Pennsylvania 
Medical  Society. 
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sponsored  by  the  bar  association’s 
drug  coordinating  committee.  A  series 
of  drug  abuse  assemblies’  has  already 
begun  in  the  schools  this  year. 


Dial  Access  Has 


Expanded  Services 


George  T.  Harrell,  M.D.,  dean  and 
director  of  the  Milton  S.  Hershey 
Medical  Center,  announced  103  clin¬ 
ical  appointments  to  the  center’s  fac¬ 
ulty.  Such  clinical  appointments  are 
made  in  appreciation  and  recognition 
of  the  Pennsylvania  physicians  in  pri¬ 
vate  practice  who  have  offered  to 
teach  medical  students. 

Although  the  appointments  are  re¬ 
newable  annually  by  the  various  de¬ 
partment  chairmen,  the  titles  do  not 
carry  salary,  fringe  benefits  or  ad¬ 
mitting  privileges. 

Most  of  the  teaching  responsibilities 
previously  conducted  at  Harrisburg 
Hospital  are  now  carried  out  at  the 
medical  center’s  hospital.  The  center 
plans  to  continue  its  affiliation  with 
Harrisburg  Hospital  which  will  enable 
medical  students  to  take  a  portion  of 
required  and  elective  clerkships  at 
Harrisburg. 


An  increasing  number  of  physicians 
are  taking  advantage  of  the  Dial  Access 
service  of  the  Central  New  York  and 
Susquehanna  Valley  Regional  Medical 
Programs  conducted  by  the  Robert 
Packer  Hospital  in  Sayre. 

Dail  Access  has  expanded  its  offer¬ 
ings  of  five  minute  mini-lectures  to 
120.  The  audiotapes  cover  a  variety 
of  diseases,  conditions  and  procedures. 
Pennsylvania  physicians  in  the  717 
and  215  area  codes  may  dial  (800) 
432-8081  toll-free  at  any  time.  Physi¬ 


cians  outside  of  these  area  codes  may 
take  advantage  of  the  service  at  the 
regular  toll  charge. 


A  complete  listing  by  subject  area 


\i 


of  tapes  now  available  may  be  obtained 
through  the  Communications  Coor¬ 
dinator,  SVRMP,  Box  541,  Camp  Hill 
17011. 


MCP  Reveals  Withdrawal 
Of  New  President-Elect 


lit 


Mrs.  Paul  R.  Kaiser,  chairman  of 
the  Board  of  Corporators  of  The  Medi 
cal  College  of  Pennsylvania,  has  an 
nounced  that  Irving  H.  Leopold 


R 


M.D.,  has  withdrawn  as  president-elec 


Cl 


of  the  College.  This  decision  wa 


of  thi 
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reached  by  mutual  consent 
College  and  Dr.  Leopold. 

Mrs.  Kaiser  is  immediately  rein 
stating  the  search  committee  of  th 
board,  which  will  continue  under  th 
chairmanship  of  Mrs.  John  1 
Brugger.  This  committee  includes  ref 
resentatives  of  the  College's  Board  i 
Corporators,  administration,  facult 
alumnae,  students  and  acting  presidei 
Marion  Fay,  Ph.D.  Ex  offic 
members  of  the  committee  are  M 
Richard  B.  Herman,  chairman  of  tl 
exeuctive  committee  of  the  Boar 
Dean  Bernard  Sigel,  M.D.,  and  Mi 
Kaiser. 
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)rug  Abuse,  T raining  Program  Get  Priority 


Former  State  Secretary  of  Public 
Mfare  Stanley  A.  Miller  prior  to  his 
rignation  directed  Eastern  Pennsyl- 
viia  Psychiatric  Institute,  Philadel- 
pia,  the  department’s  primary  mental 
tilth  research  and  training  center,  to 
r  eploy  personnel  and  facilities  to 
c/elop  a  top  priority  drug  abuse  and 
rearch  training  program. 

Emphasizing  the  urgency  of  de- 
v  oping  the  program,  he  directed 
\  A.  Phillips,  M.D.,  medical  director 
c  the  institute,  to  redeploy  a  signifi¬ 
ed  portion  of  its  resources,  including 
ijatient  care,  to  develop  a  clinical 
ptgram  of  research  and  training  that 
vl  provide  leadership  in  coping  with 
t  drug  abuse  problem  on  a  state-wide 
sle. 

Mr.  Miller  said,  “The  problem  of 
dig  abuse, especially  among  the  young, 
i;  probably  one  of  the  major  mental 
h  1th  problems  of  our  time. 

“Large  numbers  of  our  youth  in 
f  ir  disenchantment  and  disillusion- 
nnt  with  our  society  today,  turn  to 
d  gs  as  a  means  of  finding  meaning 
a  l  significance  in  their  lives.  More 
osn  than  not,  the  result  is  a  worsening 
o  he  emotional  distress  rather  than  an 
aviation  of  it.  The  frequency  with 
w.ch  so  many  of  our  young  people 
suer  serious  emotional  breakdown 
tbugh  drug  abuse  is  a  matter  of 
uiost  concern. 

‘It  is  clear  that  the  mental  health 
pgram  of  the  Commonwealth  has 
roonsibility  for  providing  a  major 
e  irt  in  this  area.  It  is  imperative  that 
w  move  immediately  and  commit  a 
si  ificant  portion  of  our  resources  to 
filing  ways  to  cope  with  this  serious 
si  ation,”  he  said. 

loseph  Adlestein,  M.D.,  formerly 
d  uty  secretary  for  mental  health  and 
mtal  retardation,  and  now  acting 
St  etary  of  the  department,  met  with 
auinistrators  and  representatives  of 
tl  Philadelphia,  Chester,  Bucks,  Mont- 
guery,  and  Delaware  county  mental 
h.th  and  mental  retardation  pro- 
gras,  and  others  concerned  with  drug 
ahe,  January  5,  at  E.P.P.I. 

'he  group  discussed  development 
ol  regional  plan  and  determined  how 
st  j  resources  can  best  be  utilized  in 
cc  aeration  with  voluntary  and  county 


programs  in  developing  a  collaborative 
approach  to  the  problems. 

The  Department  of  Public  Welfare, 
through  its  Office  of  Mental  Health, 
supports  several  drug  abuse  programs 
throughout  the  Commonwealth  at  pre¬ 
sent.  All  of  the  county  mental  health/ 
mental  retardation  programs  have  the 
responsibility  for  developing  programs 


The  PMS  Council  on  Medical  Ser¬ 
vice  and  Pennsylvania  Blue  Shield  have 
reached  agreement  on  a  statement 
clarifying  the  distinction  between  the 
service  benefit  concept  and  an  indem¬ 
nity  insurance  program.  The  statement 
is  as  follows: 

“Under  the  service  benefit  concept 
there  is  a  three-way  agreement  between 
the  doctor,  who  is  a  participating 
doctor  with  Pennsylvania  Blue  Shield, 
the  subscriber,  and  Pennsylvania  Blue 
Shield. 

“Under  the  Plan  A  and  Plan  B 
agreements,  a  subscriber  who  is  within 
the  income  limit  set  forth  in  the 
agreement  is  assured  in  advance  that 
he  will  not  have  to  pay  any  additional 
amount  for  covered  services  over  the 
amount  allowed  by  Blue  Shield,  when 
treated  by  a  participating  doctor. 

“Under  the  prevailing  fee  program, 
the  concept  is  the  same;  however, 
there  are  no  income  limits.  The  reason 
for  this  is  that  the  services  provided 
by  a  doctor  are  evaluated  by  Penn¬ 
sylvania  Blue  Shield  according  to  the 
criteria  of  usual,  customary  and  reason¬ 
able  rather  than  determined  by  a 
fixed  fee  schedule. 

“Under  an  indemnity  concept,  ser¬ 
vices  are  paid  for  at  fixed  amounts 
which  are  stipulated  in  the  contract. 
The  contract  is  only  between  a  policy 
holder  and  the  insurer.  The  doctor 
who  provides  the  service  has  no  obliga¬ 
tion  in  this  arrangement  and  is  free  to 
bill  and  collect  for  the  services  rendered. 
Pennsylvania  Blue  Shield  does  not  offer 
any  indemnity  programs.  However, 
subscribers  holding  Plan  A  or  Plan  B 
agreements  who  have  incomes  in  excess 


in  this  area. 

Mr.  Miller,  who  resigned  as  secretary 
of  the  Department  of  Public  Welfare 
to  accept  an  appointment  from  former 
Governor  Raymond  P.  Shafer  as  chair¬ 
man  of  the  State  Securities  Com¬ 
mission,  said  he  plans  to  remain  active 
as  a  volunteer  in  a  private  capacity  in 
the  welfare  field. 


of  the  stated  limits,  in  effect  have 
indemnity  agreements/’ 

Dr.  Roth  Elected  To 
Pension  Plan  Board 

Russell  B.  Roth.  M.D.,  of  Erie, 
speaker  of  the  house  of  delegates  of  the 
American  Medical  Association,  has 
been  elected  to  the  advisory  board  of 
directors  of  the  National  Foundation 
of  Health,  Welfare  and  Pension  Plans. 

The  sixteen-year  old  foundation, 
based  in  Milwaukee,  Wis.,  is  dedicated 


DR. ROTH 


solely  to  the  education  of  trustees  and 
others  serving  on  employee  benefit 
plans.  Such  plans  are  established  under 
the  Taft-Hartley  Act,  which  made  em¬ 
ployee  benefits  part  of  collective  bar¬ 
gaining  and  enabled  tax-free  employer 
contributions  to  benefit  trust  funds 
operated  by  joint  trustee  boards  on 
which  management  and  labor  are 
equally  represented. 


PMS  Council,  Blue  Shield 
Resolve  Payment  Issue 
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Health  Insurance  Assn.  Announces  Medical  Plan 


G.  Frank  Pruvis,  Jr.,  chairman  of 
the  Health  Insurance  Association  of 
America,  recently  made  a  proposal, 
one  of  many  made  in  the  past  year, 
for  a  national  program  designed  to 
stabilize  medical  costs,  improve  health 
care  and  make  comprehensive  health 
insurance  available  to  everyone. 

The  Health  Insurance  Association  of 
America  is  composed  of  over  300 
member  insurance  firms,  which  account 
for  80  per  cent  of  the  health  insurance 
written  by  insurance  companies  in 
the  U.  S. 

The  proposal  draws  upon  the  gov¬ 
ernment,  the  flexibility  and  managerial 
capabilities  of  private  insurers,  the 
scientific  skills  of  health  care  pro¬ 
fessionals  and  consumers.  It  is  be¬ 
lieved  that  if  the  proposed  reforms 
and  additions  are  made  all  citizens, 
regardless  of  income,  will  have  access 
to  quality  health  care  at  a  price  the 
nation  can  afford. 

Mr.  Pruvis  explained  that  under 
the  proposed  program  there  would  be 
an  increase  in  the  supply  of  health 
manpower,  a  promotion  of  ambulatory 
health  care  and  benefits  for  preventa¬ 
tive  treatment  and  a  strengthening  of 
health  care  planning  on  both  state  and 
local  levels.  The  program  will  also 
make  way  for  improvements  in  the 
controls  of  cost  and  quality  of  health 
care  and  for  the  development  of  na¬ 
tional  health  care  objectives. 

The  health  insurance  business  be¬ 
lieves  that  the  delivery  of  a  quality 
health  care  is  dependent  on  a  broadly- 
based  financing  system.  Mr.  Pruvis 
noted  that  such  a  system  could  be 
achieved  easily  by  building  on  the 
present  foundation  of  existing  vol¬ 
untary  health  insurance  plans. 

In  addition  to  calling  for  federal 
standards  for  health  care  benefits  and 
for  the  utilization  of  the  existing 
insurance  structure,  the  industry’s  pro¬ 
gram  proposes  federal  income  tax  in¬ 
centives  to  help  assure  that  benefits 
are  maintained  on  federal  levels.  The 
use  of  federal  and  state  funds  to 
subsidize  the  standard  benefits  to  the 
poor  and  near-poor  is  also  called  for 
in  the  program.  The  near-poor  groups 
would  be  required  to  pay  premiums 
scaled  to  their  incomes. 


The  program  would  be  able  to 
become  fully  effective  by  1973.  Initial¬ 
ly,  however,  more  extensive  state  pro¬ 
grams  for  the  poor  and  near-poor 
would  exist  rather  than  for  the  private 
group  and  individual  plans. 

The  association  urges  increased  sup- 


The  Pennsylvania  Medical  Society 
is  one  of  the  sponsors  of  the  Fifth 
Pennsylvania  College  Health  Confer¬ 
ence  to  be  held  at  Temple  University, 
Philadelphia,  March  12  and  13.  How 
students  affect  and  are  affected  by  the 
present  college  health  programs,  as  well 
as  other  physical  and  social  aspects  of 
the  campus  environment,  will  be  the 
general  theme  of  the  conference. 

Workshops  dealing  with  environ¬ 
mental  health  problems  including  noise, 
waste,  crowding,  heating,  lighting  and 

Wills  to  Present 
Glaucoma  Course 

The  Glaucoma  Service  of  the  Wills 
Eye  Hospital,  affiliated  with  Temple 
University  Health  Sciences  Center  in 
Philadelphia,  Pennsylvania,  is  offering 
a  three  day  course,  “The  Management 
of  Patients  with  Glaucoma,”  on  April 
7,  8,  and  9,  1971.  The  following  lec¬ 
turers  will  participate:  Mansour  F.  Ar- 
maly,  M.D.,  William  R.  Green,  M.D., 
P.  Robb  McDonald,  M.D.,  Kenneth  T. 
Richardson,  M.D.,  and  George  L. 
Spaeth,  M.D. 

The  tuition  fee  is  $150,  payable  to 
the  Glaucoma  Service  of  the  Wills  Eye 
Hospital.  The  course,  which  will 
include  lectures,  practical  demon¬ 
strations,  and  discussions  of  specific 
cases,  is  limited  to  thirty  members. 
Applications  will  be  accepted  in  the 
order  in  which  they  are  received.  In¬ 
quiries  regarding  the  course  should  be 
addressed  to  George  L.  Spaeth,  M.D., 
Director,  Glaucoma  Service,  Wills  Eye 
Hospital,  Philadelphia,  Pennsylvania 
19130. 


port  for  comprehensive  health  planning 
agencies  and  for  the  creation  of  a 
council  of  health  policy  advisors  on 
the  cabinet  level  to  serve  the  president 
by  setting  up  national  policy  to  im¬ 
prove  the  organization,  delivery,  qual¬ 
ity  and  financing  of  health  care. 


eating  facilities;  the  advisory  function 
of  the  school  administration  in  terms 
of  policies  and  activities  directly  af¬ 
fecting  on-campus  health;  and  campus 
health  education  through  campus  news  I 
media  and  classroom  involvement  are  1 
to  be  included  in  the  programs.  One  1 
other  workshop  will  concentrate  on 
the  clinical  functions  which  students, 
administrators  and  faculty  should  ex¬ 
pect  from  the  college  health  services. 

Ambulatory  Care 
Survey  Planned 

A  National  Ambulatory  Medical, 
Care  Survey  (NAMCS)  is  currently 
being  planned  by  the  National  Center 
for  Health  Statistics  in  the  Department 
of  Health,  Education  and  Welfare.  | 

The  survey  is  expected  to  provide 
objective,  quantitative  information  i 
enumerating  the  types  of  ambulatory  < 
patients  seen  by  physicians,  the  nature ; 
of  the  patients’  problems  and  the 
resources  for  their  care.  When  the 
survey  is  in  full  operation  in  1972  it  is, 
estimated  that  some  3,000  physicians 
and  240,000  ambulatory  patients  will 
provide  data  each  year.  All  physicians 
will  be  replaced  by  new  sample 
physicians  after  participating  for  four 
quarters. 

The  largest  segment  of  the  Ameri¬ 
can  health  services  system  in  terms  of 
volume  and  prevalence  is  ambulator 
services.  Information  on  this  is  needed 
for  planning  and  organizing  health 
services,  for  planning  efficient  utiliza¬ 
tion  of  health  facilities  and  manpower, 
and  for  determining  modifications  in 
medical  education. 


Temple  Hosts  Fifth  Annual 
College  Health  Conference 
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Topic  is  Physician's  Assistant 

SVRMP  Sponsors  Workshop 


“The  Physician’s  Assistant”  will  be 
ie  subject  of  a  day-long  Regional 
orkshop  at  the  Milton  S.  Hershey 
edical  Center,  Hershey,  on  March  3, 
onsored  by  the  Susquehanna  Valley 
2gional  Medical  Program. 
Developed  cooperatively  by 
/RMP’s  Council  on  Education  and 
anpower  and  the  medical  center,  the 
jrkshop  will  bring  to  central  Penn- 
Ivania  some  of  the  pioneers  of 
ysician’s  assistant  training  programs 
;ross  the  nation. 

Featured  speakers  representing  spe¬ 
cie  programs  include:  D.  Robert 
bward,  M.D.,  Physician’s  Assistant 
'aining  Program,  Duke  University; 
(raid  Bassett,  M.D.,  MEDEX  Pro- 
£im.  University  of  North  Dakota; 
ci  Mrs.  Ann  Smith,  Pediatric  Nurse- 
hetitioner  Program,  University  Of 
dorado.  Willard  Gamon,  M.D.,  of 
Ceney,  Washington,  will  speak  from 
t  viewpoint  of  a  preceptor  and  as 
c;  who  presently  employs  a 
“  edex” — physician  assistant. 

n  addition  to  a  discussion  of  the 
vious  training  approaches,  Nathan 
Ushey,  L.L.B.,  Professor  of  Health 
Lv,  University  of  Pittsburgh,  will 
dcribe  methods  of  resolving  the  legal 
pblems  regarding  use  of  physician’s 
a:stants. 

larry  Borland,  Ph.D.,  Assistant 
Pfessor,  Department  of  Behavioral 
Snnce,  at  Hershey  Medical  Center 
ai  consultant  to  SVRMP,  will  report 
oiSVRMP’s  recent  study  of  physician 
m  ipower  resources.  Lawrence  Flan- 
nan,  of  the  Altoona  Hospital,  will 
diuss  his  hospital’s  use  of  former  mil- 
it; /  corpsmen  in  a  variety  of  hospital 
res;  and  Mrs.  Evan  L.  Porter,  of  the 
H  pital  Education  and  Research 
Findation  of  Pennsylvania  (HERF) 
w  discuss  the  national  MEDIHC 
pr;ram  which  helps  to  place  former 
m  tary  medics  into  the  civilian  health 
ca  system. 

panel  comprised  of  physician  rep- 
re:  natives,  an  attorney,  a  health 
plmer,  labor  and  industrial  leaders, 
an  a  legislative  representative  will 
dinss  the  issue. 

Reed  Babcock,  M.D.,  of  Belle- 
fo ;,  immediate  past  chairman  of  the 
SVMP's  Regional  Advisory  Group, 


will  serve  as  general  chairman  for  the 
workshop,  which  is  open  to  all  inter¬ 
ested  physicians,  health  professionals, 
and  other  concerned  individuals.  Reg¬ 
istration  begins  at  8:30  a.m.  There  will 
be  a  $5.00  fee  to  cover  lunch  and  sem- 


Model  legislation  to  aid  states  in  es¬ 
tablishing  minimal  educational  and 
training  standards  for  persons  using 
ionizing  radiation  in  the  healing  arts 
has  been  prepared  by  the  HEW’s 
Bureau  of  Radiological  Health. 

Under  the  model  law,  state  certifi¬ 
cation  of  competence  would  have  to  be 
obtained  by  all  people  using  ionizing 
radiation  in  diagnosis  and  treatment. 
This  would  mean  that  physicians,  den¬ 
tists,  medical  and  dental  assistants,  and 
other  licensed  practitioners  would 
require  certification. 

The  bureau  has  identified  medical 
and  dental  diagnosis  as  the  greatest 
single  source  of  man-made  radiation 
reaching  the  people  of  the  United 
States.  The  model  law  is  designed  so 
that  it  promotes  a  reduction  in  popula¬ 
tion  exposure  to  radiation  by  im- 


Donald  R.  Cooper,  M.D.,  chairman 
of  the  department  of  surgery  at  The 
Medical  College  of  Pennsylvania,  an¬ 
nounces  that  a  stoma  clinic  for  the 
care  of  patients  in  the  Delaware  Valley 
has  been  established  at  MCP,  directed 
by  A.  Richard  Kendall,  M.D.,  and 
Lester  Karafin,  M.D.,  under  the  super¬ 
vision  of  the  Department  of  Urology. 

This  facility,  the  first  in  the  Dela¬ 
ware  Valley  (there  is  one  other  such 
clinic  in  Harrisburg),  services  patients 
with  postoperative  stomal  problems 
(colostomy,  ileostomy,  urethrostomy, 
etc.)  and  is  staffed  by  a  qualified  en¬ 
terostomal  therapist,  Mrs.  Stella 
Krouse. 

Mrs.  Krouse,  who  trained  at  Cleve¬ 
land  Clinic  Hospital,  is  capable  of  fit¬ 
ting  and  caring  for  stomal  appliances. 
She  is  experienced  in  dealing  with  an 
individual’s  problems  of  adjustment  to 


inar  expenses. 

Interested  persons  should  notify 
Franklin  E.  Williams,  Educational  Ac¬ 
tivities  Coordinator,  SVRMP,  Box 
541,  Camp  Hill,  Pa.  17011,  before 
March  1. 


proving  the  qualifications  of  persons 
using  the  equipment  and  materials  for 
applying  ionizing  radiation. 

Provisions  for  both  medical  and 
dental  radiographic  technology  boards 
of  examiners  to  determine  the  pre¬ 
scribed  level  of  competence  for  ion¬ 
izing  radiation  users  have  been  in¬ 
cluded  in  the  model  law.  At  this  time 
California  is  the  only  state  requiring 
certification  of  all  persons  using  x-rays 
on  patients. 

Copies  of  the  draft  legislation, 
“Model  Legislation  for  Users  of 
Ionizing  Radiation  in  the  Healing 
Arts,”  prepared  by  the  Bureau  of 
Radiological  Health  are  available  from 
the  bureau’s  Office  of  Information, 
12720  Twinbrook  Parkway,  Rockville, 
Md.  20852. 


life  with  a  stoma,  including  consulting 
on  diet,  skin  problems  and  irrigating 
techniques. 

The  clinic  is  designed  to  help  in  ad¬ 
justment  to  life  with  a  stoma  and  does 
not  deal  with  a  disease  process.  This 
has  already  been  accomplished  by  sur¬ 
gery.  While  medical  backup  is  pro¬ 
vided,  all  medical  and  surgical 
problems  will  be  cared  for  by  the  pa¬ 
tient’s  referring  physician. 

Physicians  can  schedule  appoint¬ 
ments  for  their  patients  by  calling  The 
Medical  College  of  Pennsylvania,  VI9- 
0400,  Extension  4480  and  requesting 
the  Stoma  Clinic.  Or  individuals  may 
call  for  their  own  appointments.  Fur¬ 
ther  information  can  be  obtained  by 
contacting  the  Department  of  Urology 
at  The  Medical  College  of  Pennsyl¬ 
vania. 


Radiological  Certification  Board 
Proposed  By  Federal  Agency 


Stoma  Clinic  Established  at  MCP 
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State  Certified  Nursing  Homes  Now  Number  578 


DAVID  A.  SMITH,  M.D.,  (left)  recently  appointed  medical  editor  of  PENN¬ 
SYLVANIA  MEDICINE  and  1970  president  of  the  Dauphin  County  Medical 
Society  congratulates  Raymond  C.  Crandon,  M.D.,  (right),  on  his  installation  as 
1971  DCMS  President.  Dr.  Grandon  is  secretary  of  PMS.  Looking  on  are 
Drs.  G.  Winfield  Yarnall  (second  from  left),  DCMS  secretary-treasurer  and 
Robert  P.  Sutlinger,  chairman  of  PMS  Council  on  Medical  Service.  The 
installation  ceremony  took  place  in  January. 

Experts  Discuss  Treatment 
Of  Drug  Overdose  Victims 


A  total  of  578  nursing  homes  with 
accommodations  for  40,138  patients 
were  certified  or  licensed  to  operate 
in  the  Commonwealth  as  of  December 
15,  1970,  according  to  Dr.  Alfred  C. 
Kraft,  commissioner  of  medical  services 
and  facilities  for  the  Pennsylvania  De¬ 
partment  of  Public  Welfare. 

The  licenses,  issued  by  the  Nursing 
Home  Division,  were  granted  to  390 
proprietary  and  188  nonprofit  institu¬ 
tions,  showing  a  decline  of  27  below 
the  605  nursing  homes  approved  last 
year. 

Dr.  Kraft  pointed  out  that  the 
department  has  the  responsibility  for 
the  development,  maintenance  and 
improvement  of  standards  of  patient 
care  in  all  general  and  special  hos¬ 
pitals,  nursing  homes,  extended  care 
facilities  and  restoration  centers  (form¬ 
erly  called  geriatric  centers). 

“The  activities  of  this  office,”  he 
added,  “are  designed  to  assure  that  all 
persons  who  require  medical  services, 
either  as  inpatients  or  outpatients, 
receive  the  highest  quality  of  care.” 

In  addition  to  the  nursing  homes, 
1 7  proprietary  and  1 7  nonprofit  inter¬ 
mediate  care  facilities  were  surveyed 
and  approved  by  the  department.  Inter¬ 
mediate  care  facilities  offer  minimal 
nursing  care  rather  than  skilled  nursing 
care  provided  in  other  type  homes. 

Fifty-nine  county  institutions,  cap¬ 
able  of  accommodating  1 5,939  persons, 
were  certified  to  provide  infirmary 
and  residential  care. 

AAP  Seeks  Change 
In  Marijuana  Law 

According  to  the  American  Acad¬ 
emy  of  Pediatrics  (AAP)  the  penalty 
for  possessing  marijuana,  which  is 
presently  considered  to  be  a  felony, 
should  be  changed  to  a  misdemeanor. 

The  AAP  Massachusetts  chapter 
prepared  a  statement  emphasizing  that 
marijuana  is  a  non-addicting  hallucin¬ 
ogen,  rather  than  a  narcotic,  and  as 
such  should  not  be  treated  as  a  narcot¬ 
ic  drug  as  defined  by  the  Harrison 
Narcotic  Act. 

Marijuana  is  a  potentially  harmful 
drug,  and  according  to  the  academy  it 
should  not  be  legalized  at  this  time. 


A  panel  of  experts  who  deal  with 
the  medical,  legal,  psychological  and 
toxicological  aspects  of  the  drug  pro¬ 
blem  discussed  “Emergency  Room  Di¬ 
agnosis  and  Treatment  of  Acute  Drug 
Overdose”  Wednesday,  January  6,  in 
the  Allegheny  County  Medical  Society 
(ACMS)  headquarters  building,  713 
Ridge  Avenue,  North  Side. 

Sponsored  by  the  ACMS  Drug  Abuse 
Committee  and  designed  to  provide 
basic  medical  facts  concerning  the 
diagnosis  and  treatment  of  known  or 
suspected  drug  overdose  victims,  the 
program  included  a  review  of  dif¬ 
ferential  diagnosis  and  recommenda¬ 
tion  of  treatment  modalities. 

Cyril  H.  Wecht,  M.D.,  chairman  of 
the  Drug  Abuse  Committee,  moderated 


a  panel  discussion  dealing  with  nar¬ 
cotics,  sedatives,  hypnotics,  ampheta¬ 
mines,  hallucogens,  psychiatric  pro¬ 
blems,  the  role  of  the  toxicology  lab¬ 
oratory,  and  legal  ramifications  of 
emergency  treatment  of  dangerous 
drugs. 

CORRECTION 

Dr.  Joseph  B.  Kahn,  a  podiatrist 
who  recently  joined  the  staff  at 
Geisinger  Medical  Center  as  a  part- 
time  associate  in  the  department  of 
orthopedics  was  listed  in  error  in  the 
January,  1971  issue  of  M.D.  ’s  in  the 
News  as  a  doctor  of  medicine. 
Dr.  Kahn  also  has  a  private  prac¬ 
tice  in  Selinsgrove. 
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PENNSYLVANIA 


Public  TV  Drug  Abuse  Programs 
Broadcast  Throughout  State 


Arnold  Palmer  and  “Brother  John”... 
David  Susskind  and  Big  Brother  and 
the  Holding  Company. ..O.  J.  Simpson 
and  the  “Bugaloos”...the  Surgeon  Gen¬ 
eral  of  the  U.S....Fred  Rogers  and  a 
bunch  of  ex-junkies. 

An  unlikely  crew?  Perhaps  so,  but 
this  month,  they’ll  all  join  forces  for 
what  is  probably  the  most  compre¬ 
hensive  series  on  drug  in  the  history 
of  broadcasting.  It’s  called  “The  Turned 
On  Crisis,”  and  the  200  TV  stations  of 
the  Public  Broadcasting  Service  will 
air  the  eight  one-hour  programs  during 
prime  time  in  February.  The  series 
has  been  designed  to  examine  the 
hows  and  whys  of  drug  abuse,  and  what 
parents  and  teenagers  can  do  to  pro¬ 
vide  alternatives  to  a  “drug  crisis.” 
Commonwealth  newspapers  will  list 
times  of  the  shows  on  public  TV 
stations  throughout  the  state. 

A  one-hour  edited  version  of  psy¬ 
chologist  Dr.  Carl  Rogers’  sixteen-hour 
encounter  session  on  drugs  kicks  off 
the  series  with  “Because  That’s  My 
Way.”  During  the  session  with  ten 
individuals  from  various  backgrounds 
in  the  drug  culture,  Rogers  directs 
meaningful  confrontations  between  a 
narcotics  agents,  a  revolutionary,  a 
college  student  who  hasn’t  yet  turned 
on  to  drugs,  a  nurse  whose  son  “over¬ 
dosed”  on  heroin,  and  a  seventeen-year- 
old  arrested  for  narcotics  possession. 

“The  First  Dimension:  Information 
and  Understanding”  serves  as  the  basis 
for  further  dialogue  on  drugs  through¬ 
out  the  series.  With  O.  J.  Simpson  as 
lost,  this  fast-paced  multi-level  ap- 
)roach  to  information  and  understand- 
ng  features  numerous  guest  partici¬ 
pants,  computor  animations  and  film 
dgnettes  in  the  delivery  of  facts  and 
:urvey  of  attitudes  toward  drug  use 
ind  abuse.  Participating  authorities 
md  personalities  include  U.S.  Surgeon 
General  Jesse  Steinfeld,  Dr.  Sidney 
?ohen,  Dr.  Helen  Nowlis,  Arnold  Pal- 
ner,  Denise  Nicholas,  Frank  Gorshin, 
nd  Greg  Morris. 

“Say  What  We  Feel,  Not  What 
Ve  Ought  To  Say”  is  a  series  of 
nterrelated  vignettes  about  members 
•f  a  community  attempting  to  solve 
heir  drug  problems.  The  program 


probes  the  contrasting  attitudes  of 
youth  and  establishment  as  actor/ 
participants  react  to  the  situational 
context  of  proposals  for  closing  a 
controversial  youth  center  and  of  po¬ 
licing  high  school  halls  for  drugs. 

Next  in  the  series  is  “The  Shade  of 
a  Toothpick,”  an  examination  of  pro¬ 
jects  and  approaches  to  drug  preven¬ 
tion  across  the  nation.  In  the  program, 
hosted  by  David  Susskind,  focus  is  on 
projects  undertaken  in  Berkeley,  Pitts¬ 
burgh,  and  Stamford,  Connecticut; 
Public  Television’s  Fred  Rogers  makes 
an  appeal  to  parents  to  respond  crea¬ 
tively  to  the  needs  of  their  children, 
and  David  Susskind  moderates  a  panel 
discussion  with  law  enforcement  auth¬ 
orities  on  the  role  of  organized  crime 
in  the  drug  crisis. 

“To  Keep  It,  You  Have  To  Give  It 
Away”  explores  the  inner  sanctum  of 
rehabilitation  centers.  Interviews  and 
action  footage  with  addicts,  doctors, 
psychologists  and  other  professionals 
document  life  at  Synanon’s  new  city 
at  Tomales  Bay,  north  of  San  Fran¬ 
cisco,  the  Clinical  Research  Center  of 
the  National  Institute  of  Mental  Health 
in  Lexington,  Ky.;  Black  Action,  Inc., 
a  methadone  maintenance  program  in 


The 

TurnedOn 

Crisis 

Pittsburgh;  the  Washingtonian  Hospital 
in  Boston  and  others.  The  program 
emphasizes  that  in  view  of  the  many 
different  approaches  to  rehabilitation, 
no  single  approach  is  necessarily  the 
“right”  one,  but  instead,  the  different 
modalities  have  been  developed  out  of 
a  wide  range  of  different  individual 
needs. 

A  special  television  production  of 
“The  Concept,”  the  long-run  off-Broad- 
way  play,  illustrates  one  particular 
approach  to  drug  rehabilitation.  Self- 


PHYSICIANS  have  a  responsibility  to  learn  about  drug  abuse  in  America.  You  have 
an  opportunity  to  see  what  is  happening  throughout  America.  “The  Turned  On 
Crisis,”  is  a  series  of  eight  programs  which  examine  in  dramatic  form  the  drug 
abuse  problem  which  exists  in  most  American  communities  today.  Check  your 
local  public  TV  station  listings  for  times  of  the  shows  scheduled  for  February. 
Above  is  a  scene  from  the  program  “ Because  That's  My  Way”  featuring  Dr.  Carl 
Rogers,  psychologist,  in  ah  encounter  session  with  young  people. 


ANUARY,  1971 
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SCENES  FROM  “Say  What  We  Feel,  Not  What  We  Ought  To  Say ”  (above)  and 
“High  Is  Not  Very  Far  Off  The  Ground,”  (below)  portray  two  aspects  of  drug 
users'  problems  in  relation  to  established  community  standards,  and  their 
problems  in  communication  with  each  other. 


realization  therapy  is  dramatized  as 
ex-addicts,  all  members  of  New  York’s 
Daytop  Village,  interact  with  one  an¬ 
other  in  a  series  of  improvisations 
about  themselves  and  their  arduous 
route  back  to  reality. 

The  medium  is  the  message  in 
“Why  Can’t  You  Hear  Through  The 
Noise  in  Your  Ear?”  Performance  and 
dialogues  with  top  youth-cult  musi¬ 
cians,  interpreted  by  the  program’s 
host,  demonstrate  for  the  over-30  group 
that  rock  music  communicates  many 
positive  valuesdespite  the  “loud  sound.” 

“High  is  Not  Very  Far  Off  The 
Ground”  features  a  heated  debate-dis¬ 
cussion  on  marijuana  by  authorities 
from  the  medical  and  legal  professions. 
The  debate  is  innercut  with  episodes 
from  a  town  meeting  on  drug  abuse 
during  which  adults  and  youth,  in 
confrontation  over  “hard”  vs.  “soft” 
drugs,  support  the  notion  that  mari¬ 
juana  and  “soft”  drugs  are  an  issue 
based  on  morals  rather  than  fact. 

WOED  (public  television  in  Pitts¬ 


burgh)  broadcast  the  series  last  Oct¬ 
ober  and  distributed  pamphlets  for  the 
public  on  topics  ranging  from  methods 
of  prevention  and  community  action 
to  facts  on  drugs  designed  for  family 
reading  and  discussion. 

“The  Turned  On  Crisis”  is  a  project 
on  drug  abuse  of  the  Pennsylvania 
Public  Television  Network.  The  shows 
were  produced  by  Public  Television 
Station  WQED.  The  series  is  a  three¬ 
pronged  effort:  eight  hours  of  prime 
time  programs  will  reach  the  families 
in  their  homes. 

Six  half-hour  shows  aimed  at  edu¬ 
cators,  including  school-board  members, 
teachers,  administrators  and  supervisors 
will  be  shown  in  March  and  April. 

Six  twenty-minutes  programs  will 
be  beamed  fo  junior  high  school  stu¬ 
dents’  in  the  classroom  next  fall-.  Both 
the  educators’  and  students’  programs 
will  be  tested,  evaluated,  and,  if  nec¬ 
essary,  revised  in  pilot  studies  before 
they  are  nationally  "aired. 


DIANE  and  Paul,  George,  Amy,  and 
Tony,  are  some  of  the  actors  in 
“The  Turned  on  Crisis." 
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PENNSYLVANIA  MEDICINE 


64Most  often  it  s  my  stomach, 
but  I  get  headaches  too. 

My  muscles  hurt  and  I’m  fidgety 
and  sometimes  I  cry” 


Somatic  symptoms  and  concerns 
caused  by  anxiety  respond 
particularly  well  to  SineQUan® 

DOXEPIN  HOI 


(Please  see  last  page  for  full  adverse  reactions,  contraindications,  warnings  and  precautions.) 


“Everything 
I  do  is  half 
done. 

I’m  restless, 
nervous,  tired 
all  the  time 
and  always 
nagging” 


Anxiety  and 
lack  of  energy 
respond 
particularly 
well  to 


Sineq 

DOXEPIN  HCll 


uan 


Marked  antianxiety  action . . . 

The  antianxiety  effect  of  Sinequan 
(doxepin  HCI)  was  compared  to  that  of 
either  diazepam  or  chlordiazepoxide  in 
ten  double-blind  studies1,2  of  422  patients 
with  psychoneurotic  anxiety.  An  analysis 
of  the  symptom  rating  scales  revealed  that 
Sinequan  was  unsurpassed  by  the  two 
tranquilizers  in  treating  a  broad  range  of 
anxious  symptomatology. 

Global  evaluation  of  the  double-blind 
studies  also  expressed  the  comparative 
effectiveness  of  Sinequan: 

SINEQUAN  VS.  CHLORDIAZEPOXIDE 
IN  5  DOUBLE-BLIND  STUDIES 


DRUG 

ADMINISTERED 

SINEQUAN 

CHLORDIAZEPOXIDE 

TOTAL  NO. 

OF  PATIENTS 

77 

72 

NUMBER 

IMPROVED 

64 

56 

MARKED 

21 

7 

MODERATE 

27 

23 

SLIGHT 

16 

26 

%  IMPROVED 

83% 

78% 

SINEQUAN  VS.  DIAZEPAM 
IN  5  DOUBLE-BLIND  STUDIES 


DRUG 

ADMINISTERED 

SINEQUAN 

DIAZEPAM 

PLACEBO 

TOTAL  NO. 

OF  PATIENTS 

118 

102 

48 

NUMBER 

IMPROVED 

100 

75 

33 

MARKED 

47 

34 

12 

MODERATE 

29 

29 

11 

SLIGHT 

24 

12 

10 

%  IMPROVED 

85% 

74% 

69% 

Overall  evaluations1  of  patients  treated 
with  Sinequan  revealed  that: 

□  84%  of  263  patients  with  symptoms  of 
anxiety  showed  marked,  moderate,  or  slight 
improvement 

□  87%  of  40  patients  with  symptoms 

of  anxiety  accompanying  organic  disease 
showed  marked,  moderate,  or  slight 
improvement 

□  83%  of  1 42  patients  with  symptoms 

of  anxiety  and  depression  showed  marked, 
moderate,  or  slight  improvement. 


. . .  and  significant  antidepressant  activity 


Sineq 

DOXEPIN  HCll 

e  Starting  dosage: 

25  mg.  t.i.d.  for  mild 
to  moderate  anxiety 


uan 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a  tranquilizer. 


"In  a  double-blind  and  placebo-controlled  study  of  doxepin 
and  diazepam  in  therapy  for  anxiety  superimposed  on  underlying 
gastrointestinal  disease  in  60  patients,  doxepin  appeared 
comparable  to  diazepam  in  reducing  anxiety.” 


Kasich,  A.  M.:  Psychosomatics  Supplement  10:18,  May-June,  1969. 


(Please  see  last  page  for  full  adverse  reactions,  contraindications,  warnings  and  precautions.) 


Analysis  of  standard  symptoms  rating  scales1 
proved  the  effectiveness  of  Sinequan  (doxepin 
HCI)  in  decreasing  the  intensity  and  incidence  of 
the  most  prevalent  psychoneurotic  symptoms: 


Symptom 

Improvement  with  Sinequan 

Anxious  Mood 

74%  (59  of  80  patients3) 

Fears 

73%  (48  of  66  patients3) 

Difficulty  in 
decision-making 

63%  (12  of  19  patients11) 

Tension 

79%  (63  of  80  patients3) 

Depressed  Mood 

72%  (50  of  69  patients3) 

Loss  of  interest 

73%  (11  of  15  patients0) 

Social  Withdrawal 

62%  (13  of  21  patients'3) 

Somatic  Symptoms 
(General) 

76%  (31  of  41  patients3) 

Respiratory 

Symptoms 

83%  (19  of  23  patients3) 

Gastrointestinal 

Symptoms 

77%  (54  of  70  patients3) 

Cardiovascular 

Symptoms 

67%  (14  of  21  patients3) 

Insomnia 

73%  (53  of  73  patients3) 

Rating  scales  used  for  symptom  evaluation 

a.  Hamilton  Anxiety  Scale  (Modified) 

b.  Wittenborn  Symptom  Rating  Scale 

c.  Anxiety  Check  List 


Effective  control  of 
anxiety’s  most  prevalent  psychic 
and  somatic  symptoms . . . 
relief  of  underlying  depression 


Sinequan  (doxepin'HCI)  Capsules 

Description.  Sinequan  (doxepin  •  HCI)  is  a  new  dibenzoxepin  psychotherapeutic  agen > 
with  marked  antianxiety  and  significant  antidepressant  activity. 

Chemistry.  Sinequan  (doxepin  •  HCI)  is  a  dibenzoxepin 
derivative  and  is  the  first  of  a  new  family  of  psycho¬ 
therapeutic  agents.  Specifically,  it  is  an  isomeric  mix¬ 
ture  of  N1N-Dimethyl-dibenz(b,e)-oxepin-Al|(6H)i  y  pro¬ 
pylamine  hydrochloride. 

Indications.  In  a  carefully  designed  series  of  controlled 
studies,  Sinequan  (doxepin  •  HCI)  has  been  shown  to 
have  marked  antianxiety  and  significant  antidepressant 
activity.  Sinequan  (doxepin  •  HCI)  is  recommended  for 
the  treatment  of: 


SINEQUAN  (doxepin-HCI) 


(1)  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions.  (2)  Mixed  symp 
toms  of  anxiety  and  depression.  (3)  Alcoholic  patients  with  anxiety  and/or  depressior 
(4)  Anxiety  associated  with  organic  disease.  (5)  Psychotic  depressive  disorders  includ 
ing  involutional  depression  and  manic-depressive  reactions. 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well  to  Sinequa 
(doxepin  •  HCI)  include  anxiety,  tension,  depression,  somatic  symptoms  and  concern: 
insomnia,  guilt,  lack  of  energy,  fear,  apprehension  and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  Sinequan  (doxepin-HC 
is  of  particular  value  since  it  exerts  a  potent  antidepressant  effect  as  well  as  ant 
anxiety  activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepressant  drugs  me 
benefit  from  treatment  with-Sinequan  (doxepin  •  HCI). 

Clinical  experience  has  shown  that  Sinequan  (doxepin -HCI)  is  safe  and  well  tola 
ated  even  in  the  elderly  patient. 

In  a  large  series  of  patients  systematically  observed  for  withdrawal  symptoms,  non 
were  reported.  This  is  consistent  with  the  virtual  absence  of  euphoria  as  a  side  effer 
and  the  lack  of  addiction  potential  characteristic  of  this  type  of  chemical  compound. 
Contraindications.  Sinequan  (doxepin  •  HCI)  is  contraindicated  in  individuals  who  hav 
shown  hypersensitivity  to  the  drug. 

Sinequan  (doxepin  •  HCI)  is  contraindicated  in  patients  with  glaucoma  or  a  tendenc 
to  urinary  retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin  •  HCI)  has  not  been  studied  in  th 
pregnant  patient.  It  should  not  be  used  in  pregnant  women  unless,  in  the  judgment: 
the  physician,  it  is  essential  for  the  welfare  of  the  patient,  although  animal  reprodu: 
tive  studies  have  not  resulted  in  any  teratogenic  effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxepin •  HCI)  in  children  under  12  years: 
age  is  not  recommended,  because  safe  conditions  for  its  use  have  not  been  establishei 

MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  followir 
the  concomitant  use  of  certain  drugs  with  MAO  inhibitors.  Therefore,  MAO  inhibito 
should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therap 
with  Sinequan  (doxepin  •  HCI).  The  exact  length  of  time  may  vary  and  is  dependei 
upon  the  particular  MAO  inhibitor  being  used,  the  length  of  time  it  has  been  admit 
istered,  and  the  dosage  involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  t 
warned  of  the  possibility  and  cautioned  against  driving  a  car  or  operating  dangeroi 
machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiate: 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may  remain  so  unt 
significant  improvement  has  occurred,  patients  should  be  closely  supervised  during  th 
early  course  of  therapy. 

Although  Sinequan  (doxepin  •  HCI)  has  significant  tranquilizing  activity,  the  possibi 
ity  of  activation  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e.g.,  iminodibenzyls  and  dibe: 
zocycloheptenes)  are  capable  of  blocking  the  effects  of  guanethidine  and  similar 
acting  compounds  in  both  the  animal  and  man.  Sinequan  (doxepin  •  HCI),  howeve 
does  not  show  this  effect  in  animals.  At  the  usual  clinical  dosage,  75  to  150  mg.  pi 
day,  Sinequan  (doxepin -HCI)  can  be  given  concomitantly  with  guanethidine  and  r: 
lated  compounds  without  blocking  the  antihypertensive  effect.  At  doses  of  300  mg.  p: 
day  or  above,  Sinequan  (doxepin -HCI)  does  exert  a  significant  blocking  effect.  In  add 
tion,  Sinequan  (doxepin- HCI)  was  similar  to  the  other  structurally  related  psyche 
therapeutic  agents  as  regards  its  ability  to  potentiate  norepinephrine  response  in  th 
animal.  However,  in  the  human  this  effect  was  not  seen.  This  is  in  agreement  with  th 
low  incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  Dry  mouth,  blurred  vision,  and  constipi 
tion  have  been  reported.  They  are  usually  mild,  and  often  subside  with  continued  the 
apy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has  been  observed.  This  usually  occui 
early  in  the  course  of  treatment,  and  tends  to  disappear  as  therapy  is  continued. 

Cardiovascular  Effects:  Tachycardia  and  hypotension  have  been  reported  infrequentl; 

Other  infrequently  reported  side  effects  include  extrapyramidal  symptoms,  gastre 
intestinal  reactions,  secretory  effects  such  as  increased  sweating,  weakness,  dizzines: 
fatigue,  weight  gain,  edema,  paresthesias,  flushing,  chills,  tinnitus,  photophobia,  dc 
creased  libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a  starting  dosed 
25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently  be  increased  or  decreased  L 
appropriate  intervals  and  according  to  individual  response.  The  usual  optimum  dos, 
range  is  75  mg. /day  to  150  mg. /day. 

In  more  severely  ill  patients  an  initial  dose  of  50  mg.  t.i.d.  may  be  required  wit 
subsequent  gradual  increase  to  300  mg. /day  if  necessary.  Additional  therapeutic  effec 
is  rarely  to  be  obtained  by  exceeding  a  dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanyin 
organic  disease,  lower  doses  may  suffice.  Some  of  these  patients  have  been  controlle 
on  doses  as  low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be  evident  for  two  to  three  week: 
antianxiety  activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin -HCI)  is  available  as  cap¬ 
sules  containing  doxepin  HCI  equivalent  to  10  mg.,  25 
mg.,  and  50  mg.  of  doxepin  in  bottles  of  100;  and  25 
mg.  and  50  mg.  in  bottles  of  1000. 

References:  1.  Data  on  File,  Medical  Research  Labora¬ 
tories,  Pfizer  Pharmaceuticals,  Pfizer  Inc.,  Groton,  Conn. 

2.  Pitts,  N.E.:  Psychosomatics  10:164,  May-June,  1969. 
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When  Preventing  Constipation 
's  a  Concern . . . 


'based  on  actual  drug  store  survey  of  prescribed  dosages 


PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


'/ofmbklek 


dioctyl  calcium  sulfosuccinate 

(stool  softener) 

Surfak  prevents  constipation: 

■  naturally 

.  .  .  without  bowel  distention 
.  .  .  without  adding  sodium 
to  the  system 

.  .  .  without  requiring  unusual 
intake  of  water 

■  conveniently— one  240  mg. 

capsule  per  day 

■  economically— costs  less  per 

effective  daily  dos 


Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
1 000  (FSN  6505-890-1 627)  and  Unit  Dose  1 00's  (10x10 
strips). 


C-166 


in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in¬ 
formation  in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy:  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se¬ 
rum  potassium.  Hypersensitivity  to  either  compo¬ 
nent.  Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup¬ 
plements  or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer¬ 
ation.  Hyperkalemia  (>5.4  mEq/L)  has  been  re¬ 
ported  in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as¬ 
sociated  with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par¬ 
ticularly  in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia¬ 
betics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con¬ 
comitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten¬ 
tion  and  Sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex¬ 
ceeded;  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi¬ 
ble  blood  dyscrasias,  liver  damage  or  other  idio¬ 
syncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam¬ 


terene,  sk&f).  Rarely,  leukopenia,  thrombocyto¬ 
penia,  agranulocytosis,  and  aplastic  anemia  have 
been,  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar¬ 
rier  and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto¬ 
penia,  altered  carbohydrate  metabolism  and  pos¬ 
sibly  other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti¬ 
hypertensive  effects  may  be  enhanced  in  post¬ 
sympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten¬ 
tion,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau¬ 
tiously  in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak¬ 
ness,  dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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Commonwealth  Sees  Growth  In  Group  Practice 


Growth  in  Groups,  Group  Physicians  in  Pennsylvania 

HUNDREDS 
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Group  Physician  Total 


'.IE  RAPID  GROWTH  of  group  practice  in  Pennsylvania,  as  shown  on  the  graphs  above  and  below,  reflects  similar 
pwth  throughout  the  nation  according  to  AMA  studies.  That  this  growth  of  groups  will  continue  is  almost  assured, 
see  polls  of  medical  students  indicate  that  80  per  cent,  if  given  a  preference,  would  choose  to  practice  as  part  of  a  group. 

Tally  of  Group  Physicians,  and  Groups  by  Type 
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In  The  Commonwealth 

As  a  new  administration  begins  work  on  the  monumental 
problems  facing  the  Commonwealth,  and  as  a  number  of 
freshmen  legislators  start  learning  how  it’s  done  in  Harris¬ 
burg,  the  words  of  former  Secretary  of  Welfare  Stanley  A. 
Miller,  who  resigned  early  in  January,  may  well  serve  as  a 
guide  to  all  servants  of  the  people  of  Pennsylvania— veterans 
and  freshmen  alike. 

The  words  are  taken  from  a  year-end  statement  from  the 
secretary  to  the  employees  of  his  department  and  says  in 
part: 

“First  we  must  reaffirm  our  commitment  that  all  of  the 
people  of  Pennsylvania  are  served  when  we  serve  well  those 
who  need  care,  help  and  protection. 

“There  are  still  people  within  the  state  who  feel  that 
mental  illness  only  happens  to  the  other  man— and  yet  our 
developing  community  mental  health/mental  retardation 
programs  potentially  could  benefit  all  our  citizens.  That  is 
but  one  example  of  the  larger  universe  served  by  the 
programs  of  the  department. 

“Second  we  must  honestly  admit  that  the  Department 
of  Public  Welfare  faces  a  serious  crisis  of  confidence 
in  its  programs. 

“I  asked  last  year  that  we  open  wide  the  doors  of  the 
department.  To  a  large  extent  that  has  been  accomplished 
during  1970.  We  have  visited  many  areas  of  the  state,  met 
with  countless  voluntary  groups,  given  over  100  speeches 
and  toured  a  majority  of  the  institutions  which  we  operate. 

“The  third  guideline  was  that  we  must  have  the  guts  to 
walk  a  sensible  middle  course  in  the  loud,  cantankerous 
rhubarb  that  is  raging  in  America  today  about  welfare  and 
its  cost. 

“During  this  past  year  for  the  first  time,  people  in  need 
were  receiving  100  per  cent  of  the  public  assistance 
standard. 

“The  fourth  guideline  was  in  the  field  of  mental  health 
and  mental  retardation— let  us  complete  the  far  from 


finished  task  of  eliminating  forever  the  warehousing  of 
human  beings. 

“And  the  last  guideline  was:  we  must  make  more  services 
of  the  Department  of  Public  Welfare  directly  valuable  to 
all  of  the  people  of  Pennsylvania.” 

In  The  Nation 

Federal  Government  To  Provide  Care 

The  federal  government  now  has  the  authority  to  expand 
the  U.S.  Public  Health  Service  to  provide  direct  medical  and 
other  health  care  services  in  ghettos  and  rural  areas  where 
there  are  shortages  of  physicians  and  other  health  personnel. 

Before  such  a  program  can  be  started,  the  state  and  local 
medical  societies  must  certify  that  it  is  needed. 

The  Senate  approved  the  authorizing  legislation,  66  to  0, 
and  the  House  by  an  almost  unanimous  voice  vote.  President 
Nixon  signed  it  into  law  on  December  31  although  the 
secretary  of  Health,  Education  and  Welfare,  and  the  PHS1 
surgeon  general  had  asked  Congress  to  defer  action  until  the 
president  presents  his  overall  health  program  early  this  year. 

The  legislation  authorized  $10  million  for  the  current 
fiscal  year  ending  next  June  30,  $20  million  for  fiscal  1972 
and  $30  million  for  fiscal  1973.  The  money  must  be 
appropriated  before  it  is  available  for  the  program. 

President  Vetoes 

President  Richard  M.  Nixon’s  pocket  veto  of  the  family 
practice  bill,  which  would  allow  Congress  to  provide  funds 
for  medical  schools  to  establish  or  expand  departments  of 
family  practice,  came  with  a  promise  from  the  president  I 
that  the  administration  will  be  offering  early  in  1971  a 
comprehensive  package  of  health  legislation— the  first  such 
from  the  administration,  although  numerous  other  plans 
have  been  offered  in  the  past  year  to  solve  the  so-called 
“growing  health  care  crisis.” 

Meanwhile,  certain  congressional  leaders  have  indicated 
they  will  challenge  the  constitutionality  of  the  pocket  veto 
as  it  was  used  in  this  instance. 
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Celestial  Bed 

In  1779,  James  Graham,  M.D.,  a  London  quack,  devel¬ 
oped  a  “celestial  bed”  which  assured  conception  to  oc¬ 
cupants  —  young  or  old.  The  charge  for  the  services  was 
fifty  guineas. 

Once  in  the  celestial  bed  an  organ  concert  was  conducted 
for  nearly  an  hour.  This  was  followed  by  the  approach  of  a 
magician  to  feel  the  pulse  of  the  faithful,  provide  them  with 
breakfast,  and  send  them  on  their  way.  It  was  only  a  few 
years  later  that  Dr.  Graham’s  Temple  of  Health  failed. 

Dr.  Graham  next  developed  a  fasting  cure  which  would 
assure  life  for  a  century.  Unfortunately,  Dr.  Graham  died 
before  he  was  fifty. 

Clean  Hands  Carry  Disease 

Oliver  Wendell  Holmes  gained  his  fame  from  literary 


works  rather  than  as  a  physician.  In  his  Medical  Essays  he 
urges  reform  in  medical  practices.  In  one  passage  he  wrote 
about  his  theory  of  the  transmission  of  disease  by  way  of 
the  physician’s  own  hand. 

A  Dr.  Meigs  of  Philadelphia  was  outraged  at  such  an  im¬ 
putation  that  a  physician’s  hands  were  not  clean.  He  quoted 
numerous  cases  of  infection  occurring  in  the  practice  of 
Dr.  Simpson  of  Edinburgh,  a  great  physician  and  eminent 
gentleman. 

Dr.  Holmes  defined  his  position  succintly  with  regard  tej 
Dr.  Simpson:  “Dr.  Simpson  attended  two  of  Dr.  Sidney’s 
cases  (puerperal  fever),  and  freely  handled  the  diseased 
parts.  His  next  four  childbed  patients  were  affected  with 
puerperal  fever,  and  it  was  the  first  time  he  had  seen  it  ir 
his  practice.  As  Dr.  Simpson  is  a  gentleman,  and  as  a  gentle 
man’s  hands  are  clean,  it  follows  that  a  gentleman  with  clear 
hands  may  carry  disease.” 
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m.d.'s  in  the  news 


William  H.  Sewell,  M.D.,  a  cardiac 
irgeon  at  the  Guthrie  Clinic  Ltd.  in 
ayre,  received  the  Smith,  Kline  and 
rench  Award  at  the  Southern  Thoracic 
argical  Association’s  annual  meeting, 
he  award,  presented  to  Dr.  Sewell 
/  the  current  president  of  the  asso- 
ation,  Watts  R.  Webb,  M.D.,  of 
alias,  Texas,  is  presented  to  the 
ithor  of  the  outstanding  scientific 
.per  presented  at  the  meeting. 

Leonard  F.  Bush,  M.D.,  chief  of 
iff  at  Geisinger  Medical  Center  in 
inville,  announced  the  appointment 
i  Henry  L.  Hood,  M.D.,  director  of 
mrosurgery,  to  the  position  of  asso- 
ute  chief  of  staff,  and  Harry  C. 
!imey,  M.D.,  associate  in  the  de- 
jrtment  of  psychiatry,  to  the  position 
(associate  medical  director. 


DR.  HOOD  DR.  STAMEY 


Anthony  H.  Vagnucci,  M.D.,  has 
bn  appointed  associate  professor  of 
ndicine  at  the  University  of  Pitts- 
b  gh  School  of  Medicine.  He  has  been 
abated  with  the  school  since  1965 
a:  with  Montefiore  Hospital  as  chief 
othe  adrenal  unit.  Dr.  Vagnucci  has 
pdished  extensively  in  the  field  of 
ir  abolic  and  endocrine  response. 

'Jancy  N.  Huang,  M.D.,  chief  of  the 
seion  of  chest  disease  at  St.  Chris- 
tcher’s  Hospital  for  Children  in  Phila- 
dohia,  delivered  a  speech  on  the  use 
olhe  drugs  cephaloridine  and  cephal- 
en  in  treating  children  with  chronic 
reiratory  disease  at  a  recent  inter- 
monal  symposium  sponsored  by  Eli 
Li r  Company  in  London,  England. 

oseph  R.  DiPalma,  M.D.,  dean  of 
Hinemann  College  and  Hospital  has 
bei  selected  as  one  of  1970’s  “out- 
st.ding  educators  of  America.”  Dr. 
Diilma  is  one  of  5,000  of  the 
coitry’s  foremost  educators  chosen 
fo  their  exceptional  service,  achieve- 
rrntsand  leadership  in  education  each 
ye.  As  well  as  his  responsibilities  as 
de.,  he  has  served  the  college  as  a 


professor  and  chairman  of  the  depart¬ 
ment  of  pharmacology  since  1950. 

Edward  C.  Rosenow,  Jr.,  M.D.,  the 
executive  director  of  the  American 
College  of  Physicians  participated  in  a 
seminar  sponsored  by  the  Montgomery 
County  Mental  Health  and  Rehabilita¬ 
tion  Board  in  cooperation  with  the 
Penn  Foundation  for  Mental  Health, 
Inc.  The  topic  under  discussion  at  the 
seminar  was  psychiatric  emergency  ser¬ 
vice. 

Samuel  B.  Hadden,  M.D.,  Philadel¬ 
phia,  has  been  a  guest  speaker  for 
various  groups  recently.  His  lecture 
tours  included  speaking  for  the  Penn 
Foundation  for  Mental  Health,  Inc., 
the  New  England  Obstetrical  and  Gyn¬ 
ecological  Society  and  at  a  Catholic 
University  Symposium.  Dr.  Hadden’s 
topics  ranged  from  management  of 
character  and  behavior  disorders  to 
group  psychotherapy  in  the  treatment 
of  homosexuality. 

George  E.  Erhlich,  M.D.,  director 
of  rheumatology  at  the  Arthritis  Center 
of  Albert  Einstein  Medical  Center 
(AEMC),  stated  that  arthritic  patients 
can  be  saved  from  crippling  and  dis¬ 
ability,  and  that  many  patients  already 
crippled  by  the  disease  can  be  salvaged. 
Dr.  Erhlich  made  the  statement  at  the 
Thirteenth  Annual  Reunion  Day  of 
the  AEMC  School  of  Nursing  Alumni 
Association  where  he  discussed  con¬ 
temporary  trends  in  the  management  of 
arthritis. 


DR.  ERHLICH  DR.  PANDELIDIS 
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DR.  MERRITT  DR.  THORSEN 


Paul  H.  Keiser,  of  York  Hospital’s 
Board  of  Directors,  announced  the 


appointment  of  heads  to  medical  de¬ 
partments  within  the  hospital.  The 
doctors  named  were  P.  Kirk  Pandelidis, 
M.D.,  chairman  of  the  department  of 
psychiatry;  William  B.  Thorsen,  M.D., 
chief  of  the  division  of  gastroenter¬ 
ology,  and  John  A.  Merritt,  Jr.,  M.D., 
chief  of  the  division  of  hematology. 

The  appointment  of  Edwin  H.  Hop- 
ton,  M.D.,  to  assistant  professor  of 
medicine  at  the  Milton  S.  Hershey 
MedicalCenter  was  announced  recently. 

The  promotion  of  Ethel  Weinberg, 
M.D.,  to  associate  dean  of  the  Medical 
College  of  Pennsylvania  was  announced 
by  the  school’s  acting  president  Marian 
S.  Fay.  Dr.  Weinberg  is  a  graduate  of 
Hahnemann  Medical  College. 

F.  S.  Cheever,  M.D.,  vice-chancellor 
for  the  University  of  Pittsburgh’s 
School  of  Medicine’s  Health  Profes¬ 
sions,  was  elected  president  of  the 
University  Health  Center  of  Pittsburgh 
at  a  recent  election  of  officers  held  by 
the  board  of  trustees.  The  University 
Health  Center  of  Pittsburgh  is  com¬ 
posed  of  Children’s  Hospital  of  Pitts¬ 
burgh,  Eye  and  Ear  Hospital,  Magee-Wo- 
mens  Hospital  Association  of  Western 
Pennsylvania,  Presbyterian-University 
Hospital,  Western  Psychiatric  Institute 
and  Clinic,  and  the  University  of 
Pittsburgh. 

The  appointment  of  Michael  D. 
McGuire,  M.D.,  as  director  of  the 
Norristown  State  Hospital  was  an¬ 
nounced  by  state  Secretary  of  Public 
Welfare  Stanley  A.  Miller.  Dr.  McGuire 
succeeds  Carmela  F.  deRivas,  M.D., 
who  retired  after  serving  for  seven 
years  as  head  of  the  institution. 

Frank  A.  Elliott,  M.D.,  director  of 
the  department  of  neurology  at  the 
Pennsylvania  Hospital  in  Philadelphia 
has  received  a  grant  for  the  extension 
of  the  hospital’s  stroke  prevention 
program.  The  John  A.  Hartford  Foun¬ 
dation,  Inc.,  of  New  York  City,  pro¬ 
vided  the  funds  for  the  program.  Since 
1967  the  group  has  provided  more 
than  $330,000  for  the  establishment 
of  a  Stroke  Prevention  Clinic. 

Nearly  100  physicians  and  educators 
gathered  at  Geisinger  Medical  Center 
recently  to  hear  featured  guest  speaker 
Arthur  Keeney,  M.D.,  ophthalmologist 
in  chief  at  Wills  Eye  Hospital  in 
Philadelphia  speak  on  dyslexia.  Thomas 
E.  Cadman,  M.D.,  a  pediatric  neuro¬ 
logist  at  Geisinger  also  spoke  at  the 
meeting. 
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Loridine  I.M. 

Cephaloridine 

1.5  to  3  Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


1  bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

» broad-spectrum  activity 
>  relatively  painless  I.M.  injection 

‘due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1 .  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4  Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage) .  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  AH  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  ( see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Gm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


CEPHALORIDINE 


Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nt  <ed  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad¬ 
ministration  of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval¬ 
uation  before  and  after  a  ten-day  course  of 
cephaloridine  in  dosages  of  2  Gm.  per  day  de¬ 
veloped  impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a  small 
number  of  patients.  The  possi¬ 
bility  of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom¬ 
mended  doses.  Acute  tubular 
necrosis  has  been  found  in  affect¬ 
ed  patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 

*  occurred.  Pain  in  association  with  in¬ 
tramuscular  injection  was  noted  in  less  than 
3  percent  of  patients.  In  only  one  patient  in 
a  series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra¬ 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— Be¬ 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  usu¬ 
ally  injected  into  a  large  muscle  mass. 

The  usual  adult  dosage  for  many  infec¬ 
tions  of  moderate  severity  is  500  mg.  to  1  Gm. 
three  times  a  day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a  day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1  Gm.  four 
times  a  day.  A  single  2-Gm.  dose  is  recom¬ 
mended  for  the  treatment  of  acute  gonor¬ 
rhea.  Early  syphilis  may  be  treated  with  500 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4  Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4  Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2  Gm. 
of  cephaloridine  is  injected  daily,  the  patient  i 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital¬ 
ized.  In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus¬ 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se¬ 
vere  infections.  A  daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac¬ 
teremia)  or  when  any  infection  seems  over¬ 
whelming,  intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti¬ 
ble  organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2  to  4  Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha¬ 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1  Gm.,  10-mi.  size,  rubber- 
stoppered.  [082169]  ; 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Is  It  Wickedness  Or  Is  It  A  Disease? 


Morality  that  interferes  with  the  objectivity  required  to 
equately  care  for  the  sick  is  pseudo-morality  and  must  be 
nsidered  immoral. 

In  our  society  there  are  many  sick  people  whose  illness  is 
i  ologically  related  to  social,  economic  and  psychological 
sturbances.  In  the  past  and  in  the  here  and  now,  there  are 
laments  of  our  society  who  consider  certain  categories  of 
;ing  human  beings  as  law-breakers — undeserving  of  the 
<ne  concern  and  attention  as  that  received  by  those  suffer- 
i;  with  more  conventional  and  socially  acceptable  ailments 
lit  affect  mankind. 

For  too  long  the  chronic  alcoholic  has  masqueraded  as  a 
issic  example  of  the  well  person  who  drank  too  much  for 
t)  long  until  he  was  sick.  In  the  past,  attention  has  been 
Fused  on  the  complications  of  the  alcoholic  but  little  con¬ 


sideration  was  given  to  the  concept  of  alcoholism  as  a  dis¬ 
tinct  disease  entity  until  relatively  recent. 

As  the  trend  to  accept  alcoholism  as  a  disease  continues 
to  grow,  the  need  for  improvement  in  earlier  detection  tech¬ 
niques  and  earlier  institution  of  treatment  becomes  obvious. 
The  utilization  by  the  physician  of  his  hospital  and  commu¬ 
nity  resources  to  cope  with  his  alcoholic  patient  is  essential. 

In  this  issue,  two  articles  are  offered  which  provide  the 
practicing  physician  with  general  and  specific  information 
of  value  in  the  management  of  the  ambulatory  and  hospital¬ 
ized  alcoholic  patient. 

It  is  the  aim  of  the  staff  of  Pennsylvania  Medicine  to 
continue  to  provide  to  the  primary  physicians  readily  usable 
information  in  the  management  of  their  patients  afflicted 
with  addictive  diseases. 

DAS 


Infinite  Pains 


dow-to-do-it  articles  in  medical  journals  are  sometimes 
finned  upon  by  the  upper  classes  in  the  world  of  medical 
p dishing.  That  viewpoint  is  certainly  understandable.  This 
kd  of  essay  does  not  push  forward  the  boundaries  of  sci- 
et  fic  knowledge.  On  the  other  hand,  an  item  of  improve- 
rmt  in  a  technique  can  be  discovered  by  many  of  us  and 
sn  a  finding  ought  to  be  reported. 

>ut  there  is  another  kind  of  report  of  a  technical 
picedure  which  deserves  your  attention  —  the  methods  of 
a  aster. 

i  this  issue  on  page  59,  we  are  proud  to  present  an  essay 
ot'he  latter  sort.  This  paper  gives  great  detail  of  the 
mhods  of  Dr.  Harry  E.  Bacon  in  his  treatment  of  cancer 
olhe  colon,  rectum  and  anal  canal  and  deserves  the  study 


of  any  doctor  who  undertakes  to  treat  this  common,  highly 
fatal,  but  often  curable  disease. 

The  methods  are  explicitly  and  clearly  defined  in  the 
essay.  But  this  paper  has  a  clear  but  less  obvious  message  — 
the  necessity  of  doing  every  big  and  little  thing,  no  matter 
how  difficult  or  trying,  which  can  give  the  patient  an  advan¬ 
tage.  Meticulous  is  the  word  for  the  techniques  described  . 

One  need  not  be  a  surgeon  to  derive  this  message  from 
this  paper.  We  ought  all  to  learn  to  leave  no  stone  unturned, 
to  take  every  stitch  in  time  and,  in  short,  to  be  as  careful 
and  diligent  as  we  can  be  in  our  practices.  The  reward  in 
better  diagnoses  and  more  successful  treatment  will  be 
mainly  the  patient’s  gain.  But  the  self-satisfaction  to  the 
physician  is  in  itself  the  justification  for  the  extra  effort. 

CBL 


The  Value  Of  The  Tumor  Clinic 


'he  Wainwright  Tumor  Clinic  Association  of  Pennsylvania 
w;  organized  as  the  Pennsylvania  Tumor  Clinic  Association 
at  meeting  of  tumor  clinic  groups  held  at  Jefferson  Medical 
Ccege  in  1930.  Jonathan  Mayhew  Wainwright,  M.D.,  was 
itsirst  president  and  remained  president  until  his  death  in 
151.  In  1936,  at  a  meeting  held  in  the  surgical  amphitheater 
ofie  old  Lankenau  Hospital  where  John  B.  Deaver,  M.D., 
pe  armed  his  surgical  miracles,  the  name  was  changed  to 
hor  the  name  of  its  first  president. 

r.  Wainwright  was  a  surgeon  with  a  special  interest  in 
caier.  He  was  the  first  chairman  of  the  Commission  on 
Ca:er  of  the  Pennsylvania  Medical  Society  and  held  this 
po  ion  from  1909  until  his  death.  He  was  an  enthusiastic 
sujorter  of  tumor  clinics  as  a  means  of  improving  the  care 
of  ie  cancer  patient  and  he  organized  in  1926  at  the  Moses 
Taor  Hospital  in  Scranton  the  first  tumor  clinic  in 
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Pennsylvania  and  one  of  the  early  ones  in  the  country. 

The  Wainwright  Tumor  Clinic  Association  is  an  organiza¬ 
tion  of  Pennsylvania  hospital  tumor  clinics.  Membership  is 
by  hospital  and  each  hospital  is  allowed  two  physicians  to 
represent  that  hospital.  In  1963  membership  was  enlarged 
to  include  individual  pnhsicians  with  an  interest  in  cancer. 
There  are  now  sixty-nine  hospital  members  and  eighty-two 
individual  members. 

The  objectives  of  the  association  as  stated  in  the  con¬ 
stitution  are: 

(1)  To  promote  the  organization  and  development  of 
approvable  hospital  cancer  programs. 

(2)  To  collect  information  on  hospital  cancer  programs 
in  Pennsylvania. 

(3)  To  discuss  theories  and  facts  concerning  the  pre¬ 
vention,  diagnosis  and  treatment  of  cancer. 
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(4)  To  disseminate  cancer  knowledge  among  the  pro¬ 
fessions  and  the  laity. 

The  association  holds  an  annual  meeting  to  discuss  the 
diagnosis,  treatment  and  prevention  of  cancer  and  to  discuss 
problems  in  the  operation  of  tumor  clinics  and  tumor 
registries. 

In  addition  to  these  annual  meetings  the  association  has 
been  active  in  promoting  more  and  better  tumor  clinics  and 
tumor  registries.  In  1961  and  1962  a  survey  was  made  of 
tumor  clinics  and  tumor  registries  with  the  object  of 
detecting  deficiencies  and  recommending  corrective  action. 
The  chief  fault  found  was  failure  to  make  use  of  registry 
data  for  evaluation  of  treatment. 

In  order  to  stimulate  more  use  of  registry  data  the 
association  is  sponsoring  a  program  which  permits  com¬ 
parison  of  five-year  survival  record  at  all  participating 
hospitals.  Names  of  hospitals  are  not  revealed  but,  by  the 
use  of  code  numbers,  each  hospital  can  compare  its  sur¬ 
vival  experience  for  selected  cancers  with  all  others. 

Another  Wainwright  program  provides  consultants  to 
visit  tumor  clinics.  This  program  has  been  supported  by  a 
grant  from  the  Public  Health  Service.  Consultants  are 
Liaison  Fellows  of  the  American  College  of  Surgeons  and 
they  aim  to  improve  the  functioning  of  tumor  clincs  and 
tumor  registries  by  making  periodic  visits. 

Anyone  desiring  information  concerning  membership 
in  the  association  should  write  to  the  Executive  Sectretary, 
Hugh  R.  Gilmore  Jr.,  M.D.,  P.O.  Box  90,  Harrisburg, 
Pennsylvania  171 20. 

Nothing  new  under  the  sun 

If  You  Can  Find  The  Sun 

Pollution,  a  serious  threat  to  all  life  forms,  is  not  a  new 
problem,  although  it  is  difficult  to  imagine  that  it  ever  was 
as  much  at  a  crisis  point  as  now.  Read  the  following  quota¬ 
tions  and  learn  that  there  really  is  nothing  new  under  the 
sun— when  you  can  see  it  through  the  smog. 

“Thus  often  when  one’s  country  air  is 
blown 

Into  another,  and  forsakes  its  own; 

It  spoils  the  wholesome  air,  where’er 
it  goes, 

And,  like  itself,  makes  all  unfit  for  us.” 

De  Rerum  Natura,  Bk.  VI 
Lucretius  [96?— 55  B.C. ] 

“Languor  seizes  the  body  from  bad 
ventilation.” 

Ars  Amatoria,  Bk.  II 
Ovid  [43  B.C.-A.D.  17?] 

“The  conjunctival  irritations  of  the  eyes, 
which  are  caused  by  smoke,  over-heating, 
dust  or  similar  injury,  are  easy  to  heal;  the 
patient  being  advised  first  of  all  to  avoid 
the  irritating  causes;  next,  to  bathe  the 
eyes,  in  the  beginning  with  lukewarm 
water,  later  with  cold,  also  to  avoid 
bright  light.  For  the  disease  ceases  with¬ 
out  the  use  of  any  kind  of  medicine,  if 
only  a  proper  way  of  living  be  adopted.” 
Tetrabiblon,  Ch.  3 
Aetios  [ca.  535] 


An  Even  Break  I 
For  The  Fetus  I 

To  smooth  out  the  inequalities  in  human  life,  produced 
by  the  slings  and  arrows  of  outrageous  fortune,  has  not 
previously  struck  me  as  one  of  the  functions  of  the 
physician.  But  to  give  all  men  an  equal  deal  in  the  game  of 
life  is  a  natural  human  aspiration  and  all  men  are  certainly 
not  born  equal  in  most  respects. 

This  is  pointed  out  in  the  opening  paragraph  of  a  highly 
useful  review  of  the  enviornmental  factors  which  produce 
fetal  malformations,  published  in  this  issue.  Dr.  Fred  B. 
Nugent  of  Reading  has  given  us  a  very  practical  discussion 
of  a  subject  about  which  many  of  us  need  more  fun¬ 
damental  instruction  and  review. 

Most  physicians  have  been  aware  that  the  knowledge  of 
genetics  has  advanced  in  an  almost  miraculous  fashion  in 
recent  years.  But  many  of  us  have  not  kept  pace  with  the 
advances.  PENNSYLVANIA  MEDICINE  is  proud  to  offer  this 
convenient  opportunity  to  make  a  solid  advance  in  under¬ 
standing  by  means  of  a  small  expenditure  of  time  and  effort. 

Dr.  Nugent’s  review  takes  up  the  subject  of  the  ab¬ 
normalities  which  are  not  explained  on  a  strictly  hereditary 
basis.  The  causes  of  fetal  malformations  which  exist  in  our 
environment  are  more  immediately  apparent  to  both  doctor 
and  patient  and  have  had  a  great  deal  of  exposure  in  the 
public  press  since  the  thalidomide  affair  and  the  discovery  > 
of  the  effects  of  viral  infections  of  maternal  tissue  upon  the 
offspring. 

It  may  not  strike  the  potential  reader  that  this  paper  will 
make  a  practical  return  of  time  invested  in  reading,  since 
there  is  no  magic  medication  to  wipe  out  the  defect.  But, 
ptophylaxis  is  still  a  most  important  branch  of  therapeutics 
and  counseling  the  patient  must  be  based  on  full  under-  I 
standing  and  modern  information.  These  we  are  proud  to 
present  to  you  in  a  well  prepared  package. 

CBL 


Doc,  I'm  referring  you  to  a  pro  at  Brandywine... He's 
a  specialist  in  woods. 
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sterile  solution  (300  ma  per  ml. ) 


Consider  Lincodn 

(lincomycin  hydrochloride ,  Upjphn) 


and  single-dose  2  ml. 
disposable  syringe 


For  your  convenience 
in  2  ml.  and  10  ml.  vials 


Na.W* 

U  tc.  Vial  Stall*  Solution 

Llncocin® 

htrocSSt’fn Jctioo) 


fraTir? 
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THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 
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You  can't  fell  a  redwood 
with  a  hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A  low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a  high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a  high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with :  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragran 


High  Potency  Vitamin  Formula 


Theragiair-M 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 

The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


©  E.P.  Squibb  &  Sons,  Inc,  1970 
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nce-popular  treatment  for  back  pains 
3  to  have  the  seventh  son  of  a  seventh  son 
id  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a  hot  roasted  onion  to  the  ear. 


A  realistic 
approach 

to  pain 
relief 


Umpirin'* 

wctnpound  with  Codeine 
Plosphate  gr.  1/2  No.  3 

Had  ablet  contains: 

H!od<  le  Phosphate  gr.  1/2  (Warning— 

■4ay,e  habit  forming),  Phenacetin  gr.  2  1  /  2, 

A.spiji  gr.  3  1  /  2,  Caffeine  gr.  1  /  2. 

keps  the  promise 
of  tain  relief 


3.W.  5 :0.‘  narcotic  products  are 
"I  ' _ 1 _ _  _ _ :  1  _ 


dlass  1  and  as  such  are  available  on  oral 


prescrlion,  where  State  law  permits. 


1RROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC. 
<ckahoe,  N.Y. 


the  incomplete 
B-complex 


SPECIFICALLY  FOR  LEVODOPA  PATIENTS— NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXIN! 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  B6)— whit 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.1-2 


Larobec  Tablets 

A  high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec™  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C —but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri¬ 
tional  support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 


1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.:  Trans.  Amer.  Neurol.  Assoc.,  94: 81, 1969. 

2.  Cotzias,  G.  C.:  J.A.M.A.,  270:1255, 1969. 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  B2) .  15  mg 

Niacinamide . 100  mg 

Calcium  pantothenate .  20  mg 

Cyanocobalamin  (vitamin  B12)  ...  5  meg 

Folic  acid . 0.5  mg 

Ascorbic  acid  (vitamin  C) . 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B6)  which  has 
been  reported1,2  to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a  substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a  water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule¬ 
shaped  tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1 .  Duvoisin,  R.  C.,  et  a/.:  Trans.  Amer. 

Neurol.  Assoc.,  94:  81, 1969. 

2.  Cotzias,  G.  C.:  J.A.M.A.,  210: 1255, 1969. 

high-potency 
nutritional  support  for 
the  levodopa  patient 

Larobec 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Ulcer 

Re¬ 

lief! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's  — 144  tab¬ 
lets  in  1 2  rolls. 

O' 

V ARCH  LABORATORIES 

..  I\  I  319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
class.  And  they  really  respond. 

She  has  another  plan  just 
"or  herself.  A  medication  plan 
"or  her  hypertension.  And  she's 
ilso  responding  beautifully. 

More  than  just  another 
intihypertensive,  Ser-Ap-Es 
ran  be  a  whole  medication  plan 
or  living  with  hypertension. 

Does  it  get  good  marks  for 
Comfort? 

Excellent.  Because 
ler-Ap-Es  controls  bloodpres- 
i.ure  effectively,  dosage  of  each 
omponent  is  lower  than  if  pre- 
cribed  alone,  usually  minimiz- 
ng  side  effects.  However,  side 
fleets  may  occur  (see  prescrib- 
ag  information). 

Designed  with  the  kidney 
a  mind? 

Hydralazine  maintains 
r  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
erebral  vascular  tone.  And 
ibserpine  has  beneficial  calm- 
ag  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

ML  reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


p  A  T"'  ® 

Ser-Ap-bs 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenteral ly  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 

25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey  ijtm 


she  has  a  plan 
that  works 
for  living  with 
hypertension 

Ser-Ap-Es" 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 
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Fast...long-lasting 
relief  of  aches 
and  pains  -*-» —  4 

of  colds  and  flu  < 


with  the  unique 

timed-release 

aspirin 


)ouble  strength  Measurin  timed-release  aspirin 
ffers  a  new  kind  of  control  for  your  patients  with  cold 
nd  flu  discomforts.  In  each  10-grain  tablet  are  over 
,000  microscopic  reservoirs  that  release  aspirin  at  a 
ontrolled  rate— some  right  away  and  some  later 
n.  This  means  fast  relief  of  symptoms, 

)llowed  by  hours  of  comfort.  Throughout 
le  day,  Measurin  gives  your  patients 
eedom  from  a  4-hour  aspirin  schedule, 
uring  the  night,  its  8-hour  dosage 
:hedule  holds  the  promise  of  sound  sleep 
ithout  awakening  to  take  extra  tablets. 


r  Professional  Samples  write: 
eon  Laboratories  Inc. 
mple  Fulfillment  Division 
D.  Box  141 
irview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


Park  Avenue,  New  York,  N.Y.  10016 
ibsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  •  EFFECTIVE  •  LONG  LASTING  PAIN  RELIEF 
Dosage:  2  tablets  followed  by  1  or  2  tablets  every 
8  hours  as  required,  not  to  exceed  6  tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2  tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


tiie  night  shift 
of  depression... 
insomnia 


Depression  is  a  24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
<ey  symptom  in  establishing  the  diagnosis  of  depression. 

cLAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
lelpful  when  you  have  arrived  at  such  a  diagnosis.  Unlike 
isychic  energizers  or  agents  that  merely  elevate  mood, 
£LAVIL  HCI  embodies  a  mild  antianxiety  action  which 
nanifests  itself  even  before  the  fundamental  antidepressant 
ctivity  of  the  drug  becomes  evident.  Daytime  drowsiness 
ccurs  in  some  patients,  usually  within  the  first  few 
ays  of  therapy. 

IOTE:  Not  recommended  during  the  acute  recovery  phase 
allowing  myocardial  infarction.  Patients  with  cardiovascular 
isorders  should  be  watched  closely;  arrhythmias,  sinus 
ichycardia,  and  prolongation  of  the  conduction  time  have 
;en  reported,  particularly  with  high  doses;  myocardial 
ifarction  and  stroke  have  been  reported  with  drugs  of  this 
ass.  Close  supervision  is  required  for  hyperthyroid 
jtients  or  those  receiving  thyroid  medication.  Concurrent 
;ctroshock  therapy  may  increase  the  hazards  of  therapy; 
ich  treatment  should  be  limited  to  patients  for  whom  it  is 
sential.  Discontinue  the  drug  several  days  before  elective 
irgery  if  possible. 


Intraindications:  Known  hypersensitivity.  Should  not  be  given 
(icomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
a  monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
ctiously  with  gradual  increase  in  dosage  until  optimum  response  is 
sieved.  Not  recommended  during  the  acute  recovery  phase  following 
mcardial  infarction  or  for  patients  under  12  years  of  age. 

V  nings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
a  ng  compounds.  Should  be  used  with  caution  in  patients  with  a  history  of 
s  ures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
iiaocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
viched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
eduction  time  have  been  reported,  particularly  with  high  doses; 
nr.cardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
c  s.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
reiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
retired  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
driving  a  motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
bn  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
btime  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mierand  child. 

Prautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 

Ipshotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
debssed  patients  may  experience  a  shift  toward  the  manic  phase,  and 
pafioid  delusions,  with  or  without  associated  hostility,  may  be 
l  exigerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
I  thfjose  of  amitriptyline  HCI,  or  to  use  a  major  tranquilizing  drug,  such  as 
I  peiienazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a  few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  &  Dohme,  Division  of  Merck  &  Co.,  Inc.,  West  Point,  Pa.  19486 
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Experiment  in  Rural  Planning  Begins 


Integration  of  social  planning  with 
physical  planning  in  rural  areas  is  the 
intent  of  a  new  project  being  con¬ 
ducted  jointly  by  private  and  govern¬ 
mental  organizations  in  a  contract  sup¬ 
ported  by  the  Office  of  Economic  Op¬ 
portunity.  Community  Services  of 
Pennsylvania  (CSP),  the  statewide  citi¬ 
zen  planning  organization  in  health 
and  welfare,  supported  by  United 
Funds,  has  joined  with  the  Pennsyl¬ 
vania  Department  of  Community  Af¬ 
fairs  (DCA)  and  Pennsylvania  State 
University  in  a  project  aimed  at  ex¬ 
tending  social  planning  services  to 
Appalachian  and  other  disadvantaged 
Pennsylvania  regions.  The  project  is 
also  aimed  at  providing  assistance  to 
local  organizations  in  obtaining  a 
more  equitable  share  of  local,  state, 
and  federal  resources  for  the  solution 
of  health  and  welfare  problems. 

Under  the  $111,000  contract,  four 
rural  planning  specialists  will  be  hired 
for  assignment  to  counties  which  do 
not  now  have  the  benefit  of  health  and 
welfare  planning  structures  such  as 
Community  Action  Programs  or 
Health  and  Welfare  Planning 
Councils.  Penn  State  will  provide  a 
team  led  by  a  rural  sociologist  to  eval¬ 
uate  problems  and  progress  under  the 
contract.  The  contract  will  run  for  one 
year,  with  an  option  for  extension  for  a 
second  year  to  be  negotiated. 

A  unique  aspect  of  this  experiment 
is  its  built-in  comparison  between  the 
rural  planner  working  with  planning 
commissions,  as  contrasted  with  the 
two  specialists  operating  as  free  agents 
with  supervision  and  backup  support 
from  CSP  in  Harrisburg.  Funds  are 
being  provided  to  two  planning  com¬ 
missions  through  DCA.  One  of  the 
DCA  specialists  has  been  assigned  to 
the  Northern  Tier  Regional  Planning 
Commission.  The  other  rural  planner 
will  work  with  the  Snyder-Union 
County  Planning  Commission. 

Working  under  the  direct  super¬ 
vision  of  the  planning  directors  in 
these  two  agencies,  the  specialists  will 
provide  the  social  planning  component 
to  the  overall  plans  and  programs  of 


the  planning  commissions.  One  of 
CSP’s  specialists  will  work  with  leaders 
and  organizations  in  Northumberland 
County,  while  the  other  will  serve  an 
area  yet  to  be  chosen. 

CSP  began  planning  for  a  program 
to  combat  rural  poverty  in  1969.  DCA 
was  at  the  same  time  considering  ways 
to  incorporate  social  planning  into  the 
physical  planning  agencies  in  rural 
areas.  A  joint  project  proposal  was 
submitted  in  April,  1970,  by  the  two 
organizations  to  the  Federal  Region 
III  Office  of  Economic  Opportunity. 
OEO  announced  funding  of  the  project 
in  August,  1 970. 

Throughout  the  process  of  develop¬ 
ing  this  project,  CSP  and  DCA  main¬ 
tained  constant  communication  with 
interested  agencies  and  organizations, 
including  the  State  Society. 

While  social  planning  is  becoming  a 
major  part  of  the  operations  of  urban 
and  suburban  planning  commissions, 
in  the  rural  areas  of  the  state  it  is  a 
recognized  necessity  they  cannot  af¬ 
ford.  Thus,  one  of  the  problems  of 
rural  areas  is  a  lack  of  knowledge  in 
tapping  local,  state,  and  federal  re¬ 
sources  which  could  aid  in  the  closing 
of  gaps  in  critical  health  and  social 
services. 

The  rural  planning  specialists  will 
be  expected  to  work  toward  the  goals 
of  developing  and  improving  health 
and  welfare  services  to  residents  of  the 
rural  areas  they  serve,  and  establishing 
models  which  could  be  used  in  other 
rural  areas  across  the  state.  To  ac¬ 
complish  this,  they  must  establish 
communications  and  working  rela¬ 
tionships  with  existing  local  public  and 
private  agencies,  organizations  and  in¬ 
dividuals,  including  state  and  federal 
agency  representatives  working  in 
those  areas. 

They  will  then  develop  profiles  of 
problems,  service  gaps,  and  health  and 
welfare  needs  of  their  respective  areas. 
This  can  be  derived  both  from  local 
agencies  and  organizations,  and 
through  direct  contact  with  residents. 
The  rural  planners  will  deal  directly 
with  local  citizens  about  the  needs  of 


the  area,  the  problems,  and  the  pro¬ 
grams  and  services  that  should  be  de¬ 
veloped  to  meet  those  needs. 

In  addition  to  the  actual  planning 
services  provided  to  rural  areas,  the 
project  is  also  expected  to  demonstrate 
the  effectiveness  of  a  joint  effort  be¬ 
tween  state-level  private  organizations, 
state  and  local  agencies,  and  a  major 
university.  This  is  the  first  such  dem¬ 
onstration  project  funded  by  the  Office 
of  Economic  Opportunity. 


44 


PENNSYLVANIA  MEDICINE 


Let  George  Say  It 


Reflections  On  The  Feast  Of  The  Circumcision 

GEORGE  A.  ROWLAND,  M.D. 

Millville 


!  Thirty  years  ago  a  whole  series  of  off-color  stories  dealt 
vith  the  observable  difference  in  presence  or  lack  of 
oreskin  between  Christian  and  Jewish  males.  Racism  of 
his  sort  has  now  ceased  to  exist.  Circumcision  is  now  so 
veil  established  in  every  maternity  hospital  that  interns  and 
nedical  students  examining  older  men  frequently  make  the 
lotation  “Uncircumcized”  as  if  this  was  a  variation  from 
lormal. 

We  pride  ourselves  on  our  scientific  honesty  today, 
.earned  committees  are  busy  discarding  drugs  whose  worth 
annot  be  entirely  defended.  Experts  refuse  to  give  patients 
ledication  until  a  specific  diagnosis  is  made  and  yet  es- 
;emed  obstetricians  who  otherwise  never  touch  a  male  pa- 
ent  daily  perform  this  ritual  maiming. 

It  is  not  very  clear  how  this  situation  arose.  Excuses  for 
le  procedure  used  to  start  with  the  prevention  of  cervical 
ircinoma.  This,  of  course,  did  not  apply  to  the  defenseless 
lbject  but  hopefully  to  his  possibly  unborn  future  wife, 
eal  scientific  proof  has  so  far  failed  to  support  this  inter- 
ting  theory.  Another  rationale,  of  course,  is  the  preven- 
Dn  of  cancer  of  the  penis.  This  is  probably  true  but  this 
)ndition  is  scarcely  of  pandemic  proprotion.  A  far  better 
Lse  for  this  type  of  procedure  could  be  made  for 
ophylactic  mastectomy  of  young  girls. 

When  really  cornered,  avid  prepuce  clippers  mumble 
mething  about  cleanliness  and  doing  away  with  phimosis. 


Surely  instruction  in  sanitary  care  could  avoid  this  need. 
The  only  other  defenders  are  psychiatrists  who  say  the 
operation  improves  sexual  function.  As  with  many  psychia¬ 
tric  indications,  there  are  experts  who  hold  the  opposing 
view. 

Thirty  years  ago,  when  interns  were  rewarded  only  by 
room  and  board  by  generous  hospitals,  circumcision  fees 
were  a  windfall  to  them.  1  believe  this  may  have  been  the 
origin  of  the  present  mania.  Today  with  emoluments 
approaching  $1,000  a  month,  even  that  reason  is  no  longer 
tenable. 

A  few  years  ago,  convinced  that  there  was  no  defensible 
reason  for  this  multilation  of  babies,  I  decided  to  discontin¬ 
ue  the  procedure  in  my  small  obstetrical  practice.  It  rapidly 
became  apparent  that  this  change  was  not  socially  accept¬ 
able.  My  colleagues  could  have  cared  less.  The  nursing  staff 
felt  that  my  approach  was  unorthodox  and  therefore  some¬ 
how  improper.  The  biggest  obstacle,  however,  turned  out  to 
be  the  little  boys’  mothers.  Almost  to  a  girl  they  demanded 
that  discrimination  not  be  applied  to  their  babies.  They  all 
knew  that  just  as  cocker  spaniels  should  have  their  tails 
bobbed,  little  boys  should  be  freed  of  their  foreskins. 

I  have  finally  solved  my  problem  by  retiring  from  the 
practice  of  obstetrics.  I  still  feel  badly  about  the  little  boys.  I 
hope  somebody  will  prove  this  needs  to  be  done  or  else  put 
a  stop  to  the  whole  business. 
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Jefferson  Medical  College 
Philadelphia,  Pa. 

December  10,  1970 

1  the  Editor: 

)r.  George  Rowland  in  his  editorial  “Getting  into  Medi¬ 
ci  School”  in  the  November  1970  issue  of  PENNSYLVANIA 
1VDICINE  paints  a  rather  dismal  picture  of  medical  school 
aciissions.  I  offer  him  a  standing  invitation  to  attend  a 
Cnmittee  on  Admissions  meeting,  held  every  Wednesday 
frn  12:00  noon  to  2:30  p.m.,  to  learn  how  Jefferson  Medi¬ 
cs  College  functions  in  admissions.  Although  1  cannot 
spik  for  the  other  Pennsylvania  medical  schools,  to  my 
kiwledge  their  admissions  criteria  are  similar  to  ours. 

!o  student  is  admitted  into  Jefferson  without  recommen¬ 


dations.  No  student  is  admitted  without  an  interview.  Selec¬ 
tion  is  based  on  personal  qualities  and  academic 
proficiency;  both  are  important  and  must  be  of  high  caliber. 
We  do  not  offer  admission  for  strong  personal  qualities  in 
lieu  of  adequate  academic  performance,  nor  do  we  accept 
performance  in  lieu  of  personal  attributes. 

Perhaps  when  Dr.  Rowland  visits  us  he  can  aid  us  in  the 
difficult  task  of  admissions.  Perhaps  he  will  discover  a  dif¬ 
ferent  orientation  than  he  now  envisions. 

Sincerely  yours, 

Samuel  S.  Conly,  Jr.,  M.D. 

Associate  Dean  and 
Director  of  Admissions 


JAUARY,  1971 
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special  report 


Board  of  Trustees  Acts  on 
House  of  Delegates  Referrals 


The  following  Board  of  Trustees  actions  are  the  result  of 

referrals  from  the  1970  House  of  Delegates  Annual  Session. 

1 .  Resolution  70-22:  Drug  Abuse  (Second  Resolve) 

"RESOLVED,  That  the  Pennsylvania  Medical  Soci¬ 
ety  assist  the  Commonwealth  of  Pennsylvania  in  devel¬ 
oping  a  well-coordinated,  effective  educational  pro¬ 
gram  bringing  together,  as  much  as  possible,  the  many 
groups  now  presently  making  a  contribution  to  this 
vast  educational  effort.” 

The  Chairman  of  the  Board  referred  this  resolution  to 
the  Council  on  Education  and  Science.  The  Commission 
on  Mental  Health  and  Mental  Retardation,  in  coopera¬ 
tion  with  the  appropriate  state  agencies  and  the  P.A.G.P., 
is  currently  exploring  the  possibility  of  establishing  a 
series  of  regional  seminars  to  inform  physicians  about 
drug  abuse  and  appropriate  treatment. 

2.  Resolution  70-14:  Noise  Pollution 

“WHEREAS,  There  are  implements  commonly 
used  such  as  lawn  mowers,  power  saws,  etc.  that 
produce  noise  levels  above  a  safe  point;  now 
therefore  be  it 

“RESOLVED,  That  the  Pennsylvania  Medical 
Society  encourage  the  initiation  of  legislative  and 
educational  measures  to  notify  purchasers  of  these 
implements  of  their  potential  dangers  and  how  these 
dangers  might  be  minimized.” 

The  Chairman  referred  this  resolution  to  the  Council 
on  Education  and  Science;  the  Council’s  Commission  on 
Environmental  Health  plans  to  contact  the  Pennsylvania 
Society  of  Ophthalmology  and  Otolaryngology  which  has 
a  commission  studying  the  problem  of  noise,  in  order  to 
obtain  the  information  necessary  to  formulate  legislation 
or  educational  procedures. 

3.  Resolution  70-11:  First  Aid  Training  for  High  School 
Students 

“RESOLVED,  That  all  high  school  students  be  of¬ 
fered  a  first  aid  course  similar  to  the  American  Red 
Cross  Standard  Course  or  the  Civil  Defense  Medical 
Self  Help  Training  Course  prior  to  graduation  from 
high  school.” 

The  Chairman  referred  this  resolution  to  the 
Council  on  Education  and  Science.  The  Commission 
on  School  Health  will  discuss  this  resolution  at  its  next 
meeting. 

4.  Resolution  70-23:  Bicentennial  of  the  Independence  of 
the  United  States  of  America 

“RESOLVED,  That  the  President  of  the  Pennsyl¬ 
vania  Medical  Society  and  the  Board  of  Trustees  be 
urged  to  support  all  medical  activities  relevant  to  the 
Bicentennial  celebration  in  Philadelphia,  in  order  that 
these  groups  may  cooperate  in  every  possible  way  in 
developing  plans  to  display  the  past,  present  and 


prospective  aspects  of  all  health-related  services;  and 
be  it  further 

"RESOLVED,  That  the  Pennsylvania  Medical  Soci¬ 
ety  give  whole-hearted  endorsement  to  the  Bicenten¬ 
nial  celebration  and  to  the  extending  of  invitations  to 
national  and  international  societies  that  have  not  al¬ 
ready  done  so  to  participate  in  the  celebration;  and  be 
it  further 

“RESOLVED,  That  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  consider  means,  funding 
and  implementation  of  such  plans  as  may  be  instituted 
by  this  Society.  .  .” 

The  Chairman  referred  this  resolution  to  the  Council 
on  Public  Service,  which  has  appointed  a  special  com¬ 
mittee  to  study  the  State  Society’s  involvement  in  the 
Philadelphia  Bicentennial. 

5.  Medical  Education,  Including  Non-Technical  Aspects  of 
Health  Care 

The  House  accepted  a  recommendation  that  medical 
education  should  be  more  relevant  to  the  social  needs  of 
citizens.  To  that  end,  the  House  directed  that  each 
SAM  A  chapter  be  asked  to  designate  a  representative  to 
meet  with  an  appropriate  committee  of  the  Society  to  de¬ 
velop  a  specific  program  for  implementation  and  submis¬ 
sion  to  medical  schools. 

The  Chairman  referred  this  recommendation  to  the 
Council  on  Public  Service.  The  Council  has  recommend¬ 
ed  to  the  Board  that  the  Council’s  Advisory  Committee 
on  Students,  Interns  and  Residents,  arrange  a  meeting 
with  a  representative  from  each  of  the  seven  SAMA 
chapters  to  discuss  this  approved  recommendation. 

6.  Board  Supplemental  Report  A:  Licensed  Practical  Nurse 
Act 

The  House  directed  that  the  Society  meet  with  appro¬ 
priate  representatives  of  the  nursing  profession  to  review 
the  concept  that  some  form  of  nurse  training  can  be  insti¬ 
tuted  through  the  vocational-technical  high  schools  in  the 
Commonwealth,  possibly  academic  study  at  the  twelfth 
grade  level  with  clinical  training  being  undertaken  as  a 
post  high  school  subject.  The  House  also  authorized  the 
Board  of  Trustees  to  introduce  legislation  to  change  the 
requirements  of  the  Licensed  Practical  Nurse  Act  if  sc 
recommended  as  the  result  of  the  study  by  the  Committee 
on  Relationships  with  Allied  Professions. 

The  Committee  on  Relationships  with  Allied  Profes¬ 
sions  met  with  appropriate  representatives  of  the  nursing 
profession  on  September  24  and  25.  After  careful  study, 
it  was  the  Committee's  opinion  that  this  proposal  repre¬ 
sents  a  weakening  of  the  qualification  standards  and 
consequently,  the  Committee  has  recommended  to  the 
Board  of  Trustees  that  no  legislation  be  sponsored  tc 
change  the  standards  in  the  Licensed  Practical  Nurst 
Act. 
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BUILDING  BLOCK 
TO  RECOVERY 


nctive  therapy 


HE  STRENGTH 


Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin,  1 00  000  N  f,  Units,  Chymotrypsin;  8.000  N  f .  Units; 
equivalent  m  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recoverv 


One  fab/ef  c|.  f.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□  Accidental  Trauma  □  Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a  known  sensitivity  to  try  psinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo¬ 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani¬ 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 


in 


Bitabs 

tryptic  activity  to  40  mg.  of  N.F.  trypsin 


|  THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Mm  8,000  N.F  Units;  equivalent 


Trichomonads . . .  monilia . . .  bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul¬ 
fanilamide  1.05-Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos¬ 
sibility  of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  appiicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  —  Four-ounce  tube  with  or  without  applicator. 
Suppositories  -  Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

^Tl  THE  NATIONAL  DRUG  COMPANY 

(W  I  DIVISION  OF  RICHARDSON  MERRELL  INC 

HI  PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singulai 


The  causes  of  vaginitis 
are  multiple 


The  concert  was  just  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay, 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a  comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a  simple  kaolin-pectin 
■>  combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
H  GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
*  And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
wKk  plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a  man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6 g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoah 
(preservative),  60  mg.;  Alcohol,  3.8°/«. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


4H-0Z.  AHR08INS 


4fU  02. 


AHR08IHS 


KTf  THIS  AHO  AU  MCOtCWCS 
OUT  Of  RIACH  OF  CHIt DREW 


KEEP  THIS  AND  ALL  MEOtCWCJ 
our  Of  RLACHOf  CHILDREN 


clear  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron¬ 
chial  mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom¬ 
mendation. 

For  coughs  of  colds  and  “flu” 

Robitussin 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C* 


Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Pheniramine  maleate .  7.5  mg. 

Codeine  phosphate .  10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Dextromethorphan 

hydrobromide  .  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 


stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Phenylephrine  hydrochloride  .  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers™ 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate .  50.0  mg. 

Dextromethorphan 

hydrobromide  .  7.5  mg. 


Select  the  Robitussinf®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin® 

extra 

benefit 

chart 


All  5  Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a  guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

m  m 

ROBITUSSIN-DM® 

m 

m 

m 

ROBITUSSIN-PE® 

m  m 

COUGH  CALMERS™ 

Q 

8 

Q 

A.  H.  Robins  Company,  Richmond,  Va.  23220  BINS 

Not  too  little,  not  too  much... 
but  just  right! 


“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  intormation  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  oZc£ty 
Indianapolis,  Indiana  46206  _ ,00204 
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Medical  Management  of 
The  Alcoholic  Patient 

David  A.  Smith,  M.D.,  Medical  Editor 
Harrisburg 

Office  Treatment 


The  present  misunderstanding  of  al- 
Cuolism  is  characterized  as  a  chronic 
dabling  disease  of  unknown  etiology 
w.i  physiological,  psychological  and 
sciological  disturbances  which  im¬ 
p's  an  individual’s  ability  to  function 
ira  normal,  acceptable  manner.  As 
wi  other  chronic  diseases  of  un- 
kiwn  etiology,  the  goal  of  therapy  is 
tciaintain  the  individual  as  close  to  a 
ncnal  physiological  and  functioning 
st;:  as  possible,  similar  to  patients 
wl  suffer  from  other  chronic  illness 
suh  as  diabetes,  emphysema, 
conary  heart  disease,  peptic  ulcer, 
ar,  colitis.  As  with  these  latter  ail¬ 
in' ts,  the  physician  must  accept  the 
fa*  that  chronic  alcoholics  under 
trement  may  relapse.  Therefore,  the 
go  of  therapy  is  also  to  decrease  the 
pexls  of  exacerbation  of  the  illness 
(bn  the  frequency  and  the  duration) 
an  to  increase  the  periods  of  normal 
fuitioning  as  much  as  possible. 

Di  nostic  Clues 

irly  detection  of  the  chronic  alco- 
ho  is  difficult  and  only  by  physician 
aweness  to  a  potential  drinking 
pnlem  can  early  treatment  be  at- 
ten  ted. 

ie  following  “clues”  taken  from 
thelAf/1  Manual  on  Alcoholism  serve 
tonuse  the  physician’s  suspicions. 

.  Increasing  consumption  of  al¬ 
cohol,  whether  on  a  regular  or 
sporadic  basis,  with  frequent 
and  perhaps  unintended  epi¬ 
sodes  of  intoxication. 

Drinking  as  a  means  of  handling 
problems  or  relieving  symptoms. 
Obvious  preoccupation  with 


alcohol  and  the  expressed  need 
to  have  a  drink,  especially  if 
habitually  repeated. 

4.  Refusal  to  concede  what  is  ob¬ 
viously  excessive  consumption 
and  expressing  annoyance  when 
the  subject  is  mentioned. 

5.  Frequent  absenteeism  from  the 
job,  especially  if  occurring  in  a 
pattern,  such  as  following  week¬ 
ends  and  holidays  (Monday 
morning  “flu”). 

6.  Repeated  changes  in  jobs,  par¬ 
ticularly  if  to  successively  lower 
levels,  or  employment  in  a  ca¬ 
pacity  beneath  ability,  education 
and  b;  ckground. 

7.  Persistent  marital  and  family 
problems,  perhaps  with  multiple 
marriages. 

8.  Coarse,  unexplained  tremors  of 
the  hands. 

9.  Poorly  explained  contusions  and 
abrasions  in  various  stages  of 
healing,  except  in  the  elderly. 

10.  Gastritis  or  duodenal  ulcer 
which  fails  to  respond  to  usual 
therapy. 

1 1.  Palpable,  non-tender  liver. 

12.  Obvious  evidence  of  inappro¬ 
priate  use  of  alcohol,  such  as  in 
the  hospital  or  before  an  office 
appointment. 

Diagnosis 

The  definition  of  a  chronic  alcohol¬ 
ic  is  any  person  who  because  of  the  in¬ 
gestion  of  alcoholic  beverages  has  dif¬ 
ficulty  in  functioning  in  a  normal  and 
acceptable  manner  in  his  environment. 
In  the  early  stages  of  the  disease,  the 
patient  is  more  amenable  to  accepting 


a  diagnosis  of  “a  drinking  problem.” 
In  the  latter  stages,  he  is  usually  able 
to  accept  the  diagnosis  of  “chronic  al¬ 
coholism.”  Once  an  area  of  distur¬ 
bance  has  been  delineated  the 
physician  should  discuss  with  the  pa¬ 
tient: 

1 .  Acceptance  of  the  fact  that 
drinking  has  caused  or  is  aggra¬ 
vating  his  special  situation. 

2.  That  the  first  goal  of  therapy  is 
TOTAL  ABSTENTION  from  al¬ 
coholic  beverages  to  remove  the 
effects  and  influence  of  drinking 
on  this  specific  problem. 

3.  Should  the  patient  be  unable  to 
totally  abstain  from  the  intake  of 
alcoholic  beverages  in  the  pre¬ 
sence  of  a  disturbed  situation  the 
diagnosis  of  chronic  alcoholism  is 
sustained. 

Treatment 

To  assist  the  patient  to  totally  ab¬ 
stain  from  alcohol,  the  physician 
should  give  him  both  pharmacological 
as  well  as  psychological  help.  The  use 
of  medication  should  be  restricted  to 
the  mildest  form  of  drug  necessary  and 
should  be  given  with  the  under¬ 
standing  that  the  withdrawal  period  is 
a  self-limiting  period  and  that  once  the 
patient  has  been  withdrawn  from 
alcohol,  there  is  no  need  for  the  sus¬ 
tained  full  dosage  of  medication  as 
prescribed  during  the  withdrawal 
period.  There  are  no  drugs  of  choice 
for  the  treatment  of  alcoholism,  thus, 
two  regimens  are  listed  as  examples, 
for  the  physician’s  choice: 

If  the  patient  has  not  been  eating 
properly  or  if  gross  tremors  are 
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DRUG 

Sparine 

Meprobamate 

Benadryl 

Noludar 

Phenergan 


Medications 


STRENGTH 
50-100  mgm. 
400  mgm. 
50  mg. 
300  mg. 
12.5-25  mgm. 


FREQUENCY 

q.i.d. 

q.i.d. 

h.s. 

h.s. 

h.s. 


REMARKS 
for  one  week 
for  one  week 
for  sleep 
for  sleep 
for  sleep 


The  Hospitalized  Alcoholic 


present,  parenteral  vitamins  may  be 
utilized: 

Intramuscular:  Vitamins  B1  and  B6 
=  100  mgs.  and  Vitamin  B12  =  1000 
mcgms. 

Oral:  B  Complex  in  larger  doses 
(e.g.  Allbee  with  C,  Stresscaps)  or  ther¬ 
apeutic  formulas  of  multivitamins. 

Antabuse 

The  use  of  Antabuse  when  properly 
explained  to  patients  can  be  of  great 
value  during  the  withdrawal  period. 
They  should  be  cautioned  against 
taking  any  alcoholic  beverages  or  liq¬ 
uids  containing  alcohol  such  as  mouth 
washes,  cough  syrups,  elixirs,  tonics, 
etc.  If  there  is  any  doubt,  the  patient 
should  be  instructed  to  call  the  doctor 
or  pharmacist  to  be  certain  there  is  no 
alcohol  present  in  the  preparation.  The 
patient  should  be  cautioned  not  to  at¬ 
tempt  to  drink  for  at  least  4-7  days 
after  the  last  Antabuse  pill. 

CONTRAINDICATIONS  FOR 
ANTABUSE:  There  are  no  contrain¬ 
dications  for  the  use  of  Antabuse 
under  proper  supervision  except: 

1.  Psychotic  or  emotionally  dis¬ 
turbed  patients  with  suicidal  ten¬ 
dencies. 

2.  A  skin  reaction  which  necessi¬ 
tates  discontinuance  of  the  drug. 

SIDE  EFFECTS  OF  ANTABUSE 

1.  Gastric  Irritation  —  which  can 
be  minimized  by  taking  the  medication 
after  a  meal  or  with  an  antacid. 

2.  Metallic  or  “funny”  taste  — 
Reduce  the  dose  to  lA  tablet  per  day 
usually  given  at  h.s.  or  after  the  eve¬ 
ning  meal. 


Follow-Up  Care 

The  goal  of  therapy  is  to  maintain 
the  patient  as  close  to  a  normal  physi¬ 
ological  and  functioning  state  as  pos¬ 
sible.  The  physician  should  1)  see  the 
patient  as  often  as  necessary  to  main¬ 
tain  the  psychological  support  and 
reinforcement  of  total  abstinence,  and 
2)  accept  the  fact  that  relapses  can 
occur,  and  a  goal  of  therapy  is  to 
decrease  the  frequency  and  duration  of 
these  relapses;  and  3)  acquaint  himself 
with  the  various  agencies  and  groups 
available  in  the  community  to  assist 
him  such  as  Alcoholics  Anonymous, 
local  health  departments,  and  local  al¬ 
coholism  councils. 


Ordinarily  the  chronic  alcoholic  is 
hospitalized  for  withdrawal  after  pro¬ 
longed  use  of  alcohol.  Not  in 
frequently  he  may  be  too  physically  ill 
as  the  result  of  an  intercurrent  infec¬ 
tion,  a  neurological  or  digestive  com¬ 
plication  of  his  alcoholism  or  head  in¬ 
jury  to  continue  drinking.  In  any 
event,  the  patient  presents  himself 
often  enough  as  an  emergency  situa¬ 
tion  in  which  rapid  deterioration  of  his 
physical  condition  may  occur  and  for 
which  the  physician  must  be  prepared 
to  detect  and  treat. 

Diagnostic  Information 

A  careful  history  must  be  obtained 
from  whatever  source  is  available  — 
patient,  family,  friend,  or  ambulance 
attendant  —  as  to  the  precipitating 
cause  for  admission.  A  history  of  inju¬ 
ry,  physical  illness  and  drinking  pat¬ 
terns  will  frequently  avoid  delays  in 
diagnosing  complications  when  the  pa¬ 
tient’s  stuporous  state,  inability  to 
recall  events,  or  acute  brain  syndrome 
precludes  a  dependable  history  from 
the  patient.  A  physical  examination 
must  be  performed  as  soon  as  possible 
because  of  the  likelihood  of  life-threa¬ 
tening  complications. 

Most  patients  begin  to  react  from 
their  acute  alcoholic  intoxication 
within  six  hours  after  admission.  If  the 
patient  has  not  reacted  —  head  injury, 
an  alcoholic  gastrointestinal  complica¬ 
tion,  or  intercurrent  infection  must  be 
considered  and  appropriate  diagnostic 
measures  and  treatment  instituted  as 
early  as  possible. 

The  following  guidelines  for  admis¬ 
sion  to  a  general  hospital  were  adopted 
by  the  AMA  House  of  Delegates  in 
1956  and  reaffirmed  in  1966.  They  are 
offered  to  re-emphasize  the  need  to 
recognize  the  various  medical  emer¬ 
gencies  that  occur  in  the  alcoholic. 


1 .  A  patient  who  is  diagnosed  as  “alco¬ 
holic”  by  a  physician,  or  who  is  sc 
known  by  the  hospital  or  by  other 
responsible  agencies  and  individu¬ 
als,  should  be  admitted  if  he: 

a.  has  an  infectious  disease. 

b.  has  hyperthermia. 

c.  has  a  history  of  convulsions,  or  £ 
poorly  controlled  convulsm 
disorder  and  has  been  drinking. 

d.  is  hemorrhaging  or  unconscious. 

e.  wants  to  be  withdrawn  fron- 
alcohol,  either  for  the  first  tim< 
or  after  having  relapsed  t( 
drinking. 

f.  has  a  disulfiram  —  alcohol  reac 
tion. 

2.  A  person  who  is  diagnosed  as  “alco 
holic”  by  a  physician,  or  who  is  s< 
known  as  an  alcoholic  patient,  a 
the  case  may  be,  when  he: 

a.  is  unconscious  and  has  beei 
drinking. 

b.  is  agitated  and  tremulous  to  th 
extent  of  indicating  an  acut 
withdrawal  syndrome. 

c.  has  convulsions,  hallucinations 
or  delirium  tremens,  manifestin 
a  complicated  withdrawal  state. 

d.  is  suffering  from  a  disease  rec.og 
nized  as  related  to  alcoholisn 
(e.g.,  cirrhosis,  neuropathy,  pan 
creatitis)  and  wishes  to  b 
withdrawn  from  alcohol. 

e.  has  a  disease  or  posttraumati 
injury  usually  not  requiring  hos 
pitalization,  but  also  has  a  histo 
ry  of  prolonged  drinking,  or  o 
heavy  ingestion  of  alcohol  in: 
mediately  prior  to  the  illness. 

Treatment 

Since  there  is  no  known  medicatio 
which  aids  in  the  removal  of  alcohc 
from  the  blood  stream,  one  must  wa 
until  the  body  has  metabolized  the  ir 
gested  alcohol  before  sobriety  can  b 
achieved.  Deepening  coma  must  alei 
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the  physician  to  some  associated 
complication. 

The  choice  of  specific  medications 
for  the  management  of  withdrawal 
from  alcohol  should  be  based  upon  the 
physician’s  experience  and  knowledge 
of  that  medication. 

The  following  regimen  is  suggested 
for  the  acutely  intoxicated  alcoholic 
requiring  hospitalization.  The  patient 
should  be  closely  supervised  by 
nursing  personnel  to  see  that  the  medi¬ 
cations,  fluids,  food,  etc.  are  taken  by 
the  patient  as  prescribed. 

1.  Promazine  Hydrochloride 
(Sparine,®  Wyeth)  50  to  100  mg. 
p.o.  q.i.d.  for  the  first  3  days,  25 
mg.  p.o.  q.i.d.  for  next  2  days, 
then  discontinue. 

2.  Phenobarbital  grains  Vn  t.i.d.  X 
first  three  days,  grains  XA  t.i.d. 
for  next  two  days,  then  discon¬ 
tinue  if  no  signs  of  impending 
seizures. 

3.  Thiamine  100  milligrams 
Vit.  B  12  100  micrograms 
Niacine  50  milligrams 
Vit.  C  250  milligrams 

I.M.  daily  X  five  days 

4.  High  potency  multivitamin 
(Theragran-M  Tablets,®  Squibb) 


t.i.d.  p.o.  X  five  days  and  once 
daily  thereafter. 

5.  Thiamine  100  milligrams  p.o. 
t.i.d.  X  five  days. 

6.  Chloral  Hydrate  0.5  grams  at 
h.s.  and  repeat  in  two  hours  if 
necessary. 

7.  Parenteral  fluids  if  needed  for 
vomiting  and  dehydration. 

8.  Force  oral  fluids,  particularly 
orange  juice,  also  other  juices, 
broth  and  milk.  Regular  diet  as 
tolerated. 

9.  In  event  of  definite  signs  of 
seizures  or  hallucinations  give 
Librium  50-100  mgm.  I  stat  and 
q2-4h  prn. 

10.  If  agitation  is  not  adequately 
controlled,  increase  phenobar¬ 
bital  to  one  grain  q.i.d.  X  two 
days  then  taper  as  described  in 
order  No.  2. 

1 1 .  Prochlorperazine  (Compazine,® 

Dr.  Smith,  recently  appointed 
medical  editor  of  PENNS  YL  VANIA 
MEDICINE,  is  immediate  past  pres¬ 
ident  of  the  Dauphin  County  Medi¬ 
cal  Society.  He  is  director  of  internal 
medicine  at  Harrisburg  Polyclinic 
Hospital. 


SKF)  10  mgm.  IM  q6h  for 
vomiting. 

12.  Robaxin®  (Robins)  500  mg.  2 
tablets  q.i.d.  for  2  days,  then  1 
tablet  q.i.d.  thereafter  for  severe 
muscle  tremors. 

Once  withdrawal  has  been  completed, 
the  physician  should  proceed  with 
plans  for  post-hospital  care. 

General 

Hospital  staff  attitudes  toward  the 
patient  assume  great  importance.  The 
patient,  more  often  than  not,  presents 
himself  in  a  partially  drunken  state, 
unkempt,  hostile,  demanding  or  com¬ 
bative.  Staff  acceptance  of  the  patient’s 
condition  will  materially  aid  in  gaining 
patient  cooperation  and  lessening  staff 
resistance.  Most  of  these  patients  can 
be  adequately  handled  on  a  general 
medical  service  and  tend  to  sleep  after 
a  tranquilizer  has  been  given;  when  ag¬ 
itation  subsides,  patient  handling  is 
rarely  difficult  and  differs  but  little 
from  the  ordinary  medical  patient.  Re¬ 
straints  should  be  avoided  except  as  a 
last  resort.  Seclusion  is  rarely  neces¬ 
sary.  As  with  other  physical  ailments, 
the  same  skills,  judgment  and  concern 
are  required  in  the  care  of  the  patient 
suffering  with  chronic  alcoholism. 


Hospitals  Offering  Alcoholism  Treatment  Programs 


ALTOONA 

VLTOONA  HOSPITAL  ALCOHOLISM  CLINIC 
dtoona,  Pa.  16603 

)irector  Med.  Service:  David  Bishop,  M.D. 

‘hone:  946-0334;  944-081 1 

BUTLER 

RENE  STACY  MENTAL  HEALTH  CENTER 
22  Hillvue  Avenue 
Jirector:  R.L.  Eisler,  M.D. 
hone:  287-0791-2-3 

DANVILLE 

JANVILLE  STATE  HOSPITAL— ALCOHOLIC 

EHABILITATION  CENTER 

>anville 

uperintendent:  Dr.  R.L.  Watski 
hone:  217-275-3330 

ERIE 

T.  VINCENT’S  HOSPITAL— COUNSELING 
ENTER  FOR  ALCOHOLISM 
32  West  25th  Street 
dministrator:  Dr.  Walter  Finken 
hone:  814-453-6911 

FAIRVIEW 

INE  GROVE  ASSOCIATION  (P.G.A.) 
\NUARY,  1971 


R.D.  No.  2 

Administrator:  Zack  Dennis 
Phone:  814-474-5155 

HARRISBURG 

HARRISBURG  STATE  HOSPITAL, 
GATEWAY  HOME 
Pouch  A 

Director:  D.B.  Olewiler,  M.D. 

Phone:  717-238-7352 

JOHNSTOWN 

MERCY  HOSPITAL 
1020  Franklin  Street 
Administrator:  Sister  Mary  Aubrey 
Phone:  412-563-751  1 

LEBANON 

PHILHAVEN  HOSPITAL 
R.D.  No.  5 

Administrator:  J.  Horace  Martin 
Phone:  717-273-8871 

MEADVILLE 

THE  SPENCER  HOSPITAL 
Medical  Director:  Oscar  Formati,  M.D. 
Phone:412-337-1261 

NEW  BRIGHTON 

UNITED  HOSPITAL  OF  NEW  BRIGHTON 
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Medical  Director:  John  Sutton,  M.D. 

Phone:  412-843-6000 

PHILADELPHIA  AND  ENVIRONS 

EAGLEV1LLE  HOSPITAL  AND 
REHABILITATION  CENTER 
Eagleville,  Pa.  19408 
Administrator:  Joseph  J.  Braun 
Phone:  215-277-3030 

HAVERFORD  STATE  HOSPITAL— ALCOHOLIC 

REHABILITATION  UNIT 

3500  Darby  Road  at  College  Avenue 

Director:  Mr.  G.  Griffith 

Phone:  215-525-9260 

MALVERN  INSTITUTE 
Box  297,  Malvern 

Psychiatrist:  C.  Nelson  Davis,  M.D. 

Phone:  215-647-0330 

NORRISTOWN  STATE  HOSPITAL 
Norristown,  Pa.  19401 
In  Charge:  D.M.  Cleaver,  M.D. 

Phone:  275-9700 

SAUL  CLINIC— STETSON  HOSPITAL 
1745  North  4th  Street 
Director:  Jack  L.  Reavis 
Phone:  215-PO9-1260 

WAWA  HOSPITAL— CUTLER  CLINIC 
Station  Road,  Wawa 
Administrator:  Lee  Grimes 
Phone:  215-GL9-3158 

WILLOW  GROVE  HOSPITAL 
Fitzwatertown  Road,  Willow  Grove 
Administrator:  R.C.  Stewart,  M.D. 

Phone:  215-OL9-2080 

Outpatients  Only 

BRYN  MAWR  TREATMENT  CENTER 
FOR  ALCOHOLISM 
9  Bryn  Mawr  Avenue 
In  Charge:  Agnes  M.  Gedman,  P.H.N. 

Phone:  215-LA5-0810;  LA5-3458 

CROZER-CHESTER  MEDICAL  CENTER- 

ALCOHOLISM  CLINIC 

15th  Street  and  Upland  Avenue,  Chester,  Pa. 

Director:  Joseph  M.  Brill,  M.D. 

Phone:  215-TR4-8611 

HAHNEMANN  HOSPITAL— ALCOHOLIC  CLINIC 
1417  Race  Street,  Philadelphia,  Pa. 

Director:  Peter  E.  Siegler,  M.D. 

Phone:  215-L04-5000 

PAOLI  MEMORIAL— ALCOHOL 

TREATMENT  CENTER 

33  East  Washington  Street,  West  Chester,  Pa. 

Counselor:  D.T.  Morgan 
Phone:  215-692-6114 
Night:  296-5067 

PITTSBURGH  AND  ENVIRONS 

ALLEGHENY  GENERAL  HOSPITAL- 
ALCOHOLISM  CLINIC 
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320  East  North  Avenue,  Pittsburgh,  Pa.  15212 
Administrator:  Regis  M.  Wolff,  M.D. 

Phone:  412-222-0100 

HOMESTEAD  HOSPITAL  COMMUNITY 
MENTAL  HEALTH  CENTER 
3409  Main  Street,  Munhall,  Pa.  15120 
Administrator:  R.  Henderson,  ACSW 
Phone:  412-461-2978 

MAYVIEW  STATE  HOSPITAL 
Bridgeville,  Pa.  15017 
Director:  R.F.  Downey,  M.D. 

Phone:  412-343-2700 

McKeesport  hospital 

1500  Evans  Avenue,  McKeesport 
In  Charge:  Miss  H.  Laughlin, 

Mrs.  Janet  Gigler,  Mr.  Edward  Bosanac 
Phone:412-466-4000 

MERCY  HOSPITAL  ALCOHOLISM  CLINIC 
Pride  and  Locust  Streets,  Pittsburgh,  Pa. 

Director:  Charles  Blair 
Phone:  412-391-4495 

ST.  FRANCIS  HOSPITAL— ALCOHOLISM 
TREATMENT  CENTER 
45th  Street  (off  Penn  Avenue) 

Administrator:  Dan  Taylor 
Phone:  412-683-6000 

ST.JOHN'S  HOSPITAL 
3339  McClure  Avenue 
Administrator:  James  Daly 
Phone:  412-766-8300 

ST.  JOSEPH'S  HOSPITAL— OUTPATIENT 

ALCOHOLISM  CLINIC 

2117  E.  Carson  Street  (South  Side) 

Administrator:  Kenneth  S.  Ramsey 
Phone:  412-481-0500 

Outpatients  Only 

BRADDOCK  GENERAL  HOSPITAL 
Holland  Avenue 

Director,  Soc.  Services:  M.J.  Manolios,  ACSW 
Phone:  412-351-3800 

READING 

ST.  JOSEPH’S  HOSPITAL— ALCOHOLISM  CLINIC 
Reading,  Pa.  19603 

Administrator:  Wadim  Kurjanowicz,  M.D. 

Phone:  215-376-8044 

1 

SCRANTON 
Outpatients  Only 

SCRANTON  STATE  HOSPITAL 
OUTPATIENT  CLINIC 
Administrator:  William  Gallaso 
Phone:  717-346-3960 

SHARON 

SHARON  GENERAL  HOSPITAL 
740  E.  State  Street 
Administrator:  E.J.  O'Meara 
Phone:  412-981-1700 
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EAST  STROUDSBURG 
ENTAL  HEALTH  CENTER  OF 
ARBON-MONROE  PIKE  COUNTIES 
)6  East  Brown  Street 
Charge:  Margaret  D.  Evermon,  M.D. 
lone:  717-421-4000 


WHITE  DEER  RUN 

POCONO  LAUREL  LODGE 
Pocono  Lake,  White  Deer  Run,  Allenwood 


Advisory  Services 

Councils,  Committees,  Outpatient  Centers 

The  following  list  represents  dedicated  groups  of  citizens,  private,  professional  or 
in  government  social  agencies,  which  counsel  and  advise  the  alcoholic  and  his 
family,  make  referrals  to  medical  or  psychiatric,  social  or  employment  services 
which  best  fit  the  case.  They  do  not  “treat”  alcoholism  in  the  medical-clinical 
sense,  but  offer  great  help  as  sources  of  information,  intercession  and  realistic 
guidance  and  in  some  cases  outpatient  care. 


, .COHOLISM  COUNSELING  CENTER 
Tanton  State  Hospital 
25  Mulberry  Street 
S'anton,  Pa.  19503 

alentown  counseling  center 

F'R  ALCOHOLISM 

/  entown  Hospital  Annex 

21  N.  17  th  Street 

/entown,  Pa.  18104 

BAVER  COUNTY  COMMUNITY 

N'.NTAL  HEALTH  CENTER 

1 )  Virginia  Avenue 

Chester,  Pa.  15074 

BAVER  COUNTY  COUNCIL  ON  ALCOHOLISM 
Biver  County  Mental  Health  Association 
6'.  Third  Street 
B.ver,  Pa.  15009 

BRKS  COUNTY  COUNCIL  ON  ALCOHOLISM 
3"  N.  Fifth  Street 
Riding,  Pa.  19601 

BTHLEHEM  COUNCIL  ON  ALCOHOLISM 
5  Broad  Street 
Bhlehem,  Pa.  18018 

BCKS  COUNTY  ASSOCIATION 
0  ADDICTIVE  DISEASES 
3t>.  Main  Street 
Ddestown,  Pa.  18901 

B  \IR  COUNTY  COUNCIL  ON  ALCOHOLISM 
P  .  Box  809 
A)ona,  Pa.  18103 

B  ITER  COUNCIL  ON  ALCOHOLISM 
V  ;rans  Administration  Hospital 
Bier,  Pa.  16001 

CRBON  COUNTY  CITIZENS  ADVISORY 
OvIMITTEE  ON  ALCOHOLISM 
3(lusquehanna  Street 
Ji  Thorpe,  Pa.  18229 

CNTRAL  WESTMORELAND  COUNCIL 
O  ALCOHOLISM 
Pl  sant  Unity,  Pa.  15676 


CHESTER  COUNTY  COUNCIL  ON 
ADDICTIVE  DISEASES 
Committee  on  Alcoholism 
33  E.  Washington  Street 
WestChester,  Pa.  19380 

COUNCIL  ON  ALCOHOLISM 
Welfare  Council  of  Erie 
1 10  West  10th  Street 
Erie,  Pa.  16501 

COUNSELING  CENTER  FOR 

ALCOHOLISM 

St.  Vincent's  Hospital 

232  W.  25th  Street 

Erie,  Pa.  16512 

DELAWARE  COUNTY  COUNCIL 
ON  ALCOHOLISM 
13  S.  Avenue 
Media,  Pa.  19063 

DIAGNOSTIC  AND  REHABILITATION  CENTER 
304  Arch  Street 
Philadelphia,  Pa.  19106 

GOOD  SAMARITAN  HOSPITAL  ALCOHOLISM 
COUNSELING  CENTER 
E.  Norwegian  and  Tremont  Streets 
Pottsville,  Pa.  17901 

GREATER  HAZLETON  COUNCIL 
ON  ALCOHOLISM 
Room  403,  Northeastern  Bank  Building 
Hazleton,  Pa.  18201 

GREENE  COUNTY  COUNCIL  ON  ALCOHOLISM 
R.D.  No.  3,  Morningside 
Waynesburg,  Pa.  15370 

HARRISBURG  HOSPITAL— ADDICTIVE 
DISEASE  CLINIC 
203  Market  Street 
Harrisburg,  Pa.  17101 

HILL  REHABILITATION  CENTER 
Wylie  Avenue 
Pittsburgh,  Pa.  15219 


J/4UARY,  1971 


57 


INSTITUTE  FOR  ALCOHOLISM  WESTMORELAND  COUNCIL  ON  ALCOHOLISM 

AND  NARCOTIC  ADDICTION  P.O.  Box  545 

915  Corinthian  Avenue  Greensburg,  Pa.  15601 

Philadelphia,  Pa.  19130  YORK  HOSPITAL— ALCOHOLISM  CLINIC 

LEHIGH  COUNTY  COUNCIL  ON  ALCOHOL  ABUSE  101  South  George  Street 
34  N.  5th  Street  York,  Pa.  17405 

Allentown,  Pa.  18101 


LUZERNE  COUNTY  COUNCIL  ON  ALCOHOLISM 
c/o  Welfare  Planning  Council 
67  Public  Square 
Wilkes-Barre,  Pa.  18701 


Residential  Recovery  Facilities 
Half-Way  Houses,  Shelters,  Missions 


MAYORS  COMMITTEE  ON  HUMAN 
REHABILITATION 
CROSSROADS  SERENITY  HOUSE 
33  1  State  Street 
Erie,  Pa.  16507 

NATIONAL  COUNCIL  ON  ALCOHOLISM 
Lancaster  County,  Inc. 

630  Janet  Avenue 
Lancaster,  Pa.  17601 

NATIONAL  COUNCIL  ON  ALCOHOLISM 
Delaware  Valley  Area,  Suite  1006 
3 1 1  S.  Juniper  Street 
Philadelphia,  Pa.  19107 

NORTHEASTERN  PENNSYLVANIA  COUNCIL 
ON  ALCOHOLISM 

Room  404,  Chamber  of  Commerce  Building 
Scranton,  Pa.  18503 

PENNSYLVANIA  ASSOCIATION  OF 
ALCOHOLISM  PROGRAMS 
Box  102 

Hickory,  Pa.  1 5340 

PENNSYLVANIA  COUNCIL  ON 
ALCOHOL  PROBLEMS 
900  S.  Arlington  Avenue 
Harrisburg,  Pa.  17109 

SCHUYLKILL  COUNTY  COUNCIL 
ON  ALCOHOLISM 
1 1 1  N.  Center  Street 
Pottsville,  Pa.  17981 

TRI-COUNTY  COUNCIL  ON 
ADDICTIVE  DISEASES 
Room  402,  Dauphin  Building 
203  Market  Street 
Harrisburg,  Pa.  17101 

UNITED  MENTAL  HEALTH  SERVICES 
National  Council  on  Alcoholism 
Allegheny  County 
4026  Jenkins  Arcade 
Pittsburgh,  Pa.  15222 

WASHINGTON  COUNCIL  ON  ALCOHOLISM 
18  Wheeling  Street 
Washington,  Pa.  15301 

WESTMORELAND  HOSPITAL— ALCOHOLISM 
CLINIC 

Greensburg,  Pa.  15601 


ALCOHOLIC  RECOVERY  CENTER 
(ARC  HOUSE) 

820  East  Ohio  Street,  Pittsburgh,  Pa.  15212 

Director:  Charles  Cain 

Phone:  412-231-5050,231-9484 

CHIT  CHAT  FARMS 
P.O.  Box  277,  Wernersville,  Pa.  19565 
President:  Richard  J.  Caron 
Phone:  215-678-2332 


COLONIAL  HALFWAY  HOUSE 
P.O.  3204,  York,  Pa.  17402 
Director:  Arthur  Becker 

GREENE  VALLEY  FARMS 
Waynesburg,  Pa.  15370 
President:  Rev.  David  Else 
Phone:  412-627-6530 


LIVENGRIN  FOUNDATION,  INC. 

4833  Hulmeville  Road,  Eddington,  Pa.  19021 
Administrator:  Joseph  Potosnak 
Phone:  215-639-2300 


REBOS  HOUSE 

5424  Second  Avenue,  Pittsburgh,  Pa.  15217 
President:  W.J.  Collins 
Phone:  412-521-9652 

SERENITY  FARMS,  INC. 

Hickory,  Pa.  15340 
Director:  Franklin  Fagan,  Jr. 

Phone:  412-356-9996 

ST.  JOSEPH'S  HOUSE  OF  HOSPITALITY 
Tannerhill  Street,  Pittsburgh,  Pa. 

Director:  Thomas  O'Brien 
Phone:  412-471-0666 

VITAE  HOUSE,  INC. 

R.D.  No.  2,  Box  500,  Glenmore,  Pa.  19343 
President:  Woolworth  B.  Allen 
Phone:  215-942-9296 

CROSS  ROADS 
State  Street 
Erie,  Pa. 

SERENITY  HOUSE 
Sixth  Street 
Erie,  Pa. 

BUTLER  COUNTY  REHABILITATION  CENTER 
Wayne  Street 
Butler,  Pa. 
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PENNSYLVANIA  MEDICINE  \\ 


ancer  of  The  Colon,  Rectum  and  Anal  Canal 


Ten  Commandments 
For  Improving  Survival 


('ANCER  OF  the  colon,  rectum 
I  and  anal  canal  is  now  the  most 
cc  mon  visceral  malignancy  in  the 
Ui  ed  States  that  affects  both  sexes 
abit  equally.  Well  known  figures 
puished  by  the  American  Cancer 
Sciety  reveal  that  approximately 
73  00  Americans  had  a  diagnosis  of 
con  and  rectal  cancer  first  made  in 
19C  It  causes  44,000  deaths  an- 
nuly.  Since  the  disease  peaks  in  the 
lat  years,  the  increasing  life  expect- 
an  will  tend  to  increase  these  gloomy 
figes  unless  vigorous  efforts  are  made 
to  everse  the  trend.  This  can  be 
actmplished  because  cancer  of  the 
co^n  and  rectum  is  a  potentially 
cuble  disease.  But  its  cure  requires 
eaisr  diagnosis  followed  by  prompt 
an> adequate  surgical  extirpation.  This 
ne'ssitates  an  appreciation  of  those 
::  avtues  of  spread  commonly  con- 
sided  to  be  causative  in  recurrent 
dis  se:  (1)  hematogenous  spread,  (2) 


HARRY  E.  BACON,  M.D.,  F.A.C.S. 
Philadelphia 


implantation,  intracoelomic  and  intra¬ 
colonic,  (3)  lymphatic  spread  and  (4) 
direct  extension. 

First  Commandment 
Earlier  Diagnosis 

Earlier  diagnosis  is  not  only  the 
first  step  in  successfully  treating  these 
cancers  but  also  the  most  important. 
As  early  as  1833  Lisfranc  predicted 
that  operative  results  should  improve 
with  earlier  diagnosis.  This  observation 
is  as  pertinent  today  as  it  was  then 
for  there  is  no  doubt  that  the  state  of 
the  cancer  is  the  most  significant 
feature  influencing  prognosis.  It  is 
fortunate  that  so  important  a  disease 
is  so  well  situated  that  there  are 
available  relatively  simple  diagnostic 
techniques  for  early  diagnosis.  It  is 
tragic  when  one  considers  that  although 
90  per  cent  of  all  rectal  cancers  can  be 
diagnosed  by  a  digital  and  procto- 
sigmoidoscopic  examination  there  are 
still  patients  who  give  a  history  of 
being  treated  for  hemorrhoids.  Approx¬ 


imately  75  per  cent  of  all  cancers  of 
the  colon,  rectum  and  anal  canal  are 
within  reach  of  and  can  be  diagnosed 
with  the  25  cm.  sigmoidoscope.  The 
remaining  25  per  cent  of  colonic 
lesions  can  be  shown  by  roentgen¬ 
ography  following  a  barium  enema.  It 
is  our  feeling  that  the  medical  pro¬ 
fession  must  play  a  pivotal  role  not 
only  in  direct  functions  of  diagnosis 
and  treatment,  but  in  education  of  the 
public  to  seek  earlier  attention.  This 
effort  should  be  directed  obviously 
toward  those  people  with  symptoms 
and  also  to  those  considered  to  be  in  a 
high  risk  group,  but  most  important  to 
the  asymptomatic  patient  over  thirty- 
five  years  of  age,  for  it  is  in  this  later 
group  that,  hopefully,  the  early  lesions 
exist  and  afford  an  opportunity  for  a 
significant  improvement  in  the  cure 
rate.  It  seems  reasonable  to  conclude 
that  if  a  cancer  is  detected  early  and 
treated  adequately  there  is  a  greater 
likelihood  of  obtaining  a  “cure.”  We 
have  chosen  the  age  of  thirty-five  years 
arbitrarily  but  believe  it  to  be  a 
reasonable  starting  age  level  for  screen¬ 
ing  tests. 
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CANCER  OF  COLON,  RECTUM  AND  ANAL  CANAL 
September  1 940— November  1970 
(Bacon) 


Number  of  Patients . 2849 

Number  of  Resected  (cure  or  palliation) . • .  2501 

Resectability  Rate  . 90.3% 

(Curative  resection  -  favorable  &  unfavorable): . 83.1% 

(Palliative  resection  -  favorable  &  unfavorable): . 16.9% 

Mortality  rate  (70)  deaths  .  2.7% 

Five  Year  Survival . 51.0% 

Ten  Year  Survival . 41.5% 

Fifteen  Year  Survival . 36.2%  -  C 

Twenty  Year  Survival  . 40.9%  -  C 

C  =  Corrected  per  age  and  sex 


Second  Commandment 

Removal  or  Destruction  of 

Adenomatous  Polyps  and 
Papillary  Adenomata 

There  has  been  considerable  con¬ 
troversy  concerning  the  malignant  po¬ 
tential  of  colonic  and  rectal  polyps.  It 
is  acknowledged  that  although  the 
great  majority  of  adenomatous  polyps 
are  benign  and  never  show  malignant 
degeneration  there  are  some  that,  left 
undisturbed,  will  progress  to  invasive 
carcinoma.  We  believe  others  are  prob¬ 
ably  malignant  at  their  onset.  It  may 
therefore  be  assumed  that  polyps  are 
inherently  dangerous  and  should  be 
removed  to  reduce  the  incidence  of 
cancer.  The  villous  adenoma  although 
less  frequent  is  especially  treacherous 
since  the  probability  of  invasive  canber 
was  46.6  per  cent  for  those  located  in 
the  colon,  and  31.1  per  cent  for  those 
situated  in  the  rectum  in  our  series  of 
261  patients.  The  most  effective  means 
of  detection  is  sigmoidoscopy  and 
roentgenography  using  the  air-contrast 
barium  enema  technique.  Both  pro¬ 
cedures  require  a  carefully  prepared 
bowel  or  some  of  the  smaller  polyps 
may  be  overlooked.  If  a  polyp  is 
discovered  in  the  colon  beyond  reach 
of  the  sigmoidoscope  it  is  advisable  to 
confirm  this  finding  with  a  repeat  study 
and  to  search  for  additional  polyps 
that  may  have  been  missed  on  the 
initial  examination. 

It  has  been  our  custom  to  remove 
all  polyps  visible  through  the  sigmoid¬ 
oscope  when  located  below  the  peri¬ 
toneal  reflection.  Low  lesions  fre¬ 
quently  can  be  excised;  the  others 
are  snared  or  removed  with  the  biopsy 
forceps.  All  removed  tissue  is  submitted 
for  histologic  study.  If  appropriate,  the 
polyp  may  be  fulgurated  after  a  repre¬ 
sentative  biopsy  or  two  has  been 
obtained.  When  necessary,  based  on  a 
consideration  of  the  pathologist’s  re¬ 
port,  a  formal  cancer  operation  is 
performed  as  soon  as  feasible. 


If  the  polyp  is  so  situated  that  its 
removal  requires  a  laparotomy  we 
attempt  to  individualize  the  problems 
by  balancing  the  potential  morbidity 
of  surgery  against  the  probability  of 
malignant  degeneration.  Previous  his¬ 
tory,  size  of  the  polyp  and  x-ray 
appearance  are  carefully  considered. 
Once  the  decision  has  been  made  to 
remove  the  polyp  this  may  be  per¬ 
formed  by  transcolonic  approach  or 
segmental  resection  if  the  gross  findings 
suggest  a  carcinoma.  To  perform  a 
resection  for  every  polyp  is  unwise 
and  unrealistic.  As  we  reported  in 
September  of  last  year  there  were 
353  consecutive  transcolonic  polypec¬ 
tomies  with  a  mortality  rate  of  0.6  per 
cent;  whereas,  in  a  series  of  955 
resections  with  end-to-end  anastomosis 
for  colonic  cancer  the  mortality  rate 
was  1.8  per  cent.  We  adhere  rather 
strictly  to  the  following  criteria.  A 
segmental  resection  is  performed  for: 

(1)  A  solitary  adenomatous  polyp 
that  is  sessile,  larger  than  5 
mm.  in  diameter  and  clinically 
suspicious  of  malignancy. 

(2)  A  polyp  with  another  lesion  or 
lesions  in  juxtaposition. 

(3)  A  pedunculated  polyp  in  which 
the  pedicle  (stalk)  is  short  and 
stout,  where  the  length  of  the 
pedicle  is  less  than  2.5  cm. 
from  the  base  of  the  polyp 
head  to  the  bowel  wall  with¬ 
out  tenting,  and  where  the 
length  of  the  pedicle  is  less 
than  the  diameter  of  the  body 
of  the  polyp. 

(4)  A  pedunculated  polyp  with 
gross  characteristics  of  malig¬ 
nancy. 

(5)  A  polyp  that  shows  invasive 
carcinoma  on  frozen  section  or 
paraffin  sections. 

If  only  a  polypectomy  has  been 
performed  it  is  submitted  for  “frozen 
section.”  The  operative  procedure  may 
then  be  extended  to  an  adequate 
cancer  resection  if  the  pathologist 


reports  invasive  cancer.  If  this  initial  i 
examination  fails  to  show  cancer  but 
it  is  seen  later  on  the  permanent  or  I 
paraffin  sections,  resection  is  performed  ' 
seven  to  ten  days  after  the  colotomy 
and  polypectomy. 

In  our  series  of  patients  we  found  I 
the  incidence  of  multiple  polyps  to  be 
33  per  cent.  In  1960  we  reported  on 
the  rationale  of  colonoscopy  for  the  | 
discovery  of  these  other  polyps.  The  ! 
study  spanned  the  seventeen  years  | 
from  1943  to  1960  and  was  based  on 
the  review  of  512  patients  whose  case  i 
histories  were  felt  to  be  adequate  for  * 
evaluation.  It  has  not  been  our  practice  | 
to  carry  out  the  procedure  routinely  on  1 
all  patients  but  in  this  group  there 
were  180  on  whom  colonoscopy  was 
performed  through  the  colotomy  in¬ 
cision;  although  not  in  all  instances 
was  total  colonoscopy  effected  through  i 
a  second  incision.  All  512  patients  had  j 
had  roentgenologic  identification  of 
the  polyp  in  two  sets  of  preoperative  l 
studies  that  included  the  double-con¬ 
trast  technique.  Utilizing  colonoscopy, 
an  additional  polyp  or  polyps  were 
seen  in  61  of  the  180  patients,  an 
incidence  of  33.8  per  cent.  This  im¬ 
plies  a  roentgenologic  false  negative 
error  of  33.8  per  cent.  The  percentage 
of  error  is  much  higher  if  the  x-ray 
study  does  not  include  the  air  con¬ 
trast  technique. 


Third  Commandment 
Preliminary  Vessel  Ligation 
Although  cancer  of  the  colon,  rec¬ 
tum  and  anal  canal  spreads  most 
frequently  by  way  of  the  lymphatics, 
the  abundant  evidence  now  accumu¬ 
lated  regarding  the  role  played  by 
loose  cancer  cells  in  the  circulating 
blood  has  altered  our  concept  in  terms 
of  metastasis  and  recurrence.  Viable 
cancer  cells  may  gain  entry  into  the 
circulating  blood  by  direct  invasion 
of  blood  vessel  walls,  through  the 
thoracic  duct  after  lymphatic  invasion 
and  by  “intravasation”  which  Cole 
defined  as  the  “passage  of  cells  from 
immediately  adjacent  normal  or  neo¬ 
plastic  tissue  into  vascular  channels 
through  anastomical  defects  in  the 
vessel  wall,  occurring  under  certain 
conditions  when  extravascular  pressure 
(tissue)  rises  momentarily  above  the 
intravascular  pressure.”  This  later  mech¬ 
anism  is  involved  during  the  manipula¬ 
tion  of  a  new  growth.  The  early 
ligation  of  blood  vessels  presumably 
should,  therefore,  prevent  or  at  least 
limit  the  spread  of  tumor  emboli  and 
consequently  should  be  added  to  our 
surgical  armamentarium  in  the  per¬ 
formance  of  curative  resection.  All 
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ligations  should  be  at  a  level  that 
insures  an  adequate  cancer  resection. 

Fourth  Commandment 

Isolation  Technique  of 
The  Tumor  Mass 

The  subject  of  implantation  of  free 
cancer  cells  constitutes  an  interesting 
and  a  most  important  study  because 
of  its  relationship  to  recurrence  and 
survival.  Manipulation  of  a  tumor  can 
be  expected  to  produce  intravascular 
tumor  emboli  with  resultant  regional 
or  distant  metastatic  foci.  This  same 
practice  can  also  produce  implants  on 
another  part  of  the  colonic  mucosa, 
on  the  peritoneal  surface  and  also  in 
operative  wounds. 

There  is  a  decrease  in  the  normal 
adhesive  bond  between  tumor  cells 
which  results  in  an  increased  tendency 
to  desquamate  as  a  result  of  natural 
or  manipulative  forces.  This  shedding 
process  is  the  characteristic  of  tumors 
that  makes  possible  the  early  diagnosis 
of  cancer  by  means  of  the  exfoliative 
cytologic  method  as  introduced  by 
Papanicolau  in  1928.  These  desqua¬ 
mated  cells  can,  unfortunately,  also  be 
carried  on  the  gloves  and  surgical 
instruments  and  thus  contaminate  the 
entire  operative  field.  If  a  wash  basin 
is  in  use  during  the  operation  this 
may  serve  as  a  reservoir  for  the  trans¬ 
mission  and  implantation  of  viable 
cancer  cells. 

During  the  past  twenty-four  years, 
since  1946,  at  the  suggestion  of  the 
late  Raymond  McNealy  of  Chicago, 
a  technique  has  been  evolved  which  we 
employ  in  an  effort  to  decrease  intra- 
coelomicand  intracolonic  implantation. 
The  use  of  various  types  of  clamps 
has  been  discarded  and  we  use  a  pad 
which  has  been  moistened  with  70  per 
cent  solution  of  alcohol.  This  is  tightly 
secured  in  place  with  umbilical  tapes, 
the  long  ends  of  which  are  tied  together 
to  fashion  a  sling.  In  this  manner  the 
lesion  may  be  manipulated  as  a  ham¬ 
mock  without  direct  contact  of  the 
growth.  It  is  hoped  that  the  securely 
tied  tapes  will  trap  any  loose  cells 
and  reduce  the  incidence  of  suture 
line  recurrence.  Similarly,  the  pad 
moistened  with  the  anticarinogen 
should  act  as  a  barrier  against  peritoneal 
seeding.  We  believe  it  has  been  effective. 

Fifth  Commandment 
Aortoileopelvic  Lymphadenectomy 

Over  the  years  we  have  been  parti¬ 
cularly  interested  in  the  problem  of 
the  dissemination  of  cancer  through 
the  lymphatics.  We  do  not  believe  that 


lymphatic  spread  is  the  most  important 
cause  of  death  from  cancer  because 
evidence  is  available  that  blood-borne 
metastasis  is  more  significant.  The 
reason  is  that  the  involvement  of  the 
regional  lymph  nodes  is  probably  the 
most  common  form  of  metastasis  in 
cancer  of  the  colon,  rectum  and 
anal  canal  and  it  is  amenable  to  a 
surgical  attack  in  early  stages.  It  has 
been  our  policy  to  extend  our  ef¬ 
forts  and  perform  an  aortoileopelvic 
lymphadenectomy  and  aortic  ligation 
of  the  inferior  mesenteric  artery  con¬ 
comitant  with  resection  when  operating 
for  “cure”  on  patients  with  cancer  of 
the  descending  colon,  the  sigmoid, 
the  rectum  and  the  anal  canal.  The 
contra-indications  are:  (1)  elderly  pa¬ 
tients,  sixty-five  years  or  more,  (2) 
poor  risk  patients  who  in  our  judgment 
could  not  tolerate  well  an  additional 
hour  to  the  procedure,  and  (3)  extreme 
obesity.  Obviously,  it  should  not  be 
performed  if  a  “cure”  cannot  be  antic¬ 
ipated,  as  for  example,  in  the  presence 
of  liver  metastasis. 

It  is  difficult  to  assess  the  merit  of 
this  procedure  but  it  is  our  considered 
opinion  it  has  value  when  employed 
intelligently.  Little  has  been  gained 
for  low-lying  lesions  in  the  rectum 
but  there  has  been  a  12  per  cent 
increase  in  the  five  year  survival  for 
lesions  of  the  descending  colon  and 
sigmoid. 

Lymphadenectomy  for  cancer  in 
other  areas  of  the  colon  is  performed 
according  to  the  same  criterion  of 
adherence  to  anatomic  principles. 


Sixth  Commandment 
Wide  and  Extended  Bowel  Resection 

Wide  and  extended  bowel  resection 
to  us  implies  that  in  addition  to  the 
basic  requirement  of  excision  of  the 
primary  tumor,  a  lengthy  segment  of 
bowel  proximal  and  distal  to  the 
lesion  and  a  wide  expanse  of  mesentery 
and  lymph  bearing  tissue  be  removed. 
It  is  an  accepted  fact  that  distal 
lymphatic  spread  in  cancer  of  the 
rectum  and  rectosigmoid  area  is  limited 
to  several  centimeters  but  it  is  also 
known  that  multiple  lesions  exist  fre¬ 
quently,  33  per  cent  in  our  study. 
Most  of  these  additional  lesions  occur 
reasonably  close  to  the  primary  growth. 
When  situated  in  the  rectum  and 
lower  sigmoid  colon  these  secondary 
growths  can  be-  noted  if  a  careful 
sigmoidoscopic  examination  is  done. 
In  these  patients  the  distal  cuff  may  be 
limited  to  generally  accepted  lengths. 
For  those  areas  beyond  the  reach  of 


the  sigmoidoscope  it  is  necessary  to 
rely  on  x-ray  studies  to  demonstrate 
these  multiple  lesions.  Frequently  they 
are  missed,  especially  the  smaller 
polyps,  and  therefore  we  have  felt  it 
worthwhile  to  remove  a  generous 
length  of  bowel  both  proximally  and 
distally  in  an  effort  to  encompass 
known  and  unknown  secondary 
growths. 

Seventh  Commandment 

Removal  of  Invaded  and  Suspiciously 
Invaded  Tissues  and  Structures 

A  well  conceived  and  properly 
executed  operation  for  the  cure  of 
cancer  requires  that  the  primary  tumor 
and  all  contiguous  tissue  that  may 
contain  tumor  be  removed,  preferably 
en  bloc. 

Certain  requirements  for  an  ade¬ 
quate  cancer  operation  for  lesions  of 
the  colon,  rectum  or  anal  canal  can 
be  considered  extended  or  ultraradical 
only  because  there  is  some  hesitancy 
or  trepidation  in  performing  them 
routinely.  Wide  excision  of  the  peri¬ 
toneum  is  required  yet  is  seldom 
performed.  Generally  the  paracolic 
incisions  are  made  hugging  the  bowel 
in  order  to  have  available  a  large 
peritoneal  flap  for  closure.  The  dis¬ 
section  should  be  carried  out  laterally 
to  the  endopelvic  fascia  for  removal. 
In  most  instances  closures  can  be 
effected  by  extensive  liberation  of 
the  peritoneum  with  finger  dissection. 
If  it  is  not  possible  to  reconstruct  the 
floor  in  the  customary  manner  a  large 
Mikulicz  pack  is  placed  deeply  in  the 
perineal  wound  and  firmly  packed 
with  two-inch  gauze.  Based  on  exper¬ 
imental  observations  that  there  is  ex¬ 
cellent  regeneration  of  peritoneum 
over  denuded  surfaces,  we  have  em¬ 
ployed  this  expedient  without  dif¬ 
ficulty  in  over  400  patients  since 
1951  to  extend  the  degree  of  re¬ 
section,  particularly  when  there  are 
present  small  peritoneal  implants  in 
this  area. 

Another  pitfall  is  encountered  in 
making  the  incision  in  the  rectouterine 
or  rectovesical  sulcus  in  the  process  of 
anterior  mobilization.  Commonly  it 
is  made  in  the  depth  of  the  sulcus 
and  thereby  established  a  cleavage 
plane  which  causes  the  upper  part 
of  Denovillier’s  aponeurosis  to  be  left 
behind.  The  incision  should  be  made 
about  2  cm.  higher  on  the  bladder 
or  uterus  so  that  this  portion  of 
fascia  is  removed  since  it  is  a  common 
site  of  residual  carcinoma. 

Likewise,  a  reasonably  radical  oper¬ 
ation  makes  it  imperative  that  each 
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lateral  ligament  or  middle  hemorrhoidal 
pedicle  be  divided  flat  against  the 
pelvic  wall  to  include  the  lateral  node¬ 
bearing  areas  or  nodes  of  Cuneo  and 
Marcille.  The  middle  hemorrhoidal 
vessels  do  not  usually  require  ligation. 

Also,  the  node-beating  tissue  along 
the  course  of  the  great  vessels  in  the 
pelvis  and  upward  along  the  aorta  and 
inferior  vena  cava  should  be  stripped. 
For  cancer  lying  at  a  low  level  in  the 
rectum,  7  cm.  or  lower,  radically 
requires  a  wide  excision  of  the  perianal 
skin  and  ischiorectal  fat.  As  in  any 
abdominoperineal  procedure  the  le¬ 
vator  ani  must  also  be  removed  with 
the  rectourethralis  muscle.  This  pre¬ 
cludes  the  possibility  of  closing  the 
perineal  wound,  a  procedure  we  are 
opposed  to  since  it  requires  preserva¬ 
tion  of  tissue  which  should  be  removed. 

It  is  frequently  observed  that  a 
cancer  of  the  colon  or  rectum  has 
become  adherent  to  neighboring  or¬ 
gans  and  with  wishful  optimism  the 
thought  is  expressed  that  this  repre¬ 
sents  an  inflammatory  reaction.  Pru¬ 
dent  surgical  judgment  in  cancer  sur¬ 
gery  requires  that  all  organs  adherent 
to  the  primary  growth  be  considered 
invaded  and  should  be  removed  en  bloc. 

In  the  female  patient  it  is  our 
opinion  that  bilateral  oophorectomy 
should  be  performed  concomitantly 
with  a  bowel  resection  for  colonic 
cancer. 

Eighth  Commandment 

Endoscopy  of  Retained  Segments 
of  Bowel 

Being  aware  of  the  limitations  of 
diagnostic  roentgenology,  the  high  in¬ 
cidence  of  multiple  lesions  and  the 
usefulness  of  operative  colonoscopy 
during  transcolonic  polypectomy,  it 
has  seemed  reasonable  to  us  to  ex¬ 
tend  the  range  of  this  procedure  and 
endoscope  the  divided  bowel  ends  of 
those  patients  who  undergo  resection 
and  anastomosis.  A  sufficient  number 
of  coexisting  polyps  and  also  cancers 
have  been  discovered  that  we  believe 
this  is  a  worthwhile  operative  adjunct. 
We  have  not  been  impressed  that  this 
type  of  examination,  carefully  per¬ 
formed,  has  resulted  in  a  higher  in¬ 
cidence  of  anastomotic  recurrence  or 
peritoneal  implantation. 

Following  discharge  from  the  hos¬ 
pital  it  has  been  our  routine  to  require 
all  cancer  patients  to  report  for  check¬ 
up  every  three  months  the  first  year, 
every  six  months  the  second  and 
third  years,  and  thereafter  at  yearly 
intervals.  In  addition  to  an  endoscopic 
examination  which  is  performed  at 


each  visit  a  retrograde  opaque  bowel 
study  and  chest  x-ray  is  ordered  bi- 
annually  unless  indicated  sooner. 

Ninth  Commandment 
Anticarcinogenic  Washings 

The  subject  of  intraluminal  des¬ 
quamation  and  its  relationship  to  su¬ 
ture  line  recurrence  has  been  well 
documented. 

To  minimize  this  possibility  it  is 
our  custom  to  follow  a  routine  es¬ 
tablished  in  1958.  No  enemas  are  given 
prior  to  operation,  except  for  those 
needed  to  clean  the  bowel  prior  to  the 
barium  study;  this  is  done  at  least 
several  days  before  the  operation  in 
routine  cases.  Instead,  mechanical 
cleansing  is  accomplished  with  daily 
doses  of  castor  oil  and  on  the  day  of 
surgery,  two  hours  before  operation, 
a  colonic  wash  is  given  using  1 ,000  cc. 
of  saline  solution.  Forty  per  cent 
eosin-alcohol  is  used  frequently  during 
the  procedure  by  the  operating  team 
as  a  glove  rinse.  As  an  additional 
precaution  with  the  open  anastomosis, 
the  transected  ends  of  the  intestinal 
segment  are  wiped  with  gauze  sponges 
saturated  with  40  per  cent  alcohol 
containing  0.1  per  cent  eosin.  More 
recently  we  have  been  injecting  the 
40  per  cent  ethyl  alcohol  into  the 
tied-off  segment  of  the  bowel. 

Tenth  Commandment 
Radiation  Therapy 


The  efficacy  of  radiation  therapy 


Dr.  Bacon  is  professor  of  proctology 
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read  before  the  Academy  of  Surgery, 
University  of  Krakow,  Poland,  in 
May  of  1970. 


in  the  management  of  cancer  of  the 
colon,  rectum  and  anal  canal  is  still 
unsettled.  Radiation  therapy  has  been 
used  postoperatively  in  patients  with 
positives  nodes  and  in  those  who  de¬ 
velop  recurrence. 

There  is  no  doubt  about  the  useful¬ 
ness  of  radiation  therapy  in  the  pal¬ 
liation  of  certain  complications.  Our 
present  concern  is  in  the  role  of 
radiation  therapy  in  the  primary  treat¬ 
ment  of  cancer  in  conjunction  with 
surgery;  and  in  this  regard  our  interest 
and  evaluation  at  the  present  has  been 
in  its  postoperative  use  for  selected 
patients.  All  patients  who  have  had  a 
resection  for  cancer  of  the  sigmoid 
colon,  rectosigmoid  area,  rectum  or 
anal  canal  and  who  have  positives  nodes 
are  given  a  4,000  R  tumor  dose  to  the 
pelvis  over  a  twenty-one  day  period 
through  four  portals  using  supervoltage 
radiation.  If,  in  addition  to  the  nodal 
disease,  there  is  also  liver  involvement 
or  other  distant  metastases,  radiation 
therapy  is  not  given.  Instead  these 
patients  are  given  chemotherapy;  5 
courses  of  5  FU  are  given  at  six  to  eight 
week  intervals.  Those  patients  with 
cancer  in  other  areas  of  the  colon  are 
also  given  5  FU  if  there  is  nodal  or 
distant  metastasis.  This  is  a  continuing 
study  and  we  have  not  made  any  final 
conclusions. 


Summary 

This  discussion  stems  from  a  per¬ 
sonal  series  of  2;849  patients  with 
cancer  of  the  colon,  rectum  and  anal 
canal  covering  a  period  between  Sept¬ 
ember  1940  and  November  1970. 

There  were  seventy  deaths,  an  oper¬ 
ative  mortality  rate  of  2.7  per  cent.  The 
five,  ten,  fifteen  and  twenty-year  sur¬ 
vival  has  been  calculated  as  51  per 
cent,  41.5  per  cent,  36.2  per  cent, 
40.9  per  cent;  the  last  corrected  for 
age  and  sex. 

At  the  time  of  this  writing  the 
author  had  performed  309  consecutive 
abdominal  or  abdominoperineal  re¬ 
sections  on  private  patients  for  major 
pathologic  entities  without  a  single 
postoperative  death;  but  such  is  not 
the  result  of  any  superior  surgical 
maneuver  or  ability,  but  rather  be¬ 
cause  of  a  dedicated  team  of  round- 
the-clock  workers,  a  team  of  devoted 
and  interested  surgical  residents,  and 
consultants,  including  the  anesthesiol¬ 
ogists,  the  internists,  the  radiologists, 
biochemists,  pathologists,  and  an  ex¬ 
pert  superiorly  trained  nursing  staff. 
Individualization  of  each  patient  by  a 
dedicated  team  has  proved  most  re¬ 
warding.  □ 
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Environmental  Causes  of 
Fetal  Malformations 
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ALL  MEN  are  not  born  equal 
despite  the  guarantees  of  the 
United  States  Constitution.  These 
inequalities  are  not  based  on  race, 
creed  or  color.  Instead  they  are  the 
result  of  the  genetic  constitution 
inherited  from  their  ancestors. 

The  discovery  and  elucidation  of  the 
DNA-RNA — ribosomal  mecha¬ 
nisms — permits  the  understanding  of 
the  fusion  of  maternal  and  paternal  el¬ 
ements  in  the  chromosomes.  This 
fusion  results  in  the  formation  of  a 
template,  which  in  turn  determines  the 
genetic  constitution  of  the  embryo. 
These  chance  combinations,  over 
which  the  fetus  has  no  control,  will  de¬ 
termine  in  large  measure  whether  he 
or  she  will  have  a  happy  life  with  the 
expectation  of  good  health  or  a 
troubled  existence  handicapped  by  in¬ 
born  errors  of  metabolism  or  physical 
deformity. 

In  the  study  of  fetal  malformations 
it  soon  became  apparent  that  all  these 
abnormalities  could  not  be  explained 
on  a  strictly  hereditary  basis.  The 
study  of  environmental  causes  of  fetal 
malformations  received  tremendous 
impetus  through  two  major  events  in 
medical  history:  First,  the  discovery  by 
Gregg  of  Australia  in  1941  that  serious 
fetal  malformations  occurred  in  the 
children  of  mothers  who  had  suffered 
attacks  of  Rubella  in  the  first  trimester 
of  gestation.  Secondly,  the  1961  report 
by  Lenz  of  Germany  that  an  appalling 
train  of  malformation  followed  the  ad¬ 
ministration  of  thalidomide  to  preg¬ 
nant  women. 

It  is  not  the  purpose  of  this  presen¬ 
tation  to  review  the  clinical  syndromes 
which  result  from  environmental 
causes  of  fetal  malformations.  These 
have  already  been  well  documented. 
Its  purpose  is:  to  examine  some  of  the 
more  recent  discoveries  in  embryo- 
genesis,  to  list  the  known  environ¬ 
mental  causes  of  abnormal  fetal  devel¬ 


opment,  and  to  explore  the  mecha¬ 
nisms  by  which  each  agent  affects  the 
developing  fetus. 

Realizing  the  necessity  of  mobi¬ 
lizing  the  best  minds  in  basic  science 
and  clinical  medicine  to  meet  these 
problems,  a  series  of  international  con¬ 
ferences  on  congenital  malformations 
has  been  organized.  The  source  mate¬ 
rial  in  this  discussion  is  derived  large¬ 
ly,  but  not  entirely,  from  a  perusal  of 
the  reports  emanating  from  these  con¬ 
ferences. 

A  review  of  the  clinical  syndromes 
produced  by  all  causes  of  fetal  mal- 
development  emphasizes  four  basic 
facts. 

1.  The  time  of  the  insult  determines 
the  type  of  defect.  Cells  in  active  pro¬ 
liferation  have  a  low  resistance  to  tera¬ 
togenic  agents. 

2.  The  type  of  injury  is  important 
and  may  result  in  damage  either  to  the 
genetic  mechanism  or  the  basic  ele¬ 
ments  of  cell  physiology. 

3.  The  severity  of  the  insult  deter¬ 
mines  the  result.  It  may  vary  from 


minor  damage  to  complete  destruc¬ 
tion. 

4.  The  spacial  relations  at  the  time 
of  the  injury  are  significant.  Develop¬ 
ing  tissues  in  contact  with  each  other 
exert  mechanical,  biochemical,  and  ei¬ 
ther  inhibiting  or  stimulating  influence 
on  the  neighboring  structures.  In  this 
manner  a  defect  in  one  tissue  induces  a 
defect  in  its  neighbor. 

Much  has  been  learned  about  the  in¬ 
duction  of  anomalous  development  by 
animal  experimentation.  Fraser1  has 
emphasized  the  pitfalls  in  attempting 
to  extrapolate  experimental  tera- 
togenesis  in  animals  to  man,  to  other 
species  of  animals,  or  even  the  same 
species  with  a  different  hereditary 
strain. 

The  tragedies  which  followed  the 
use  of  thalidomide  could  have  been 
avoided  if  its  testing  for  teratogenicity 
had  followed  this  rule. 

Epigenetic  Crisis 

An  “epigenetic  crisis”  as  defined  by 
Waddington2  is  a  period  in  develop- 
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ment  when  the  fetus  is  most  suscep¬ 
tible  to  teratogenesis.  These  crises 
occur  at  three  developmental  stages: 
during  oogenesis,  in  late  blastula  and 
early  gastrula  formation,  and  whenev¬ 
er  the  anlage  of  a  major  organ  or 
system  is  being  laid  down.  The 
common  denominator  of  each  of  these 
critical  periods  is  intense  intracellular 
metabolic  activity  requiring  the  incor¬ 
poration  of  large  amounts  of  new  ma¬ 
terial  brought  in  from  outside  the  cell. 
Deleterious  agents  are  also  introduced 
into  the  cellular  metabolism  with  these 
new  materials,  frequently  at  a  time 
when  the  cell’s  defensive  endoplasmic 
reticulum  is  not  present.  Waddington 
has  also  called  attention  to  changes  in 
lipid  and  carbohydrate  metabolism 
within  the  individual  cell  about  which 
we  know  very  little. 

Since  environmental  agents  which 
do  not  destroy  the  entire  embryo  exert 
their  deleterious  effects  on  anatomical 
or  physiologic  processes  within  the  cell 
in  a  specific  manner,  a  brief  review  of 
cellular  anatomy  and  physiology  is  in 
order. 

Cellular  Physiology 

Within  the  nuclear  membrane  lie 
the  clumped  chromatin  bodies  con¬ 
taining  the  DNA,  double  stranded 
helix,  which  controls  all  other  cellular 
metabolism.  So  far  as  is  now  known  it 
never  leaves  the  nucleus  but  exerts  its 
influence  on  the  cytoplasm  through 
RNA,  a  single  stranded  messenger, 
which  passes  through  the  fenestrated 
nuclear  membrane  into  the  cytoplasm 
of  the  cell. 

The  cytoplasm  serves  as  a  reservoir 
of  basic  building  blocks,  amino  acids, 
lipids  and  carbohydrates.  Within  the 
cytoplasm  lie  the  organelles ,3  vital  ul- 
tramicroscopic  structures  essential  to 
the  metabolic  processes  within  the  cell. 
The  mitochondria  are  the  sources  of 
energy  production  through  the  activity 
of  adenosine  triphosphate  (ATP).  Of 
equal  importance  is  the  endoplasmic 
reticulum,  a  tubular  lipo-protein 
membrane.  It  is  divided  into  two  dis¬ 
tinct  parts.  First,  the  rough  en¬ 
doplasmic  reticulum  which  is  the  site 
of  the  ribosomes  which  synthesize  the 
proteins  and  enzymes  dictated  through 
the  medium  of  the  messenger  RNA.  It 
acts  as  a  cell  stabilizer  in  that  its  en¬ 
zymes  not  only  control  vital  processes 
within  the  cell,  but  also  aid  in  the  de¬ 


toxification  and  metabolism  of  drugs 
and  other  noxious  agents  deleterious  to 
embryologic  development.  Secondly, 
the  smooth  endoplasmic  reticulum 
which  communicates  through  porous 
openings  in  the  cell  membrane  with 
the  surrounding  substrate  -  bringing  in 
replacements  of  the  basic  building 
blocks  to  cells  in  active  proliferation 
and  allowing  the  passage  of  the  prod¬ 
ucts  it  manufactures  into  the  in¬ 
tracellular  fluid  for  transmission  to 
other  sites.  Lying  in  close  relationship 
to  it  is  the  Golgi  apparatus ,  the  func¬ 
tion  of  which  is  to  gather  together  and 
package  the  proteins  and  enzymes 
manufactured  by  the  ribosomes  for 
storage  and  for  transmission  to  the 
fetal  circulation.  Two  other  important 
structures  have  been  identified  in  the 
cytoplasm:  the  microbodies,  which 
consist  of  stored  enzymes  and  the 
lyosomes,  which  are  considered  the 
center  of  hydrolysis.  The  fenestrated 
cell  membrane  itself  is  composed  of 
three  layers:  an  outer  layer  of  protein, 
a  middle  layer  of  lipids,  and  an  inner 
layer  of  protein. 

The  unfertilized  egg  cell  differs  in 
certain  important  aspects  from  all 
other  cells.  It  has  only  half  the  normal 
chromosomal  material.  It  has  no  dem¬ 
onstrable  endoplasmic  reticulum,  and 
its  ribosomes  are  inactivated  sup¬ 
posedly  by  a  protein  covering. 

During  oogenesis  genes  on  the 
chromosomes  engage  in  most  intense 
activity  and  an  enormous  amount  of 
material  is  stored  in  the  cytoplasm  of 
the  egg.4  Immediately  following  ferti¬ 
lization  there  is  an  intense  production 
of  proteases  in  the  egg  cytoplasm 
which  are  thought  to  dissolve  the  pro¬ 
tective  coating  and  activate  the 
ribosomes  which  are  already  present.5 
It  is  further  established  that  the  devel¬ 
opment  of  the  embryo,  at  least  until 
early  gastrulation,  is  entirely  under  the 
control  of  maternal  genes  stored  in  the 
egg  cytoplasm.  The  nuclear  gene-ac¬ 
tion  system  does  not  become  operative 
until  gastrulation  has  been  established. 
Protein  and  other  enzymatic  develop¬ 
ment  is  carried  on  from  the  building 
blocks  stored  in  the  cytoplasm.  Since 
up  to  this  stage  no  new  materials  are 
brought  in  from  the  outside,  the  egg  is 
resistant  to  environmental  teratogenic 
agents.  However,  in  early  gastrulation 
the  gene-action  system  in  the  embryo 
begins  to  function  and  the  protection 


against  teratogenesis  is  lost.  The  sus¬ 
ceptibility  of  the  individual  cell  is  fur¬ 
ther  heightened  by  the  absence  of  a  de¬ 
veloped  endoplasmic  reticulum  which 
acts  as  a  cell  stabilizer.6  In  this  rela¬ 
tively  short  period  of  development  the 
cell  is  most  easily  injured  by  environ¬ 
mental  deleterious  substances. 

By  late  gastrulation  the  endoplasmic 
reticulum  has  been  laid  down,  func-  | 
tions,  and  increases  the  defense  mecha-  j 
nisms  of  the  individual  cell  through 
enzyme  production. 

Harris7  states  that  enzyme  forma¬ 
tion  is  genetically  controlled  by  two  I 
types  of  genes.  First,  the  structural  j 
genes  which  dictate  the  amino  acid 
sequence  in  the  polypeptide  chain.  I 
Secondly,  the  regulatory  genes  which 
stimulate  or  inhibit  the  formation  of  I 
the  enzymes.  Any  environmental  inter-  j 
ference  with  these  control  mechanisms  ij 
disturbs  both  the  metabolism  and  the 
organogenesis  of  the  fetus.  An  alter- ; 
ation  in  the  polypeptide  sequence  can 
entirely  destroy  the  effectiveness  of  the 
enzyme  in  the  developmental  or  detox- ' 
ifying  activity  which  it  is  designed  ton 
catalyze. 

With  gastrulation  the  cells  acquire  ! 
two  very  important  capabilities.  For 
the  first  time  they  adhere  forming 
channels  through  which  the  nutrient  < 
substrate  can  circulate.  In  addition,  I 
they  acquire  the  ability  to  pump  fluids  n 
in  a  polarized  fashion  into  the  various  | 
spaces  characteristic  of  the  developing 
embryo.  Any  environmental  agent 
which  interferes  with  these  capabilities  I 
results  in  major  fetal  anomalies. 

With  this  brief  and  necessarily  in-  I 
complete  review,  let  us  now  consider  u 
the  known  environmental  causes  of  t 
fetal  malformation  and  examine  the 
scientific  evidence  indicating  the  mode  1 
of  action  of  each. 

ENVIRONMENTAL  TERATOGENIC 
FACTORS 

1.  X-radiation. 

2.  Viral  diseases  and  related  infections. 

3.  Chemical  factors. 

4.  Immunologic  disturbances. 

5.  Hormones. 

6.  Nutritional  factors. 

Ionizing  Radiation 

Ionizing  radiation  is  mentioned 
chiefly  for  completeness.  It  is  the  old¬ 
est  of  the  known  teratogenic  agents,  i 
It  has  been  established  that  its  genetic 
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influence  results  from  interference 
with  DNA  synthesis  and  replication 
causing  a  nonspecific  fragmentation  of 
the  nuclear  material  of  cells  in  active 
proliferation  with  abnormal  karyo¬ 
types. 


Katz8  describes  what  happens  in  a 
i  cell  invaded  by  a  virus  as  follows:  In 
two  to  six  hours  after  invasion  of  the 
i  cell  by  a  virus,  hundreds  of  new 
virions  consisting  of  a  nucleus  of  DNA 
in  a  thin  protein  capsule  are  formed. 
Four  types  of  host  cell  response  de¬ 
velop  depending  on  the  type  of  virus 
under  study: 

1.  Replicative  lytic  characterized  by 
cell  destruction  with  liberation  of  the 
new  viruses. 

2.  Replicative  nonlytic  in  which  the 
cells  live,  divide  and  pass  virus  to 
daughter  cells. 

3.  N on-replicative  proliferative  in 
which  cell  reproduction  is  accelerated 
indefinitely  without  detectable  evi¬ 
dence  of  residual  virus.  This  type  of 
response  shows  the  continuation  of 
virus-specified  new  elements  in  the  cell 
influencing  genetic  information. 

4.  Replicative  proliferative  accom¬ 
panied  by  a  stimulatory  effect  on  the 
host  cell  which  proliferates  in  a  reli¬ 
able  fashion  leading  to  the  formation 
af  typical  lesions  prior  to  cell  death. 

For  the  purpose  of  this  study  only 
:wo  viral  infections  will  be  considered: 
Rubella  and  Cytomegalic  (salivary 
gland)  Virus. 

Katz  has  classified  Rubella  in  the 
'eplicative  non-lytic  group.  Cooper9 
•eports  that  at  the  cellular  level 
Rubella  inhibits  mitosis  and  increases 
he  number  of  chromosomal  breaks  in 
:ultures  of  human  embryonic  cells.  In 
etal  tissue  cultures  obtained  at  thera¬ 
peutic  abortion,  only  a  small  number 
pf  the  cultured  cells  are  infected. 
Ratios  of  1  to  100,000  up  to  1  to 
j’50,000  cells  show  evidence  of  viral 
invasion.  Infected  daughter  cells  grow 
lowly  and  organs  from  infected  in- 
ants  show  a  subnormal  number  of 
pells.  Moorhead10  emphasizes  that 
jvhereas  x-ray  produces  random  break- 
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age  in  all  areas  of  chromosomes,  cer¬ 
tain  viruses  and  chemicals  induce 
breakage  more  frequently  at  the  cen¬ 
tromeres  or  other  areas  of  constriction. 

Jacobson11  calls  attention  to  the  fact 
that  virally  induced  or  post-radiation 


abortion  may  be  due  to  preconcep- 
tional  damage  to  the  oogonia  rather 
than  post-conceptional  effects  on  the 
fetus. 

Nowell12  states  that  there  is  a  great 
disparity  between  chromosomal  dam¬ 
age  and  resultant  somatic  damage  in 
animals. 

Cytomegalic  Inclusion 
Disease 

Hanshaw13  recommends  that  cy¬ 
tomegalic  inclusion  disease  be  consid¬ 
ered  as  potentially  dangerous  to  the 
fetus  as  is  Rubella.  Following  cellular 
invasion  with  this  agent  individual 
cells  become  markedly  enlarged — 
hence  the  name.  The  essential  patho¬ 
logical  process  is  one  of  cell  destruc¬ 
tion.  It  is  thus  classified  as  a  replica¬ 
tive  lytic  virus. 

Toxoplasmosis 

This  disease  is  caused  by  a  protozoal 
parasite  which  invades  the  infant 
during  intrauterine  life  or  shortly  after 
birth.  It  occurs  only  during  the  active 
stage  of  infection  in  the  mother  and 
not  in  the  encysted  or  inactive  form  of 
maternal  disease.  Its  mechanism  is  cell 
destruction  by  invasion  by  the  active 
parasite.14 

Chemical  Agents 

All  the  known  chemical  teratogens 
act  by  blocking  enzymes.  Age  is  an  im¬ 
portant  determinant  of  microsomal 


1.  Thalidomide. 

2.  Quinine  &  Derivatives. 

3.  Tolbutamide  &  Diabinase. 

4.  Insulin. 


drug  metabolizing  enzyme  activity. 
Until  the  endoplasmic  reticulum, 
which  manufactures  enzymes,  is  laid 
down,  drug  metabolism  and  detoxifica¬ 
tion  is  limited.  Fetal  defense  against 
deleterious  chemicals  is  further  en¬ 
hanced  in  later  development  when 
fetal  hepatic  enzymes  become  avail¬ 
able  to  detoxify  them.15 

The  first  four  agents  listed  influence 
glucose  metabolism.  Thalidomide 

blocks  the  enzymes  which  liberate 
glucose  during  organogenesis.16  It  may 
also  affect  the  metabolism  of  glutamic 
acid,  glutamine,  and  riboflavin. 

Quinine  and  its  derivatives  block  the 
action  of  six  phosphofructokinase  nec¬ 
essary  to  the  conversion  of  glucose  to 
lactate. 

The  action  of  tolbutamide 

( Orinase ®,  Upjohn ;  Diabinase® 

(Pfizer),  and  insulin  needs  no 
amplification.  The  significance  of 
these  three  drugs  in  teratogenesis  is 
questionable. 

DRUGS  INFLUENCING  DNA-RNA 
SYNTHESIS 

(A.)  ANTIMETABOLITES 
(Folic  Acid  Analogues ) 

1.  Methotrexate  and  Aminopterine. 

2.  Pyrimidine  Analogues-Fluorour- 
acil. 

3.  Purine  Analogues-6  Mercaptopu- 
rine. 

The  antimetabolite  agents  inhibit 
the  biosynthesis  de  novo  of  purines  in 
ribonucleotide  formation  through  thy- 
madilate  kinase  blocking.  They  also 
prevent  the  conversion  of  adenine  and 
guanine  precursors  in  the  formation  of 
RNA.15 

DRUGS  INFLUENCING  DNA-RNA 
SYNTHESIS 

(B.)  ALKYLATING  AGENTS 

1.  Nitrogen  Mustards- Leukeran,  Al- 
keran. 

2.  Ethylenimine  Derivatives-Tepa, 
Thiotepa,  Triethylenemelamine. 

3.  Methyl-Sulfonates- Amethopterin. 

4.  Cyclophosphamides-Cytoxan. 

These  alkylating  agents  are  radiomi- 


5.  Antimetabolites. 

6.  Alkylating  Agents. 

7.  Corticosteriods. 

8.  Lysergic  Acid  Diethylamide. 
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VIRAL  DISEASES  ASSOCIATED  WITH  FETAL  MALFORMATIONS 

1.  Rubella.  7.  Virus  pneumonia. 

2.  Mumps.  8.  Infectious  mononucleosis. 

3.  Varicella.  9.  Cytomegalic  gland  virus. 

4.  Herpes  zoster.  1 0.  Vaccinia. 

5.  Measles.  11.  Influenza. 

6.  Infectious  hepatitis. 


KNOWN  CHEMICAL  TERATOGENS 


metic  drugs  which  inhibit  the  synthesis 
of  DNA  and,  to  a  less  extent,  RNA. 
They  are  active  thymadilate  kinase 
blockers.17 

The  best  studied  antibiotic  is  Ac- 
tinomycin  D  which  suppresses  induc¬ 
tion  of  enzymes  involved  in  the  syn¬ 
thesis  of  messenger  RNA.17  It  has  no 
effect  on  DNA  synthesis. 

DRUGS  INFLUENCING  RNA 
SYNTHESIS 

(C.)  ANTIBIOTICS 

1 .  Actinomycin  D. 

2.  Streptonigrin. 

3.  Mitomycin  C. 

The  best  studied  of  corticosteroids  is 
triamcinolone.  Zimmerman18  reports 
that  it  principally  inhibits  RNA  syn¬ 
thesis,  but  also  slows  protein  synthesis 
to  a  less  extent. 

Lastly,  LSD  has  come  under  intense 
scrutiny.  Jacobson  examined  six  fe¬ 
tuses,  obtained  at  therapeutic  abortion, 
whose  mothers  had  been  on  LSD. 
Each  showed  an  exencephalic  central 
nervous  system  lesion.  While  Ja¬ 
cobson19  felt  that  abortion  after  virus 
infection,  radiation  or  chemicals  may 
be  due  to  preconceptional  effects  on 
the  oogonium,  mothers  who  had  for¬ 
merly  taken  LSD  but  stopped  during 
pregnancy  showed  no  more  chromo¬ 
somal  breakage  than  a  control  series 
and  no  congenital  anomalies  were  en¬ 
countered. 

Cohen20  states  that  LSD  actually 
suppresses  mitosis  and  that  there  is  a 
definite  dose-response  relationship.  It 
is  a  powerful  esterase  inhibitor. 

Immunologic  Disturbances 

Best  known  to  all  of  us  are  the  Rh 
and  ABO  incompatibilities  which  need 
no  elaboration.  Other  immunological 
responses  are  normal  and  physiologic 
but  can  have  deleterious  effects. 

Fetal  blood  contains  antibodies  of 
two  types:  Gamma  M7's  derived  from 
the  mother  and  Gamma  M  and  G 
manufactured  by  the  fetus.  Theoreti¬ 
cally  these  should  provide  as  much 
protection  in  the  fetus  as  the  adult 
enjoys.  There  are  two  exceptions 
caused  by  deficient  complement  in  the 
fetus  and  resultant  immunologic  in¬ 
competence. 

At  a  surprisingly  young  age  the 
fetus  can  respond  to  some  antigens  but 
not  to  others.  As  gestation  progresses 
to  a  certain  critical  age,  different  for 


each  antigen,  the  fetus  can  and  does 
respond  with  antibodies,  hypersensi¬ 
tivity  and  all  that  this  implies.  Two 
well  known  examples  illustrate  the 
deleterious  effects  of  competence.  In 
lymphocytic  choreomeningitis,  in¬ 
vasion  by  the  virus  in  the  incompetent 
mouse  leads  to  viremia  but  no  demon¬ 
strable  deleterious  effect.  However, 
when  the  animal  acquires  competence, 
the  disease  produces  extensive  lesions 
resulting  in  death. 

Similarly,  treponemata  can  be  dem¬ 
onstrated  in  the  fetus  afflicted  with 
congenital  syphilis  but  no  lesions  ap¬ 
pear  until  after  the  fifth  month  of  ges¬ 
tation  when  the  fetus  has  acquired 
competence  to  respond.21 

The  rare  athyrotic  cretinism  is 
known  to  be  caused  by  circulating  an¬ 
tithyroid  antibodies  in  the  maternal 
blood.22 

In  the  laboratory  simulated  ac¬ 
cidents  of  immune  mechanism  may  be 
demonstrated  by  injecting  experi¬ 
mental  animals  with  antisera  from  the 
eye,  the  heart,  the  kidney  and  the 
brain.  Langman,23  using  the  chick 
embryo  as  his  experimental  subject, 
used  an  antiserum  derived  from  the 
alpha  crystallin  fraction  of  lens  pro¬ 
tein.  In  high  dilutions  there  were  no 
demonstrable  effects.  In  intermediate 
dilutions,  however,  degenerative 
changes  were  produced  not  only  in  the 
eye  but  also  in  the  brain. 

Masculinizing  Hormones 

Jones  and  Scott24  have  written  ex¬ 
tensively  on  iatrogenic  deformities  of 
the  female  genitalia  produced  by  the 
administration  of  exogenous  testos¬ 
terone,  synthetic  progestogens,  and 
related  preparations  to  pregnant 
women.  The  causal  relations  of  these 
agents  have  received  wide  publicity  in 
medical  circles.  These  defects  are 
again  becoming  a  rarity  except  where 
congenital  hyperplasia  of  the  adrenal 
exists  in  the  fetus  or  where  the  mother 
herself  has  a  coexisting  arrhenoblas- 
toma  during  gestation.  These  agents 
work  by  suppression  of  the  influence 

Dr.  Nugent,  a  retired  general  prac¬ 
titioner,  serves  as  a  volunteer  with 
the  Economic  Opportunities  Coun¬ 
cil  of  Reading  and  Berks  County 
health  clinic  in  Reading.  Prior  to 
his  retirement  he  was  director  of  the 
department  of  obstetrics  and  gyn¬ 
ecology  at  the  Reading  Hospital. 


of  the  female  hormone  on  develo 
mental  mechanisms. 

Cortisone,  ACTH,  and 

Related  Corticosteroids 

Despite  the  frequency  of  cleft  palal 
in  the  experimental  animal  treate 
with  these  substances,  only  occasion; 
deformities  of  the  closure  of  the  palat 
have  been  reported  when  these  sul 
stances  are  employed  in  therapeuti 
doses  in  treatment  of  the  mother. 

Nutritional  Defects 

In  the  experimental  animal  it  h< 
been  possible  to  induce  major  malfo 
mations  by  severe  limitations  of  nutr 
tional  elements  in  the  diet. 

In  humans — despite  wars,  povert 
and  ignorance — no  such  anomalu 
have  been  experienced. 

Endemic  cretinism  results  from 
low  iodine  content  in  the  matern; 
diet.  Low  I.Q.’s  in  infants  born  t 
mothers  with  low  serum  protein  level 
have  been  reported.  This  variation  i 
maternal  protein  metabolism  is  nc 
related  to  low  protein  diet,  but  is  du 
to  some  unexplained  idiopathic  defec 
in  her  blood  levels. 

Summary  and  Discussion 

The  purpose  of  this  discussion  ha 
been  threefold:  First,  to  present  som 
recent  advances  in  embryolog) 
secondly,  to  list  the  known  environ 
mental  causes  of  fetal  malformations 
and  third,  where  possible,  to  explaii 
the  precise  effect  each  has  on  th 
mechanisms  of  fetal  development. 

The  prevention  of  congenital  anom 
alies  of  strictly  hereditary  type  elude 
us.  However,  the  obstetrician  has  ; 
real  opportunity  to  eliminate  fetal  mal 
formations  due  to  environmenta 
causes. 

He  will  serve  his  patient  best  who: 

1.  Avoids  radiation  in  early  gesta¬ 
tion  unless  the  severity  of  the  patient’! 
illness  warrants  taking  the  risk. 

2.  Helps  his  patient  to  avoid  vira 
infections  by  preconceptional  im 
munization  and  the  avoidance  of  ex¬ 
posure  to  known  or  potentially  in¬ 
fected  friends. 

3.  Screens  carefully  all  medication 
given  to  the  pregnant  woman 
including  hormones. 

4.  Selects  the  proper  time  in  her  life 
cycle  for  all  immunological  proce 
dures.  □ 

(List  of  references  provided  on  request ) 
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F  here's  a  soup 

for  almost  every  patient  and  diet 
...for  every  meal 
!  and,  it’s  made  by 


CALORIES  /  7  oz  Serving* 


Beef  Broth 
Consomm§ 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell  s  more  than 
50  different  soups  offer  you  a  wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a  wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

*  From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


*  * 

- 


When  the 
stage  is  set  lor 
diarrhea... 


Diarrhea  . . .  thwarted  once  again! 

Time  after  time  . . .  just  when  plans  seem  sure 

to  be  shattered  . . .  the  effective  and  prompt  action  of 

Lomotil  comes  to  the  rescue. 


Here  is  an  antidiarrheal  with  a  performance  record 
that  few  can  challenge.  A  versatile  actor,  Lomotil 
stars  in  the  treatment  of  diarrhea  associated  with 
gastroenteritis,  irritable  bowel,  functional  hyper¬ 
motility,  regional  enteritis,  malabsorption  syndrome, 
drugs,  acute  infections,  ulcerative  colitis  and  food 
poisoning.  In  addition,  it  plays  a  major  role  in  the 
control  of  intestinal  transit  time  in  patients  with 
ileostomies  and  colostomies  and  of  the  diarrhea 
occurring  after  gastric  surgery. 

So  . . .  when  Lomotil  is  in  the  cast  (even  in  a 
supporting  role),  it’s  curtains  for  diarrhea! 


Lomotil 


TABLETS/LIQUID 


Each  tablet  and  each  5  cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride. .  .2.5  mg. 

(Warning:  may  be  habit-forming) 
Atropine  sulfate . 0.025  mg. 


Saves  the  Show 


Warnings:  Lomotil  should  be  used  b 
with  caution  in  patients  taking  barbitu  j 
rates  and,  if  not  contraindicated,  in  pa  n 
tients  with  cirrhosis,  advanced  liver  i 
disease  or  impaired  liver  function. 


Precautions:  Lomotil  is  a  federally 
exempt  narcotic  with  theoretic-ally  J 
possible  addictive  potential  at  high 
dosage;  this  is  not  ordinarily  a  clinical  j 
problem.  Use  Lomotil  with  considerable  r 
caution  in  patients  receiving  addicting 
drugs.  Recommended  dosages  should  not  i 
be  exceeded,  and  medication  should  be  | 
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kept  out  of  reach  of  children.  Signs  of 
:  accidental  overdosage  may  include  severe 
[  respiratory  depression,  flushing,  lethargy 
it  or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subthera- 
peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage. 

o  Adverse  Reactions:  Side  effects 
I:  reported  with  Lomotil  therapy  include  nau¬ 
sea,  sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort, 
:  headache,  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac¬ 
cidental  overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo.  ..Mi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  .Mi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr . Vi  tsp.  5  times  daily  (5  mg.) 

2- 5  yr . 1  tsp.  t.i.d.  (6  mg.) 

5-8  yr . 1  tsp.  q.i.d.  (8  mg.) 

8-12  yr.  . .  .1  tsp.  5  times  daily  (10  mg.) 

Adults: _ 2  tsp.  5  times  daily  (20  mg.) 

or  2  tablets  q.i.d. 

*Based  on  4  cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3  months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 
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Nothing  new  about  Synirin  other  than 
...it’s  a  stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia.  \ 


ASPIRIN  5  GR.— PENTOBARBITAL  1/8  G R. 


ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2  tablets  q  4  h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu¬ 
ing  for  about  4  hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de¬ 
stroyed  by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 


EACH  UNCOATED  TABLET  CONTAINS 

Aspirin  . 325  mg.  ( 

Pentobarbital* . 8  mg.  (1/ 

*May  be  habit  forming. 


Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


/M56 


A  clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Acute  Pulmonary  Embolism 
Masquerading 
As  Myocardial  Infarction 


MARTIN  N.  FRANK,  M.D. 
and 


ARTHUR  LINTGEN,  M.D. 
Abington 


HERE  HAVE  been  many  excellent 
publications  b  2, 3,4, 5,6  describing  the 
finical  profile  of  pulmonary  embolic 
lisease.  The  elusive  nature  of  this 
lisorder  has  been  well  documented.7 


With  the  advent  of  radio-isotape 
of  the  lung7'8  the  clinician  has  a 
relatively  simple  diagnostic  means  of 
diagnosing  this  entity.  It  has  been 
common  clinical  experience  that  the 


“classic”  electrocardiographic  SI,  Q3, 
with  staircase  ascent  of  the  ST  seg¬ 
ment  in  lead  II  pattern  of  McGinn 
and  White,9  or  characteristic  x-ray 
changes  are  present  in  less  than  30 
per  cent  of  patients  with  pulmonary 
embolism.  Several  authors  have  pub¬ 
lished  clinical  “triads”  present  with 
lung  infarction.  Tench  described  the 
triad  of  tachycardia,  digitalis  toxicity, 
and  mercurial-fast  edema  in  congestive 
heart  failure  complicated  by  pulmonary 
embolism.10  Wacker  et  al. 11  have  pub¬ 
lished  a  series  of  cases  of  pulmonary 
embolism,  with  or  without  lung  in¬ 
farction,  characterized  by  an  elevated 
LDH,  moderate  elevation  of  the  serum 
bilirubin,  and  normal  SGOT  values. 

It  would  be  superfluous  to  add 
another  paper  describing  the  complete 


(ugure  1,  Case  1:  A  and  B,  left  to  right:  The  radioisotope  lung  scan  shows  a 
Hminished  perfusion  of  the  left  lower  lobe.  Repeat  lung  scan  two  weeks  later 
hows  improved  perfusion  in  this  area. 
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Figure  2,  Case  1 :  A,  B  and  C.  left  to  right:  The  EKG  of  5-20-68  shows  a  previous 
transmural  anteroseptal  infarction.  The  tracing  of  7-12-68  reveals  inverted  T  waves 
in  the  area  of  the  previous  infarction.  By  7-20-68  there  has  been  substantial 
resolution  of  the  T  wave  inversions  which  represented  acute  right  heart  overload. 


clinical  syndrome  of  pulmonary  em¬ 
bolism.  We  recently  had  five  patients, 
in  a  three  month  period,  with  acute 
pulmonary  embolism  who  were  initially 
suspected  of  having  a  myocardial  in¬ 
farction  because  of  their  clinical  or 
electrocardiographic  findings.  All  pa¬ 
tients  were  characterized  by  lack  of 
ST  segment  elevation  or  failure  to 
develop  Q  waves  on  the  electrocardio¬ 
gram  (EKG)  and  had  no  rise  in  the 
serum  LDH,  SGOT,  hydroxy  butyric 
dehydrogenase  (HBD)  or  bilirubin 
levels. 

We  suspect  that  many  patients  with 
acute  pulmonary  embolism  are  er¬ 
roneously  diagnosed  as  having  had  an 
acute  myocardial  infraction.  Because 
of  the  important  differences  in  treat¬ 
ment  and  prognosis  between  these  two 
disorders,  we  are  reporting  the  clinical 
features  present  in  two  representative 
patients. 

Case  Reports 

Case  1:  E.C.  is  a  76  year  old  white 
female  admitted  to  the  hospital  on 
July  9,  1968  two  months  after  having 
had  transmural  anteroseptal  myocardial 
infarction  complicated  by  recurrent 
ventricular  tachyrhythmias.  She  now 
presented  with  recurrent  sharp  left 
precordial  pain  radiating  posteriorly, 
aggravated  by  respiration,  and  accom¬ 
panied  by  dyspnea. 

Physical  examination  revealed  an 
elderly  white  female  with  pallor  and 
mild  dyspnea.  Temperature  was  97.2 
degrees,  pulse  84,  respirations  24,  and 
blood  pressure  160/80.  There  was  a 
regular  sinus  rhythm  with  a  Grade  III 
systolic  ejection  murmur.  There  was 
tenderness  to  palpation  over  the  left 
anterior  chest  wall.  Homans’,  Moses’,* 
and  Lowenberg’s**  sign  were  nega¬ 
tive.  12'13 


Chest  x-ray  revealed  cardiomegaly 
and  clear  lungs.  There  was  decreased 
uptake  over  the  lower  half  of  the  left 
lung  field  on  a  lung  scan  performed  on 
July  10,  1968  (Figure  1).  A  repeat 
scan  on  July  29,  1968  (Figure  1) 
revealed  an  increase  in  uptake  in  this 
area.  Initial  and  serial  LDH,  SHBD, 
SGOT,  and  bilirubin  values  were  all 
normal. 

The  initial  EKG  of  July  8,  1968 
was  read  as  an  acute  anteroseptal 
infarction  (Figure  2).  Subsequent 
EKG’s  showed  less  anterior  T  wave 
inversion  (Figure  2)  with  residual 
evidence  of  the  old  anteroseptal  in¬ 
farction.  An  EKG,  taken  at  the  time 
of  her  previous  hospitalization,  on 
May  20,  1968  showed  an  anteroseptal 
infarction  (Figure  2).  The  patient  was 
given  heparin,  and  despite  several 
episodes  of  recurrent  chest  pain  ag¬ 
gravated  by  respiration,  she  became 
symptom  free  eventually.  The  patient 
was  discharged  on  Coumadin®  (Endo) 
therapy. 

Case  2:  A.J.  is  a  44  year  old  white 
female  admitted  on  August  11,  1968 
with  a  diagnosis  of  angina  pectoris 
which  had  been  previously  diagnosed 
at  other  institutions.  The  patient  had 
noted  progressive  chest  pain  until  the 
night  of  admission  when  she  developed 
severe  chest  pain  radiating  to  the  neck 


*  Moses  sign:  Tenderness  on  firm 
pressure  of  the  fingers  applied  directly 
to  the  posterior  calf  when  there  is  no 
significant  tenderness  on  firm  com¬ 
pression  of  the  calf  from  side  to  side. 
**  Lowenberg’s  sign:  The  appearance 
of  pain  over  the  calf  on  slowly  dis¬ 
tending  a  sphygmomanometer  cuff  to 
200  mgs.  Hg.  over  10-15  secs.  A 
positive  test  is  pain  at  60-150  mgs.  Hg. 


and  chin,  lasting  one  hour  and  un-| 
relieved  by  nitroglycerin. 

On  admission,  temperature  was  98 
degrees,  pulse  88,  respirations  20  and 
blood  pressure  160/98.  The  heart  was) 
in  normal  sinus  rhythm  with  no  audible 
gallop  sound.  The  neck  veins  were  flat 
and  the  lungs  were  clear.  Mild  left 
parasternal  chest  wall  tenderness  was< 
present,  and  Lowenberg’s  sign  was? 
positive  on  the  left  leg.  Homans’  and 
Moses’  sign  were  negative. 

Chest  x-ray  on  August  12,  1968 
was  normal.  The  EKG  on  August  11, 
1968  revealed  T  wave  inversion  in 
V-3  which  resolved  by  August  13, 
1968.  No  other  changes  occurred  in 
the  serial  tracings. 

Lung  scan  on  August  13,  1968 
showed  an  irregular  decrease  in  activ¬ 
ity  through  the  medial  aspect  of  the 
left  lower  lung  field  (Figure  3).  Repeat 
scan  on  September  23,  1968  showed 
normal  distribution  of  radioactivity 
(Figure  3).  On  August  11,  1968,  the 
SGOT  was  10,  HBD  137,  LDH  20, 
and  bilirubin  0.4  mg.  per  cent.  Serial 
enzyme  determinations  were  within 
normal  limits. 

Discussion 

It  would  have  been  virtually  im-i 
possible  to  substantiate  the  diagnoses! 
of  acute  pulmonary  embolism  in  these 
two  patients  without  the  use  of  radio¬ 
isotope  lung  scanning.  All  patients  had 
an  initial  abnormal  lung  scan,  and  in 
follow-up  lung  scans  considerable  im¬ 
provement  in  the  radiosotope  uptake 
occurred.  Certain  clinical  features  were 
present  however,  which  although  not 
diagnosis  of  acute  pulmonary  em¬ 
bolism.  These  features  included  (1) 
type  of  pain,  (2)  chest  wall  tender¬ 
ness,  (3)  the  presence  of  an  atrial 
gallop  sound,  and  (4)  the  electro- 
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cardiographic  findings.  One  patient 
had  signs  of  active  phlebitis. 

1.  The  incidence  of  anginal  type 
pain  in  acute  pulmonary  embolism 
has  been  reported  to  vary  between 
25  and  37  per  cent.3'4  Pleuritic  type 
of  chest  pain  has  occurred  in  15  to 
67  per  cent  of  patients.2'3'4'6  One  of 
our  patients  had  anginal  type  pain  at 
the  time  of  admission,  and  the  other 
had  pleuritic  pain.  It  is  well  known 
that  anginal  pain  may  occur  with 
jpulmonary  embolism,  92,3,4,6, 14  Accord¬ 
ing  to  Gorham1  pain  identical  with 
myocardial  infraction  occurs  when 
larger  pulmonary  vessels  are  occluded. 
4cute  myocardial  infarction  was  er- 
-oneously  diagnosed  in  twenty  of  his 
100  necropsied  cases,  and  nineteen 
}f  his  cases  had  pain  similar  to  that 
Df  acute  myocardial  infarction.1  It 
las  been  well  documented  that  anginal 
)ain  may  occur  in  the  presence  of  a 
lormal  coronary  arterial  system.1'13'16 
There  have  been  numerous  theories  to 
:xplain  this  type  of  pain.  Scherf15 
jostulated  a  “pulmonocoronary”  re: 
lex  with  coronary  spasm  resulting 
rom  the  acute  pulmonary  embolism, 
'here  is  considerable  doubt  as  to 
vhether  this  exists. 17  Megibow  et  al. 18 
uggested  pulmonary  hypertension  in- 

.  reasing  the  intramural  pressure  of  the 
ight  ventricle  with  compression  of 
he  Thebesian  veins  interfering  with 
mptying  of  the  coronary  veins.  The 
ight  atrial  hypertension  would  also 
inder  coronary  sinus  outflow.  Sodi- 
'allares  group  showed  immediate  “in- 
1  ersion  of  ventricular  pressures”  after 
ulmonary  infarction  in  dogs  which 
(  eveloped  right  ventricular  hyperten- 
ion,  and  left  ventricular  hypoten- 
ion.20  This  would,  of  course,  decrease 
iie  perfusion  pressure  of  the  coronary 
I  essels.  There  may  be  respiratory  ac- 
losis  with  depression  of  myocardial 
anction.18  Anaerobic  myocardial  me- 
jibolism  consequent  to  hypoxia  could 
npair  myocardial  blood  flow. 20  Other 
ictors  such  as  right  heart  failure  with 
ecreased  venous  return  to  the  heart,21 
nd  increased  pulmonary  arteriovenous 
ronchopulmonary  anastomotic 
ow,22'23  would  impair  left  heart  func- 
on.  Any  associated  coronary  artery 
arrowing  would  compound  the  left 
eart  ischemia.  Pulmonary  artery  dis- 
mtion  itself  might  cause  pain.1 

2.  Chest  wall  tenderness  has  been 
escribed  in  18  per  cent  of  Israel 
hd  Goldstein’s  series2  and  in  73 
er  cent  of  Dexter  et  al.’s  patients.3 
hest  wall  tenderness  was  not  asso¬ 
rted  with  pleuritic  pain  in  two  of 
ur  three  patients  who  manifested 
lis  sign.  The  tenderness  is  probably 


Figure  3,  Case  2:  A  and  B,  left  to  right:  The  lung  scan  of  8-13-68  shows  signifi¬ 
cantly  decreased  uptake  in  the  left  lower  lung  field  which  improved  by  9-23-68. 


due  to  irritation  of  the  parietal  pleura, 
and  it  is  difficult  to  understand  why 
it  is  not  accompanied  by  pleuritic 
type  of  pain.  However,  we  regard 
local  chest  tenderness  as  a  valuable 
clinical  sign  suggesting  pulmonary  em¬ 
bolism. 

3.  The  two  patients  with  an  atrial 
gallop  sound  had  no  significant  change 
in  intensity  of  the  sound  with  respira¬ 
tion.  The  presence  of  an  atrial  gal¬ 
lop  sound  which  increases  with  inspira¬ 
tion  would  be  a  clue  of  right  overload 
if  present.  It  is  likely  that  left  atrial 
gallop  sounds  could  occur  due  to 
some  of  the  adverse  factors  affecting 
left  heart  dynamics.  The  presence  of 
underlying  coronary  disease  would  ag¬ 
gravate  this  abnormality.24 

4.  The  most  significant  electro¬ 
cardiographic  finding  in  our  series 
was  inversion  of  the  right  precordial 
T  wave  in  four  of  the  five  patients. 
In  each  instance,  the  EKG  was  ini¬ 
tially  read  as  a  non-transmural  anterior 
infarction.  Other  abnormalities  such 
as  axis  shift,  the  classic  McGinn-White 
pattern,9  and  P  wave  abnormalities 
were  not  meaningful  in  this  group. 
In  part,  this  was  because  this  particular 
group  of  patients  was  selected  as 
presenting  a  possible  acute  non-trans- 
mural  myocardial  infarction.  The 
pattern  of  right  precordial  T  wave 
inversion  has  been  previously  des¬ 
cribed.18'24'25  Israel  and  Goldstein2 
reported  its  occurrence  in  13  per  cent 
of  their  cases.  This  pattern  could 
result  from  relative  coronary  insuf¬ 
ficiency  or  right  heart  overload.  Zuck- 
ermann  et  al.16  termed  this  pattern 
right  ventricular  ischemia,  and  demon¬ 
strated  electrophysiologic  abnormal¬ 
ities  involving  the  right  ventricular  wall, 
right  septal  surface,  or  both.  They 
ascribed  associated  left  precordial  T 


wave  inversion  to  the  decrease  gradient 
of  coronary  flow;  a  pattern  demon¬ 
strated  in  humans  by  Dack.26  Many 
other  electrocardiographic  findings  in 
addition  to  the  classic  McGinn-White 
pattern,  have  been  described  by  other 
authors.2'25'26 

None  of  our  patients  had  an  elevated 
LDH  level.  This  is  difficult  to  recon¬ 
cile  with  the  statement  of  Wacker11 
and  Amador,27  that  this  enzyme  is 
invariably  elevated  in  acute  pulmonary 
embolism  with  or  without  infarction. 
Six  of  the  seventeen  patients  in 
Wacker’s  series  came  to  autopsy.  For¬ 
tunately,  we  have  no  autopsy  material 
so  that  our  patients  evidently  had  less 
extensive  pulmonary  embolic  disease 
than  Wacker’s  patients.  Radioisotope 
lung  scanning  was  not  available  at  the 
time  of  Wacker’s  study.  Serum  bili¬ 
rubin  was  elevated  in  eleven  of  fifteen 
of  Wacker’s  cases  so  that  his  patients 
probably  had  more  extensive  lung 
embolization.  Coodley28  found  an  in¬ 
crease  of  LDH  in  ten  of  seventeen 
patients  and  a  rise  in  SGOT  in  four  of 
seventeen  patients  with  pulmonary 
infarction.  Certainly,  the  LDH  enzyme 
determination  is  a  significant  clinical 
laboratory  test.  The  specificity  of  the 
serum  LDH  in  acute  pulmonary  em¬ 
bolism  requires  further  clarification. 

This  small  group  of  patients  differs 
from  larger  series  in  the  absence  of 
hemoptysis  and  positive  x-ray  findings. 
Also  evidence  of  shock,  arrhythmias, 
and  elevation  of  LDH  and  bilirubin 
levels  were  absent.  It  is  likely  that  the 
selection  of  this  series  by  positive  lung 
scanning  presents  a  less  severely  in¬ 
volved  group  of  patients  than  those 
reported  in  large  series,  many  of  which 
were  documented  by  necropsy  studies. 
We  relied  heavily  on  lung  scanning, 
but  did  not  perform  any  pulmonary 
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Figure  4.  Case  2:  A  and  B,  left  to  right:  Right  precordial  T  wave  inversions  are 
noted  on  the  EKG  of  8-11-68.  Two  days  later  the  T  waves  are  less. 


angiograms  in  these  patients.  The  as¬ 
sumption  was  that  a  subsequent,  im¬ 
proved  lung  scan  validated  the  initial 
diagnosis  of  pulmonary  embolism.  Sev¬ 
eral  patients,  in  whom  we  suspected 
pulmonary  embolism,  had  diffuse  bi¬ 
lateral  impairment  in  lung  radioisotope 
uptake,  and  were  not  included  in  this 
series.  Pulmonary  vascular  congestion 
without  embolization  can  give  this 
pattern.  All  of  our  patients  had  dis¬ 
crete  abnormalities  in  uptake  which 
appeared  to  be  typical  of  localized 
lack  of  lung  perfusion,  and  which 
significantly  improved  in  the  five  pa¬ 
tients  in  whom  lung  scans  were  ob¬ 
tained. 

Summary 

Five  patients  with  acute  pulmonary 
embolism  were  originally  suspected  of 
having  an  acute  non-transmural  myo¬ 
cardial  infarction  because  of  initial 
clinical  or  electrocardiographic  findings. 

Chest  wall  tenderness  was  present 
in  three  patients  and  an  atrial  gallop 
sound  was  heard  in  two  of  the  subjects. 
Serum  enxymes  and  bilirubin  were 
not  elevated.  Four  of  the  five  patients 
had  right  precordial  T  wave  inversion 
on  the  EKG.  An  initial  abnormal  lung 
scan,  with  subsequent  improvement, 
occurred  in  all  patients. 

Conclusions 

1 .  The  diagnosis  of  pulmonary  em¬ 
bolism  should  be  suspected  in  all 
patients  who  present  as  a  non-trans¬ 
mural  infarction. 


2.  Chest  pain  identical  with  that 
of  coronary  insufficiency  may  occur 
with  pulmonary  embolism. 

3.  The  use  of  serial  radioisotope 
lung  scans  is  a  valuable  diagnostic  tool 
in  suspected  pulmonary  embolism. 
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t  the  present  level  of  our  knowl¬ 
edge.  the  best  treatment  for  Stage 
breast  cancer  is  surgery.  This  implies 
-eatment  before  the  inexorable  geo- 
tetric  progression  of  the  tumor  causes 
pread  beyond  the  limits  of  local  resec- 
ibility.  Early  diagnosis,  which  must 
e  defined  as  diagnosis  prior  to  the 
evelopment  of  metastasis,  is  the  one 
resently  available  factor  controlling 
rognosis.  Once  metastasis  has  oc- 
urred.  even  to  the  accessible  axillary 
i/mph  nodes,  then  there  is  likelihood 
tat  other  undetectable  tumor  foci 
lay  have  settled  elsewhere;  to  grow, 
)  spread,  and  eventually  to  kill.  A 
igh  rate  of  long-term  and  tumor-free 
urvival  is  thus  dependent  on  locally 
eatable  disease.  There  is  no  such 
ling  as  carcinoma  in  the  breast  which 
'ill  remain  local  indefinitely. 

1  The  most  effective  method  for  the 
arly  diagnosis  of  a  breast  tumor 
imains  in  the  hands  of  the  patient, 
he  must  have  an  awareness  of  her 
wn  particular  breast  patterns,  and  she 
lust  promptly  report  real  or  suspected 
hanges  to  her  physician.  A  mass  as 
mall  as  one  centimeter  should  be  no- 
ced  by  the  patient.  Because  of  the  dif- 
erent  rates  of  growth  and  the 
jmdency  of  some  small  tumors  to 
pread  early,  this  method  remains  im- 
•erfect  even  with  the  complete  cooper¬ 


ation  of  the  patient.  Attempts  to  dis¬ 
cover  growths  before  they  are  large 
enough  to  be  palpable  are  continuing. 
Mammography  and  thermography 
have  been  successful  in  some  situa¬ 
tions,  but  they  have  not  as  yet  been 
practicable  as  screening  devices  on  a 
large  scale. 

lies  Stood  Test  of  Time 

Standard  radical  mastectomy,  which 
includes  removal  of  the  pectoral 
muscles  and  axillary  contents,  has 
stood  well  the  test  of  time  in  the  treat¬ 
ment  of  breast  adenocarcinoma.  The 
en-bloc  resection  principles  in  cancer 
surgery  as  first  put  forth  by  Halsted 
and  Meyer  in  the  1880’s  are  as  true 
today  as  they  were  then.  Actually  the 
operative  technique  since  then  has  un¬ 
dergone  no  major  modifications. 
Changes  have  aimed  at  better  cosmesis 
and  less  morbidity.  The  use  of  a  trans¬ 
verse  incision  as  advocated  by  Stewart 
allows  effective  exposure  in  most  in¬ 
stances  with  no  evidence  of  the  in¬ 
cision  even  when  an  off-the-shoulder 
dress  is  worn.  The  practice  of  leaving 
some  of  the  clavicular  head  of  the  pec- 
toralis  major  softens  the  depression 
which  occurs  in  that  area.  One  way 
morbidity  is  lessened  is  by  the  use  of 
newer  plastic  drains  which  serve  to 
siphon  off  fluid  accumulation  during 
the  early  postoperative  period.  An¬ 


other  is  early  resumption  of  arm  move¬ 
ment  postoperatively,  to  lessen  the 
tendency  toward  shoulder  and  arm 
stiffness  and  fixation. 

Technique  Important 

The  technique  of  radical  mastec¬ 
tomy  deserves  some  mention.  After  the 
patient  is  prepared  in  the  operating 
room,  an  incisional  biopsy  is  taken  for 
immediate  frozen  section  examination. 
When  the  diagnosis  of  carcinoma  is 
substantiated,  great  care  is  taken  to 
avoid  the  seeding  of  malignant  cells  in 
the  operative  field.  An  alcohol-soaked 
gauze  sponge  is  placed  in  the  biopsy 
wound  and  oversewn  with  a  continu¬ 
ous  strangulating  suture.  The  operative 
site  is  again  prepared  with  alcohol 
solution  after  the  biopsy  instruments, 
surgeons’  gloves,  and  gowns  have  been 
discarded.  An  alcohol-soaked  gauze  is 
then  placed  over  the  closed  biopsy  in¬ 
cision  and  sutured  into  place. 

The  mastectomy  incision  is  next 
made,  in  a  transverse  fashion  when 
practicable.  There  should  always  be  at 
least  a  three-centimeter  margin  be¬ 
tween  the  mastectomy  incision  and  the 
biopsy  site.  The  flaps  are  next  raised 
by  sharp  dissection  in  the  subcu¬ 
taneous  fat.  Suitably  thin  flaps  should 
be  used  to  ensure  adequate  removal  of 
all  breast  tissue,  but  not  so  thin  as  to 
jeopardize  blood  supply.  It  is  our  feel¬ 
ing  that  recurrence  at  the  line  of  in- 
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cision  has  usually  been  due  not  to  the 
presence  of  tumor  cells  in  skin  lym¬ 
phatics,  but  to  the  seeding  of  tumor 
cells  in  the  wound  at  the  time  of  in¬ 
cisional  biopsy.  The  flaps  should  be 
raised  cephalically  to  the  clavicular 
portion  of  the  pectoralis  major  muscle, 
caudally  to  the  rectus  sheath,  medially 
to  the  sternum  and  laterally  to  the  la- 
tissimus  dorsi  muscle.  After  hemostasis 
is  secured,  incision  into  the  pectoralis 
major  is  made  parallel  to  and  about 
two  centimeters  below  its  clavicular  at¬ 
tachment,  and  this  incision  is  extended 
down  to  the  clavicopectoral  fascia. 
The  insertion  of  this  portion  of  the 
pectoralis  muscle  is  transected  at  the 
humeral  head  and  the  muscle  re¬ 
tracted.  The  pectoralis  minor  muscle  is 
next  severed  in  its  tendinous  attach¬ 
ment  and  is  also  retracted  caudally. 
This  exposes  the  axillary  vein  and  the 
highest  point  of  the  axilla,  medial  to 
the  pectoralis  minor.  The  fatty  lymph 
node-containing  tissue  is  then  swept 
downward  via  sharp  dissection  from 
medial  to  lateral,  sparing  the  long 
thoracic  and  thoracodorsal  nerves. 
When  axillary  dissection  is  complete, 
the  breast  is  then  removed  by  sharp 
dissection,  beginning  at  the  sternal  at¬ 
tachments  and  proceeding  laterally  to 
the  latissimus  dorsi.  The  weight  of  the 
specimen  is  a  natural  aid  in  supplying 
countertraction  during  this  part  of  the 
operation.  The  skin  is  closed  after 
hemostasis  is  secure  and  any  loose 
tissue  washed  from  the  wound  with 
saline  lavage.  Plastic  suction  tubing  is 
used  to  drain  accumulated  fluid  in  the 
postoperative  period.  The  morbidity  of 
this  type  of  surgery  is  minimal  and  the 
operative  mortality  extremely  low. 

Problems  in 
Simple  Mastectomy 

Simple  mastectomy,  with  or  without 
postoperative  irradiation,  has  been  ad¬ 
vocated  as  satisfactory  treatment  of 
carcinoma  of  the  breast.  Simple  mas¬ 
tectomy  combined  with  postoperative 
irradiation  seems  more  radical  than  a 
radical  mastectomy  because  of  the  ex¬ 
tent  of  lung  exposure  to  x-rays  with 
resulting  fibrosis.  Simple  mastectomy 
alone  leaves  disease  behind  in  approxi¬ 
mately  one-half  of  patients  who  are 
operated  upon,  for  approximately  50 
per  cent  have  histologic  evidence  of 
nodal  involvement  when  radical  mas¬ 
tectomy  is  performed.  Crile  has  re¬ 


cently  advocated  simple  mastectomy 
initially  with  later  axillary  dissection, 
if  lymph  node  enlargement  occurs.  It  is 
his  belief  that  there  is  a  beneficial  im¬ 
munity  afforded  by  these  nodes,  and  if 
involvement  is  evident  later,  one  still 
has  the  opportunity  to  remove  the 
diseased  nodes.  This  argument  does 
have  a  logical  theorectical  basis  and 
may  later  prove  valid.  At  present,  his 
disciples  are  few. 

It  is  our  feeling  that  simple  mastec¬ 
tomy  is  a  satisfactory  operation  in 
carefully  selected  patients.  One  ex¬ 
ample  is  when  lobular  carcinoma  in 
situ  is  diagnosed.  As  in  this  instance, 
when  invasion  has  not  occurred  then 
lymph  node  involvement  should  not 
occur.  Certainly,  in  cystosarcoma 
phyllodes  which  very  rarely  metas¬ 
tasize  to  regional  lymph  nodes,  a 
simple  mastectomy  is  adequate.1  In 
most  other  situations  in  which  simple 
mastectomy  may  be  useful,  it  is  only  in 
retrospect  that  one  is  sure  that  a  radi¬ 
cal  was  not  necessary.  Tumor  size 
alone  is  no  guarantee  that  lymph  node 
metastasis  has  not  occurred.  It  has 
been  distressing  to  discover  axillary 
metastasis  when  a  tumor  too  small  to 
palpate  has  been  found  by  mam¬ 
mography.  Some  patients  with  cancers 
as  small  as  three  millimeters  have  had 
histologic  evidence  of  lymph  node  in¬ 
volvement.  In  Paget’s  disease  without 
a  palpable  mass,  as  many  as  14  per 
cent  (in  one  series)  had  lymph  node  in¬ 
volvement  —  simple  mastectomy 
would  have  left  removable  disease 
behind.2  When  one  uses  a  simple  mas¬ 
tectomy  to  treat  breast  cancer  of  any 
type,  he  should  be  aware  of  the  possi¬ 
bility  that  cancer  may  be  left  behind  in 
the  axillary  nodes.  A  simple  mastec¬ 
tomy  is  probably  as  good  as  a  radical 
when  there  is  a  two  and  a  half  centime¬ 
ter  or  larger  carcinoma  located  in  a 
medial  segment  of  the  breast.  In  this 
situation  metastasis  to  the  internal 
mammary  chain  of  nodes  is  likely  and 
postoperative  irradiation  advisable. 
The  supraradical  mastectomy  has  been 
designed  to  include  these  nodes  in  the 
dissection.  Few  surgeons  have  adopted 
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this  procedure  since  the  morbidity  is 
significantly  higher,  and  the  cure  rate 
not  significantly  better  than  when  ir¬ 
radiation  is  added  to  the  usual  opera¬ 
tion. 

Adjuvant  chemotherapy  is  still  in 
the  process  of  being  evaluated  as  far  as] 
long-term  survival  is  concerned.  There 
has  been  some  evidence  to  show  that 
concommitant  use  of  thiotepa,  an 
alkylating  agent,  increases  the  rate  of 
survival  at  two  years  in  one  group  of 
patients.  They  are  the  premenopausal! 
women  with  positive  axillary  nodes.l 
This  is  preliminary  data  and  should  be 
considered  as  such.  It  is  not  general 
practice  to  combine  surgery  and 
chemotherapy  at  present. 

Rehabilitation  Important 

A  very  important  aspect  of  complete 
adequate  postoperative  care  which  hasi 
received  too  little  emphasis  in  the  past 
is  rehabilitation.  The  mastectomee 
must  be  prepared  to  return  to  her 
preoperative  life  upon  discharge  from 
the  hospital.  This  means  not  only 
physically,  but  also  emotionally  and 
socially.  In  addition  to  the  usual 
post-operative  exercises  to  help  retain 
and  restore  shoulder-arm  motion,  it 
has  proved  helpful  to  have  a  volunteerj 
who  has  herself  undergone  a  mastec¬ 
tomy,  visit  the  patient  in  the  early 
postoperative  period.  This  woman-to- 
woman  approach  provides  benefits 
that  can  be  achieved  in  no  other  way.! 
The  volunteer  can  help  demonstrate 
how  it  is  possible  to  return  to  a 
normal,  productive  life  after  mastec¬ 
tomy.  These  women  are  available  in 
many  areas  through  the  Reach  to  Re¬ 
covery  Program  of  the  American. 
Cancer  Society. 

Cancer  of  the  breast  is  highly  cur¬ 
able  if  diagnosed  early.  Careful  tech¬ 
nique  provides  a  reasonable  cosmetic 
effect  and  total  rehabilitation  of  the 
mastectomy  patient  should  be  antici¬ 
pated.  □ 
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Treatment  of  Breast  Cancer 

Articles  on  alternative  methods  in  the  management  of 
breast  cancer  which  have  appeared  in  recent  issues  of 
women's  magazines  and  in  the  Wall  Street  Journal  have 
prompted  a  number  of  inquiries. 

This  problem  has  been  discussed  at  medical  meetings 
for  more  than  twenty  years  and,  at  present,  most  physicians 
still  prefer  mastectomy  as  the  treatment  of  choice  and  do  so 
in  good  faith.  Many  cured  mastectomy  patients  and  women 
who  are  soon  to  undergo  breast  surgery  have  called  the  of¬ 
fices  of  the  American  Cancer  Society  expressing  their  anxi¬ 
ety  about  what  they  have  read. 

During  the  last  Annual  Meeting,  this  matter  was  dis¬ 
cussed  by  the  American  Cancer  Society’s  medical  advisory 
committees  and  the  resulting  policy  statement  was 
approved: 


Policy  Statement 

“The  value  of  mastectomy  (removal  of  the  breast)  in  the  treatment  of  breast 
cancer  has  been  challenged  in  recent  publications. 

“The  large  gains  in  the  saving  of  lives  in  breast  cancer  have  been  achieved  by  the 
use  of  this  operation  often  supplemented  by  radiation  therapy  and  other  treat¬ 
ment. 

“Pending  clear  proof  that  equally  good  results  can  be  achieved  by  doing  less,  the 
American  Cancer  Society  believes  that  the  American  public  should  not  be  stam¬ 
peded  into  accepting  less  proven  methods. 

“Although  data  is  being  continuously  gathered  and  evaluated,  there  is  as  yet  no 
clear  and  convincing  evidence  that  equivalent  results  can  be  achieved. 

“Breast  cancer  occurs  in  different  pathological  and  clinical  forms.  These  call  for 
different  types  of  treatment. 

“For  these  reasons  it  is  essential  that  patients  facing  this  problem  discuss  any 
questions  they  may  have  with  their  physician.” 


(See  Operable  Breast  Cancer  on  Page  75) 


MMCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science.  The  Pennsylvania  and  Philadelphia 
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edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Arteriovenous  Fistula 


Meyer  Naide,  M.D.  and  David 
Naide,  M.D.,  Division  of  Vascular 
Diseases,  Graduate  Hospital  of  the 
University  of  Pennsylvania,  Phila¬ 
delphia,  Pennsylvania,  are  ques¬ 
tioned  by  William  G.  Leaman,  Jr., 
M.D. 


What  causes  an  A-V  fistula  or  ab¬ 
normal  arteriovenous  communi¬ 
cation  or  arteriovenous  aneurysm? 

There  are  two  types:  The  first  is 
the  congenital  type  which  results 
from  persistence  of  embryologic 
communications  between  artery  and 
vein.  The  second  type  is  the  so- 
called  traumatic  or  acquired  type 
caused  by  a  penetrating  wound, 
such  as  from  a  knife,  gunshot  or 
flying  projectile  or  as  a  complica¬ 
tion  of  intervertebral  disc  surgery. 
Rarely,  rupture  of  an  abnormal 
aortic  aneurysm  into  the  inferior 
vena  cava  can  be  a  cause.  The  popli¬ 
teal  and  femoral  vessels  are  the  most 
common  sites  of  A-V  fistula. 

What  are  the  characteristics  of  the 
congenital  type? 

Signs  and  symptoms  usually  begin 
in  childhood  or  infancy.  They  are 
most  common  in  the  extremities,  al¬ 
though  they  can  occur  anywhere, 
including  renal  or  pulmonary  areas. 
The  communications  are  usually 
multiple.  In  the  extremities,  varico¬ 
sities  commonly  result  because  of 
the  increased  venous  pressure  from 
the  direct  communication  with  the 
arterial  system.  Therefore,  if  a  pa¬ 
tient  presents  early  in  life  with  uni¬ 
lateral  varicose  veins,  especially  if  in 
an  unusual  location,  with  enlarge¬ 
ment  of  the  limb,  one  must  think  of 
an  A-V  fistula. 


What  are  some  of  the  other  clinical 
signs  of  congenital  A-V  fistula? 

One  may  encounter  increased 
sweating,  increased  hair  growth, 
increased  limb  growth,  or  increased 
skin  temperature.  There  may  or  may 
not  be  a  thrill  and/or  bruit,  de¬ 
pending  on  how  large  the  A-V  com¬ 
munication  is.  The  venous  blood 
becomes  arterialized  proximal  to 
the  A-V  fistula  as  far  as  oxygen  sat¬ 
uration.  Arteriograms  are  not 
always  easy  to  interpret. 

How  Should  congenital  A-V  fistula 
be  treated? 

If  the  communications  are  few 
and  close  together,  they  can  be 
closed  surgically,  but  this  is  not 
often  the  case  with  the  congenital 
type,  where  the  communications  are 
usually  multiple  and  small.  Elastic 
support  of  the  leg  may  be  helpful. 


What  other  findings  are  helpful  in 
the  diagnosis  of  A-V  fistula? 

Increased  venous  O2  proximal  to 
the  fistula  compared  to  the  unin¬ 
volved  side  is  the  most  helpful  find¬ 
ing  in  confirming  the  diagnosis. 
Direct  pressure  over  the  site  of  the 
A-V  fistula  may  abolish  the  bruit 
and/or  thrill.  The  so-called 
Branham's  sign  of  bradycardia  and 
increased  blood  pressure  on  digital 
compression  of  the  fistula  is  only 
useful  with  large  arteriovenous  con¬ 
nections  bordering  on  cardiac  fail¬ 
ure.  There  may  be  increased  venous 
pressure,  decreased  circulation  time, 
increased  cardiac  output  and  in¬ 
creased  blood  volume.  Although  not 
often  helpful  in  congenital  ar¬ 
teriovenous  fistulas,  arteriography 
may  help  to  localize  an  acquired  A- 
V  communication  and  aid  in 


outlining  the  extent  of  collateral 
circulation. 

Is  there  any  problem  with  arterial 
insufficiency  with  arteriovenous 
fistula? 

Initially,  there  may  be  a  slightly 
decreased  peripheral  arterial  flow, 
but  this  usually  returns  to  normal  or 
may  even  become  increased.  Very 
rarely,  distal  gangrene  can  develop 
in  the  early  stages. 

How  common  is  cardiac  enlarge¬ 
ment  and/or  failure? 

Actually,  this  is  not  common 
unless  the  communication  is  large 
and  of  long  duration.  The  heart  en¬ 
largement,  when  it  occurs,  is  chiefly 
cardiac  dilatation  (because  of 
increased  velocity  of  blood  flow  and 
increased  venous  pressure),  rather 
than  cardiac  hypertrophy.  When 
present,  the  dilated  heart  can  return 
to  normal  size  within  one  month 
after  surgical  correction  of  the  ab¬ 
normal  arteriovenous  communi-  j 
cation. 

How  should  traumatic  ar¬ 
teriovenous  fistulas  be  managed? 

Although  they  occasionally  close 
spontaneously,  it  is  best  to  operate 
on  most  lesions  of  this  type  and  sur¬ 
gically  obliterate  the  fistula  about 
three  to  six  months  after  the  injury. 

If  there  is  external  hemorrhage  with 
distal  arterial  insufficiency,  immedi¬ 
ate  operation,  of  course,  is  neces¬ 
sary.  Excision  of  the  aneurysm  with 
arterial  reconstruction  is  the  pre¬ 
ferred  method  of  treatment. 

William  G.  Leaman,  Jr.,  M.D. 
edited  this  Brief  for  the  Council  on 
Education  and  Science,  in  coopera¬ 
tion  with  the  Pennsylvania  Heart 
Association. 
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INTERMITTENT  COURSES 


Listed  below  are  courses  of  continuing 
medical  education  which  include  a  series 
of  two  or  more  sessions  on  various  sub¬ 
jects.  To  determine  the  specific  topic  on 
any  given  day,  contact  the  director  at  the 
address  given  in  the  course  listing. 


GASTROENTEROLOGY 

Philadelphia;  January  14— April  18,  1971 
l/AMA— SYSTEM  AT  1C  REVIEW  OF 
GASTROENTEROLOGY;  by  U.  of  Pa.;  at 
Lecture  Room  A;  4  hrs.  ea.  day;  1  day  ea. 
week;  8  weeks;  32  hrs.  AAGP  credit  re¬ 
quested;  $150  fee.  Contact  Aaron  D.  Freed¬ 
man,  M.D.,  Assoc.  Dean,  U.  of  Pa.,  288  Med. 
Labs.  Bldg.,  Philadelphia  19104. 

GENERAL  MEDICINE 

Aliquippa-Rochester  Hosps.  (rotation) ;  third 
Wed.,  ea.  mo. 

Altoona  Hospital;  fourth  Thurs.  ea.  mo. 
Sreensburg  (Westmoreland  Hosp.);first  T ues. 
ea.  mo. 

Johnstown  (Conemaugh  Valley  Mem.  Hosp.); 
first  Thurs.,  ea.  mo. 

Matrona  Heights  (Allegheny  Valley  Hosp.); 
second  Tues.  ea.  mo. 

Jniontown  Hospital;  last  Mon.  ea.  mo. 

/Washington  Hospital;  first  Wed.  ea.  mo. 

O/I-DI  AGNOS  IS  AND  MANAGEMENT 
OF  HYPERTENSION;  by  Western  Pa.  Re¬ 
gional  Medical  Program  and  Pitt;  AAGP 
kredit  applied  for.  Contact  Alvin  P.  Shapiro, 
WI.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 

\llentown;  September  2,  1970— May  5,  1971 
I  —TEAM  APPROACH  TO  PATIENT 

SARE  (Fall-Winter  Education  Program);  at 
^acred  Heart  Hosp.;  first  Wed.  ea.  mo.; 

i  hrs.  each  day;  AAGP  credit  applied  for. 
Contact  Vincent  J.  Jerant,  M.D.,  Chm. 
louse  Staff  &  Educ.,  Sacred  Heart  Hosp., 
Ith  &  Chew  Sts.,  Allentown  18103. 

Altoona  Hospital;  October  15,  1970— May 
tO,  1971 

l/AM  A  — A  PROGRAM  OF  CONTINU- 
NG  MEDICAL  EDUCATION;  by  Jefferson 
ind  Penn  State;  every  other  Thurs.;  7 
nonths;  30  hrs.  AAGP  credit  approved. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
\ssoc.  Dean,  Jefferson,  1025  Walnut  St., 
’hiladelphia  19107. 

iethlehem;  September  17,  1970— May  20, 
971 

|  l/AM  A  — A  PROGRAM  OF  CONTINU- 
NG  MEDICAL  EDUCATION;  by  Jefferson 
nd  Penn  State;  at  St.  Luke's  Hosp.;  third 
"hurs.  ea.  mo.  (except  December);  8  mos.; 
VAGP  approval  requested.  Contact  John  H. 
Cillough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jeffer- 
on,  1025  Walnut  St.,  Philadelphia  19107. 

!radford/Kane;  October  20,  1970— May  18, 

971 


CODE  KEY 

C— Consecutive  days 
I— Intermittent 
O— Circuit 

PG— Postgraduate  Traineeship 
S— Designed  for  full-time  specialists 
AMA—AMA  Accredited  Institution 
CES— Council  on  Education  and 
Science,  Pennsylvania  Medical 
Society 

Hahnemann— Hahnemann  Medical 
College  and  Hospital 
Hershey— Milton  S.  Hershey  Medical 
Center 

Jefferson— Jefferson  Medical  College 
of  Philadelphia 

Pitt— University  of  Pittsburgh, School 
of  Medicine 

Pitt  P.H.— University  of  Pittsburgh, 
Graduate  School  of  Public  Health 
Penn  State— Pennsylvania  State  Uni¬ 
versity 

Temple— Temple  University  Health 
Sciences  Center 

U.  of  Pa.— University  of  Pennsyl¬ 
vania,  School  of  Medicine 
Woman's— The  Medical  College  of 
Philadelphia 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
alternately  at  Bradford's  Penn  Hills  Club 
and  Kane  Manor;  third  Tues.  ea.  mo.;  18 
hrs.  AAGP  credit  applied  for;  $25  fee  ($5 
single  session).  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Chester;  September  8,  1970— May  25,  1971 
l/AMA-POSTGRADUATE  SEMINARS 
FOR  PHYSICIANS;  by  Hahnemann;  at 
Crozer-Chester  Med.  Center;  2  hrs.  AAGP 
credit  approved  ea.  day;  38  days;  a  day 
ea.  week.  Contact  James  E.  Clark,  M.D., 
Chief  of  Med.,  Crozer-Chester  Med.  Center, 
15th  &  Upland  Sts.,  Upland,  Chester  19013. 

DuBois  Hospital;  February  4— April  8,  1971 
I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  Thurs.;  30  hrs.  AAGP  credit  applied 
for;  $35  fee  ($5  single  session).  Contact 
CES,  Pennsylvania  Medical  Society,  20  Er¬ 
ford  Road,  Lemoyne  17043. 

East  Stroudsburg;  October  17,  1970— April 
17, 1971 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
at  General  Hosp.  of  Monroe  Co.,  third  Sat. 
ea.  mo.,  (except  December);  18  hrs.  AAGP 


credit  applied  for;  $25  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Erie;  September  17-18,  1970— May  13-14, 
1971 

l/AMA  — A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Vincent's  Hosp.; 
Thurs.  eve.  and  Fri.  morn.;  approx,  once 
every  three  weeks;  39  hrs.  AAGP  credit 
applied  for.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 

Gettysburg;  January  12— April  21,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
at  Annie  Warner  Hosp.;  alternating  Tues. 
and  Wed.  every  other  week;  24  hrs.  AAGP 
credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Hazelton  State  Gen.  Hosp.;  September  2, 
1970-May  26,  1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hazelton  Branch  of 
Luzerne  Co.  Med.  Soc.,  and  Hosp.;  154  hrs. 
per  day;  1  day  per  week;  36  weeks;  30  hrs. 
AAGP  credit.  Contact  Robert  L.  Gunderson, 
M.D.,  Dir.  of  Med.  Educ.,  Hazelton  State 
Gen.  Hosp.,  Hazleton,  Pa.  18201. 

Johnstown;  November  24,  1970— May  25, 
1971 

l/AM  A  — A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Conemaugh  Valley  Memo¬ 
rial  Hosp.,  fourth  T ues.  ea.  mo.  (except  Jan.); 
6  sessions,  2  hrs.  ea.;  12  hrs.  AAGP  credit 
approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

Lancaster  General  Hosp.;  September  22, 
1970-May  18,  1971 

I— CONTINUI NG  MEDICAL  EDUCA¬ 
TION  PROGRAM;  1  day  ea.  week;  18  weeks; 
3  hrs.  AAGP  credit  applied  for  ea.  session. 
Contact  John  H.  Esbenshade,  Jr.,  M.D., 
Dir.  of  Medical  Educ.,  Lancaster  Gen.  Hosp., 
555  N.  Duke  St.,  Lancaster  17601. 

Lancaster  Gen.  Hosp.;  January  14— February 
25,  1971 

I  — TECH N I QU ES  OF  CURRENT  THER¬ 
APY;  by  the  Institute  of  Pa.  Hosp.,  Depts. 
of  Med.  Educ.  and  Family  &  Community 
Med.  (Lancaster  Gen.  Hosp.),  Lancaster 
Chapt.  of  A.C.P.,  and  Citizens  Ad.  Council 
on  Drug  Abuse;  114  hrs.  ea.  day;  1  day  ea. 
week ;  6  weeks;  9  hrs.  AAGP  credit  requested; 
$20  fee.  Contact  N.  J.  Zervanos,  M.D.,  Dir., 
Dept,  of  Family  &  Community  Med.,  Lan¬ 
caster  Gen.  Hosp.,  555  N.  Duke  St.,  Lan¬ 
caster  1  7602. 

Lancaster  Osteopathic  Hosp.;  October  8, 
1970-March  11,  1971 

l/AMA-CONTINUING  MEDICAL  EDU¬ 
CATION  PROGRAM;  by  Hahnemann;  16 
Thursdays;  2  hrs.  ea.  day;  Contact  Harold 
F.  White,  D.O.,  Chmn.,  Prg.  Comm.,  Lan¬ 
caster  Hosp.,  1100  E.  Orange  St.,  Lan¬ 
caster  1  7602. 
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Lebanon;  November  3,  1970— May  4,  1971 
l/AM A  — A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Quentin  R  iding  Academy; 
first  Tues.  every  other  month;  AAGP  credit 
requested.  Contact  John  Killough,  Ph.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Lewistown  Hospital;  February  10— April  14, 
1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  Wed.,  ea.  mo.;  30  hrs.  AAGP  credit 
applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Lock  Haven  Hospital;  October  21,  1970- 
May  5,  1971 

I  —CUR RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
first  and  third  Wed.  ea.  mo.;  30  hrs.  AAGP 
credit  applied  for;$35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Meadville;  September  2,  1970— May  5,  1971 
I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
first  Wed.  ea.  mo.  at  Spencer  Hospital;  30 
hrs.  AAGP  credit  applied  for;  $35  fee  ($5 
single  session).  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Philadelphia;  September  14,  1970— May  17, 
1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Methodist  Hosp.;  firse  and 
third  Mon.  ea.  mo.  (except  holidays);  AAGP 
approval  requested.  Contact  John  H.  Kil¬ 
lough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 

Pottsville;  September  24,  1970— May  27, 
1971 

l/AMA-CONTINUING  MEDICAL  EDU¬ 
CATION  PROGRAM;  by  Hahnemann;  at 
Good  Samaritan  Hosp.;  fourth  Thurs.  ea. 
mo.  (except  Nov.,  Dec.  and  Apr.);  2  hrs.  ea. 
day.  Contact  Norman  M.  Wall,  M.D.,  Dir.  of 
Med.  Educ.,  Good  Samaritan  Hosp.,  E.  Nor¬ 
wegian  and  Tremont  Sts.,  Pottsville,  17901. 

Pottsville  Hospital;  September  3,  1970— 
June  3,  1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  first  Thurs.  ea.  mo.;  1 0  mos.; 
2  hrs.  AAGP  credit  approved  per  session. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 

Reading;  September  22,  1970— May  25,  1971 
1-1970-71  CONTINUING  EDUCATION 
PROGRAM;  at  St.  Joseph's  Hosp.;  fourth 
Tues.  ea.  mo.  (except  December);  8  hrs. 
AAGP  credit  requested.  Contact  Kenneth  M. 
Schreck,  M.D.,  Med.  Dir.,  St.  Joseph's  Hosp., 
215  Walnut  St.,  Reading  19603. 

Sayre;  August  24,  1970— June  14,  1971 

I  — ROTATI  NG  SEMINARS  (10  sessions 
Cardiology;  5  sessions  Dermatology;  11 
sessions  Endocrinology;  13  sessions  Hema¬ 
tology;  7  sessions  Neurology;  8  sessions 
Psychiatry;  4  sessions  Radiation  Therapy; 
9  sessions  Urology  — Nephrology);  at  Robert 
Packer  Hosp.;  1  hr.  ea.  session;  hour-for-hour 
AAGP  credit  approved.  Contact  Paul  C. 


Royce,  M.D.,  Ph.D.,  Dir.  Med.  Educ.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 

Scranton;  October  21,  1970— May  19,  1971 
l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Mercy  Hosp.;  1  day  a 
month;  8  months;  24  hrs.  AAGP  credit 
approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

Sellersville;  September  23,  1970— June  16, 
1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hahnemann  and 
Grandview  Hosp.;at  Grandview  Hosp.;  fourth 
Wed.  ea.  mo.  (except  December);  18  hrs. 
AAGP  credit  requested.  Contact  D.  Henry 
Ruth,  M.D.,  Dir.  of  Med.  Educ.,  Grandview 
Hosp.,  Sellersville  18960. 

Sharon  General  Hospital;  October  21 ,  1970— 
April  7,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES: 
first  and  third  Wed.  ea.  mo.;  30  hrs.  AAGP 
credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Somerset  Community  Hospital;  October  14, 
1970-May  12,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
second  Wed.  ea.  mo.  except  Jan.  &  Feb.; 
18  hrs.  AAGP  credit  applied  for;  $25  fee 
($5  single  session).  Contact  CES,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Road, 
Lemoyne  1  7043. 

St.  Marys;  October  25,  1970— February  28, 
1971 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 
Memorial  Education  Program)  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 
St.  Marys  Country  Club;  fourth  Sunday  ea. 
mo.  (except  December);  12  hrs.  AAGP 
credit  applied  for.  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Tunkhannock;  March  17— May  19,  1971 
I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 
Memorial  Education  Program)  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 
Tyler  Memorial  Hospital;  third  Wed.  ea.  mo.; 
9  hrs.  AAGP  credit  applied  for.  Contact 
CES,  Pennsylvania  Medical  Society,  20  Er¬ 
ford  Road,  Lemoyne  17043. 

Uniontown  Hospital;  October  14,  1970- 
March  24,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  other  Wed.,  (except  December);  30 
AAGP  credit  applied  for.  $35  fee  ($5  single 
session).  Contact  CES,  Pennsylvania  Med¬ 
ical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Wellsboro;  March  17  — May  19,  1971 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 
Memorial  Education  Program);  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 
Soldiers  &  Sailors  Hosp.;  third  Wed.  ea.  mo.; 
9  hrs.  AAGP  credit  applied  for.  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 

Wilkes-Barre  General  Hospital;  September 
17,  1 970— April  15,  1971 


l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  third  Thurs.  ea.  mo.;  8  mos.; 

3  hrs.  AAGP  credit  approved  for  ea.  session. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St.,  I 
Philadelphia  19107. 

Williamsport  Hosp.;  September  11,  1970—1 
March  12,  1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  second  Fri.  ea.  mo.  (except 
January);  AAGP  credit  requested.  Contact  i 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  I 
Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 

INTERNAL  MEDICINE 

York  Hospital;  September  17,  1970— April  I 
29, 1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson  . 
and  Penn  State;  every  Thurs.;  30  weeks;  ( 
3  hrs.  AAGP  credit  approved  ea.  day;  $40  fee  ■ 
($8.00  single  session).  Contact  John  H.  I 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jeffer-  I 
son,  1025  Walnut  St.,  Philadelphia  19107.  I 

Philadelphia;  October  14,  1970— May  12,  I 
1971 

l/AMA-INTERNAL  MEDICINE  RE¬ 
VIEWS;  by  Hahnemann;  at  Alumni  Hall; 

3  hrs.  a  day;  1  day  a  week;  27  weeks; 
$150  fee  ($70  per  subspecialty);  81  hrs. 
AAGP  credit  approved.  Contact  Wilbur  A. 
Oaks,  M.D.,  Prog.  Dir.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 

MALIGNANT  DISEASE 

Philadelphia;  September  9,  1970— June  23, 
1971 

I  —CANCER  DETECTION  IN  OFFICE  ! 
PRACTICE;  at  American  Oncologic  Hosp.; 

4  hrs.  a  day;  1  day  a  wk.;  20  hrs.  AAGP 
credit  approved;  course  repeated  every  5 
weeks.  Contact  Joseph  G.  Strawitz,  M.D., 
Assoc.  Dir.,  American  Oncologic  Hosp., 
Central  &S  helm  ire  Aves.,  Philadelphia  1  91 1 1. 

MICROBIOLOGY  &  IMMUNOLOGY 

Allentown  Hosp.;  September  10,  1970— 
June  10,  1971 

I  — IMMUNOLOGY  :  BASIC  CONCEPTS- 
CLINICAL  APPLICATIONS  (A  Program  qf 
Continuing  Medical  Education;  by  Jefferson 
and  Penn  State;  second  Thurs.  ea.  mo.; 
10  mos.,  30  hrs.  AAGP  credit  approved. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.,  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

PSYCHIATRY 

Danville;  September  16,  1970— May  19,  1971  i 
I— PSYCHIATRY  AND  COMMUNITY  | 
MENTAL  HEALTH;  by  The  Institute  of 
Pennsylvania  Hosp.;  at  Geisinger  Medical 
Center;  2  hrs.  ea.  day;  1  day  a  wk.;  1  0  weeks;  j 
20  hrs.  AAGP  credit  applied  for.  Contact  J. 
Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  191 39. 

Danville;  September  24,  1970— May  27,  ! 

1971 

I— PSYCHIATRY  AND  MEDICAL 
PRACTICE;  by  The  Institute  of  the  Penn¬ 
sylvania  Hosp.;  at  Geisinger  Medical  Center; 

2  hrs.  per  day;  1  day  a  week;  20  weeks; 
40  hrs.  AAGP  credit  applied  for  $25  fee. 
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Contact  J.  Martin  Myers,  M.D.,  Psychiatrist- 
in-Chief,  Pennsylvania  Hosp.,  Ill  N.  49th 
St.,  Philadelphia  19139. 

Lancaster  Gen.  Hosp.;  February— April,  1971 

I— PSYCHIATRY  AND  MEDICAL 
PRACTICE;  by  The  Institute  of  the  Penn¬ 
sylvania  Hosp.;2  hrs.  ea.  day,  1  day  ea.  week; 
20  weeks  ea.  semester;  40  hrs.  AAGP  credit 
applied  for;  $25  fee  ea.  semester.  Contact 
J.  Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  19139. 

Norristown  State  Hospital;  March  5,  1971  — 
May  21,  1971 

I/S— FAMILY  THERAPY;  by  Norristown 

I  State  Hospital;  2  hrs.  each  day;  one  day 
each  week;  10  weeks;  $50  fee.  Contact 
John  D.  Pruitt,  M.D.,  Dir.  Cont.  Educ.  for 
Psychiatrists,  Norristown  State  Hospital, 
Stanbridge  and  Sterigere  Sts.,  Norristown 
19401. 

Norristown;  March— May,  1971 

l-THE  LATENCY  AGE  CHILD:  by  The 
Institute  of  the  Pennsylvania  Hosp.;  at 
Montgomery  Co.  Mental  Health  Clinics, 
Inc.;  2  hr.  a  day;  1  day  a  week;  8  weeks; 
16  hrs.  AAGP  credit  applied  for;  $50  fee. 
Contact  J.  Martin  Myers,  M.D.,  Psychiatrist- 
n-Chief,  Pennsylvania  Hosp.,  Ill  N.  49th 
5t.,  Philadelphia  19139. 

’hiladelphia;  October  8,  1970— April  6,  1971 
I— MEDICAL  HYPNOSIS;  by  the  Insti- 
jute  of  the  Pennsylvania  Hosp.  and  U.  of  Pa., 
Div.  of  Grad.  Med.;  at  The  Institute;  4  hrs.  a 
lay;  1  day  a  week;  20  weeks;  80  hrs.  AAGP 
credit  applied  for;  $150  fee.  Contact  J. 
/lartin  Myers,  M.D.,  Psychiatrist-in-Chief, 
’ennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila- 
lelphia  19139. 

Philadelphia;  October  14,  1970— March  3, 
1971 

l/AMA-PSYCHIATRIC  PROBLEMS  OF 
1HILDREN;  at  Hahnemann;  every  Wed. 
except  holidays);  18  weeks;  36  hrs.  AAGP 
redit  requested;  $75  fee.  Contact  Paul  J. 
jink,  M.D.,  Dir.  of  Psych.  Educ.,  Hahne- 
tann,  230  N.  Broad  St.,  Philadelphia  19102. 

hiladelphia;  October  21,  1970— June  2, 
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j  I /AM  A— SEMINARS  IN  PSYCHOTHER- 
,PY;  SHORT-TERM,  CRISIS  AND  SUP- 
ORTIVE  THERAPIES;  at  Hahnemann; 
tree  10-week  seminars;  every  Wed.;  20  hrs. 
a.  seminar;  AAGP  credit  requested;  $75  fee 
ar  10-week  session,  $150  for  30  sessions. 
Ontact  Paul  J.  Fink,  M.D.,  Dir.  Psych.  Educ., 
iahnemann,  230  N.  Broad  St.,  Philadelphia 
9102. 

hiladelphia;  January  7— March  25,  1971 
I  l-TECHNIQUES  OF  CURRENT  THER- 
PY  IN  THE  MANAGEMENT  OF  MAR  I- 
AL  PROBLEMS,  ADOLESCENT  PROB- 
EMS  AND  CHRONIC  COMPLAINERS; 

:  The  Institute  of  Penna.  Hosp.;  3  hrs.  a 
ay;  1  day  a  week;  12  weeks;  36  hrs.  AAGP 
•edit  applied  for;  $50  fee.  Contact  J. 
lartin  Myers,  M.D.,  Psychiatrist-in-Chief, 
annsylvania  Hosp.,  Ill  N.  49th  St.,  Phila- 
Slphia  19139. 

Philadelphia;  February  23— March  30,  1971 
*  I/TREATING  TODAY'S  ADOLESCENT; 

/  Institute  of  Pa.  Hosp.  of  U.  of  Pa.;  at  The 
istitute;  1  54  hrs.  a  day;  1  day  per  week; 
iweeks.  Fee  $50.  Contact  J.  Margolis,  M.D., 
oordinator.  Institute  of  Pa.  Hosp.,  Ill  N. 
9th  St.,  Philadelphia  19139. 

liladelphia;  February  23— April  27,  1971 

M'JUARY,  1971 


l/TREATING  SEXUAL  INCOMPATI¬ 
BILITY;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  Marriage  Council  of  Philadelphia; 
214  hrs.  a  day;  1  day  per  week;  10  weeks. 
Fee  $50.  Contact  Gerald  J.  Margolis,  M.D., 
Coordinator,  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 

Philadelphia;  February  22— March  29,  1971 
l/PSYCHOPHARMACOLOGY;  by  Insti¬ 
tute  of  Pa.  Hosp.  and  Dept,  of  Psych,  of 
U.  of  Pa.;  at  111  N.  49th  St.;  2  hrs.  a  day; 
1  day  a  week;  6  weeks.  Fee  $50.  Contact 
Gerald  J.  Margolis,  M.D.,  Coordinator,  Insti¬ 
tute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  19139. 

Philadelphia;  April  7-May  12,  1971 

l/AMA— DRUGS:  PSYCHOTROPIC, 
PSYCHEDELIC  AND  ADDICTING ;at  Hahn¬ 
emann;  every  Wed.;  6  weeks;  12  hrs.  AAGP 
credit  requested;  $50  fee.  Contact  Paul  J. 
Fink,  M.D.,  Dir.  Psych.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 

Philadelphia;  March  24— May  26,  1971 

l/AMA-ADOLESCENCE  AND  THE 
YOUTH  CULTURE;  by  Hahnemann;  at 
Dept,  of  Psychiatry;  every  Wed.;  10  weeks; 
10  hrs.  AAGP  credit  requested;  $75  fee. 
Contact  Paul  J.  Fink,  M.D.,  Dir.  Psych.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


CONTINUOUS  COURSES 


Sessions  of  the  following  courses  will  con¬ 
vene  continuously  until  completed. 


ANESTHESIOLOGY 

May  27—29,  1971;  Pittsburgh 

C/LIFE  SUPPORT-MAJOR  ORGAN 
SYSTEM  FAILURES  (Fifth  Annual  Sym¬ 
posium  on  Acute  Medicine)  by  Amer.  Soc. 
of  Anesthesiologists;  at  Pittsburgh  Hilton; 
$100  fee.  Contact  Bulent  Kirimli,  M.D., 
c/o  Dept,  of  Anesthes.,  V.A.  Hosp.,  Pitts¬ 
burgh  1  5240. 


CARDIOVASCULAR  DISEASE 


February  24—26,  1971;  Philadelphia 

C/AMA-CURRENTCONCEPTS  IN  THE 
THERAPY  OF  CORONARY  ARTERY  DIS¬ 
EASE;  at  U.  of  Pa.;  8  hrs.  ea.  day;  24  hrs. 
AAGP  credit  requested;  $100  fee.  Contact 
Aaron  D.  Freedman,  M.D.,  Assoc.  Dean, 
U.  of  Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

March  18—19,  1971;  Philadelphia 

C/AM  A— HYPE  RLIPIDEMIA  AND  ATH¬ 
EROSCLEROSIS;  by  U.  of  Pa.;  at  Univer¬ 
sity  Museum;  1  4  hrs.  AAGP  credit  requested; 
$75  fee.  Contact  Office  of  Grad.  Med.  Educ, 
U.  of  Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

May  6—7,  1971  .’Pittsburgh 

C-EXPLORING  SURGICAL  TREAT¬ 
MENT  FOR  MYOCARDIAL  INFARCTION; 
by  Pa.  Heart  Assoc.  (21st  Annual  Scientific 
Sessions);  at  Chatham  Center;  $25  fee  (med¬ 
ical  students,  residents  and  interns  free); 
$5  additional  for  ea.  luncheon.  Deadline 
for  advance  registration:  April  22.  Contact 
Pa.  Heart  Assoc.,  P.O.Box  2435,  Harrisburg 
17105. 


CHEST  DISEASES 

March  1-12,  1 971 ;  Philadelphia 

PG-POSTGRADUATE  COURSES  IN 
BRONCHOESOPHAGOLOGY;  at  Temple, 
Contact  Charles  M.  Norris,  M.D.,  Chevalier 
Jackson  Clinic,  Temple,  3401  N.  Broad  St., 
Philadelphia  19140. 

March  17,  1971;  Reading  Hospital 

C-ENVIRONMENTAL  LUNG  DIS¬ 
EASE;  by  Pa.  Chapt.  Amer.  Coll,  of  Chest 
Physicians  and  Reading  Hosp.  Contact  Mrs. 
Joan  Hamilton,  Reading  Hosp.,  Readinq 
19602. 

April  28-30,  1971;  Philadelphia 

C/AMA  — RESPIRATORY  INTENSIVE 
CARE  UNIT;  by  U.  of  Pa.;  at  Annenberg 
Auditorium  (on  campus);  7  hrs.  ea.  day; 
21  hrs.  AAGP  credit  requested;  $125  fee. 
Contact  Office  of  Grad.  Med.  Educ.,  288 
Med.  Labs.  Bldg.,  Philadelphia  19104. 

ENDOCRINOLOGY 

March  10,  1971;  Sharon 

C/AMA-MEDICAL  AND  SURGICAL 
ASPECTS  OF  THYROID  DISEASE:  by 
Jefferson  and  Penn  State;  3  hrs.  AAGP  credit 
requested.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


FORENSIC  MEDICINE 

March  1971 ;  Berks  Co.  Med.  Soc.,  Reading 
April  14,  1971 ;  William  Penn  Hotel,  Pitts¬ 
burgh 

May  1971;  Conemaugh  Valley  Mem.  Hosp., 
Johnstown 

June  1971;  Lehigh  Valley  Club,  Allentown 
O-MALPRACTICE  IN  THE  EMER¬ 
GENCY  ROOM ;  by  CES;  3  hrs.  AAGP  credit 
$5  fee.  Contact  Comm,  on  Emerg.  Med. 
Serv.,  Pennsylvania  Medical  Society,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

GENERAL  MEDICINE 

March  12,  1971;  Hershey  Medical  Center 

C-SELECTED  TOPICS  FOR  EMER¬ 
GENCY  ROOM  CARE;  by  Pa.  Committee 
on  Trauma  of  Amer.  Coll,  of  Surgeons  and 
Pa.  Nurses'  Assoc.;  AAGP  credit  requested; 
registration  limited  to  150;  $7.50  fee  (in¬ 
cludes  luncheon),  payable  to  Pa.  Committee 
on  Trauma,  A.C.S.  Contact  W.  E.  DeMuth, 
M.D.,  Chrm.,  17  S.  West  St.,  Carlisle  17013. 

April  3,  1971;  Harrisburg 

C— DIABETES;  by  CES  and  Pa.  Osteo¬ 
pathic  Assoc.;  at  Holiday  Inn  Town;  6  hrs. 
AAGP  credit  applied  for.  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 

INTERNAL  MEDICINE 

March  1—5,  1971;  Philadelphia 

C/AMA-PULMONARY  PHYSIOLOGY; 
by  U.  of  Pa.;  at  Hospital  of  U.  of  Pa.;  8  hrs.  a 
day;  40  hrs.  AAGP  credit  requested;  $150 
fee.  Contact  Office  of  Grad.  Med.  Educ., 
U.  of  Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

March  22-23,  1971;  Philadelphia 

C/AMA-SMALL  BOWEL;  by  U.  of  Pa.; 
at  Grad.  Hosp.  of  U.  of  Pa.;  14  hrs.  AAGP 
credit  requested;  $75  fee.  Contact  Office  of 
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Grad.  Med.  Educ.,  288  Med.  Labs.  Bldg., 
Philadelphia  19104. 

May  19-21,  1971;  Philadelphia 

C/AMA-PATHOPHYSIOLOGY  OF  PUL¬ 
MONARY  DISEASE;  by  U.  of  Pa.;  at 
Annenberg  Center  of  Communications;  7  hrs. 
ea.  day;  21  hrs.  AAGP  credit  requested; 
$125  fee.  Contact  Office  of  Grad.  Med.  Educ., 
U.  of  Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

MALIGNANT  DISEASE 

February  10,  1971;  Allentown 

C-ORAL  CANCER  SEMINAR;  by  Amer. 
Cancer  Soc.,  Pa.  Div.,  I  nc.;  at  Lehigh  Country 
Club;  for  physicians,  dentists,  nurses  and 
technicians;  6  hrs.  AAGP  credit  requested. 
Contact  W.  Richard  Covert.  D.D.S.,  P.O.  Box 
4175,  Harrisburg  17111. 

NEUROLOGY 

May  26-28,  1971;  Philadelphia 

C/AMA-NEWER  ASPECTS  OF  NEU¬ 
ROLOGY  AND  NEUROSURGERY;  by  U. 
of  Pa.;  at  Hospital  of  U.  of  Pa.,  7  hrs.  ea. 
day;  21  hrs.  AAGP  credit  requested;  $100 
fee.  Contact  Office  of  Grad.  Med.  Educ., 
288  Med.  Labs.  Bldg.,  Philadelphia  19104. 


OBSTETRICS  &  GYNECOLOGY 

April  15,  1971;  Hershey  Motor  Lodge 

C-12TH  ANNUAL  MATERNAL  & 
CHILD  HEALTH  INSTITUTE;  by  CES 
and  Pa.  Dept,  of  Health;  $10  fee;  4  hrs. 
AAGP  credit  applied  for.  Contact  Comm,  on 
Maternal  &  Child  Health,  Pennsylvania  Medi¬ 
cal  Society,  20  Erford  Road,  Lemoyne 
17043. 


OPHTHALMOLOGY 

April  28-30,  1971;  Pittsburgh 

C/S-OPHTH  ALMOLOG  1C  MICRO-SUR¬ 
GERY;  by  Pitt;  at  Eye  and  Ear  Hospital; 
24  hrs.;  $400  fee.  20  limit.  Contact  Kenneth 
T.  Richardson,  M.D.,  Eye  and  Ear  Hospital, 
230  Lothrop  St.,  Pittsburgh  15213. 

May  5-7,  1971 ;  Pittsburgh 

C/S— STRABISMUS  (A  Comprehensive 
Symposium  in  Diagnosis  and  Treatment);  by 
Pitt;  at  Eye  and  Ear  Hospital;  24  hrs.; 
$200  fee;  20  limit.  Contact  David  A.  Hiles, 
M.D.,  Eye  and  Ear  Hospital,  230  Lothrop 
St.,  Pittsburgh  15213. 

OTOLARYNGOLOGY 

April  1-2,  1971;  Philadelphia 

C/AMA-THERAPY  IN  OTOLARYN¬ 
GOLOGY;  1971  (Postgraduate  symposium); 
by  Jefferson;  $50  fee  ($10  to  residents), 
includes  luncheon  both  days  and  one  dinner. 
Contact  William  Baltzell,  M.D.,  Dept,  of 
Otol.,  Jefferson,  1025  Walnut  St.,  Phila¬ 
delphia  191 07. 

April  26-May  7,  1971;  Philadelphia 

C/AMA-PRACTICAL  COURSE  IN 
BRONCHO-ESOPHAGOLOGY;  by  U.  of  Pa.; 
at  Grad.  Hosp.  of  U.  of  Pa.,  7  hrs.  ea.  day; 
70  hrs.  AAGP  credit  requested;  $250  fee. 
Contact  Office  of  Grad.  Med.  Educ.,  U.  of 
Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

OTORHINOLARYNGOLOGY 

February  14—20,  1971;  Pittsburgh 

C/S-ANATOMY  AND  SURGERY  OF 
THE  NOSE;  by  Eye  and  Ear  Hosp.,  Pitts¬ 
burgh  Otological  Society,  Pa.  Acad,  of 
Ophthalmology  and  Otolaryngology,  and 


Pitt.;  at  Pitt,  and  Eye  and  Ear  Hosp.,  8  hrs. 
per  day,  7  days;  $500  fee.  Contact  Ken¬ 
neth  H.  Hinderer,  M.D.,  Clin.  Assoc.  Prof,  of  j 
Otolaryn.,  Pitt.,  400  Medical  Arts  Bldg., 
Pittsburgh  15213. 

PEDIATRICS 

March  29— April  2,  1971;  Philadelphia 

C/AMA-A  FIVE-DAY  REFRESHER 
COURSE  FOR  PEDIATRICIANS  AND  GEN¬ 
ERAL  PRACTITIONERS;  by  U.  of  Pa.;  at 
Children's  Hosp.;  27  hrs.  AAGP  credit 
approved;  $185  fee.  Contact  F.B.  Becker, 
M.D.,  Chrm.,  Post  Grad.  Educ.  Committee, 
1740  Bainbridge  St.,  Philadelphia  19146.  j 

May  5—7,  1971;  Philadelphia 

C/AMA  — BRONCHIAL  AND  ESOPHA¬ 
GEAL  D ISEASE  I  N  I  N  FANCY  AN  D  CH  I  LD- 
HOOD;  by  U.  of  Pa.;  at  Grad.  Hosp.  U.  of 
Pa.;  21  hrs.  AAGP  credit  requested;  $75  fee.  I 
Contact  Office  of  Grad.  Med.  Educ.,  U.  of 
Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

PUBLIC  HEALTH  & 
PREVENTIVE  MEDICINE 

June  23,  1971 ;  University  Park 

C-SPORTS  MEDICINE  CONFERENCE; 
by  CES  and  Penn  State.  Contact  CES,  j 
Pennsylvania  Medical  Society,  20  Erford  Rd., 
Lemoyne  17043. 

SURGERY 

March  29  — April  2,  1971;  Philadelphia 

C/AM  A  — MAX  I  LLOF  ACI AL  AN  ATOM  Y  S 
AND  SURGERY;  by  U.of  Pa.;  7  hrs.  ea.  day;  j 
35  hrs.  AAGP  credit  requested;  $175  fee  I 
($1 00-anatomy  only;  $100-surgery  only).  1 
Contact  Office  of  Grad.  Med.  Educ.,  U.  of 
Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia  j 
19104. 
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PENNSYLVANIA 

MEDICINE 


obituaries 


O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O Henry  G.  Bregenser,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1931;  age  64;  died  October 
4,  1970.  He  is  survived  by  his  wife 
and  a  son. 

O  Ross  K.  Chiderhose,  Harrisburg; 
(Queens  University,  1921;  age  72;  died 
October  8,  1970.  Until  1962  he  had 
Iserved  as  head  of  service  and  chairman 
of  the  department  of  chronic  pul¬ 
monary  disease  at  Harrisburg  Hospital. 
In  1968  he  was  made  emeritus  pro¬ 
fessor  of  medicine  of  Hahnemann  Med¬ 
ical  College.  Survivors  include  his  wife 
ind  a  daughter. 

Q  Walter  H.  Wishard,  Waynesboro; 
lefferson  Medical  College,  1917;  age 
76;  died  October  11,  1970.  Dr.  Wis- 
lard  served  in  the  Army  Medical 
Corps  during  World  War  I.  He  had 
lerved  as  president  of  the  Waynes¬ 
boro  Hospital  medical  staff  and  as 
diief  of  the  medical  department.  His 
vife  and  two  daughters  survive. 

O George  B.  Davis,  Waynesboro; 
College  of  Physicians  and  Surgeons  at 
Jaltimore,  1908;  age  89;  died  October 
11,  1970.  Surviving  are  his  wife,  two 
laughters  and  a  son. 

O  Catherine  D.  Edgett,  Lewisburg; 
dedical  College  of  Pennsylvania,  1929; 
ige  78;  died  October  17,  1970.  Before 
ler  retirement  she  served  as  head 
physician  at  the  Connecticut  State 
fchool  and  Hospital,  and  was  an  active 
nember  of  the  American  Association 
if  Mental  Deficiency.  She  is  survived 
l>y  a  number  of  cousins. 

O  Benjamin  Greenspan, Elkins  Park; 
University  of  Pennsylvania  School  of 
jdedicine,  1938;  age  59;  died  October 
[5,  1970.  He  had  served  as  a  surgeon 
t  Albert  Einstein  Medical  Center  for 
wenty  years.  His  wife  survives. 

OJesse  E.  Packer,  Newtown;  Uni- 
jersity  of  Pennsylvania  School  of  Medi- 
ine,  1916;  age  79;  died  October  12, 
.97 0.  Before  his  retirement  last  year 
e  had  practiced  medicine  in  Newtown 
or  more  than  fifty  years.  He  was  a 
lember  and  past  president  of  the 
lucks  County  Medical  Society.  Two 
aughters  survive. 

OEdward  A.  Parker,  Jr.,  Philadel- 
hia;  Temple  University  School  of 
ledicine,  1912;  age  84;  died  October 
6,  1970.  Dr.  Parker,  a  former  chief 
urgeon  at  Roxborough  Memorial  Hos¬ 


pital,  had  received  the  PMS  Fifty  Year 
Award.  Surviving  are  his  wife,  a  son, 
Edward  A.  Parker  III,  M.D.,  and  a 
sister. 

OEdward  A.  Schumann,  Lafayette 
Hill;  University  of  Pennsylvania  School 
of  Medicine,  1901;  age  91;  died  Octo¬ 
ber  18, 1970.  He  was  a  charter  member 
of  the  American  Board  of  Obstetrics 
and  Gynecology.  Surviving  are  his 
wife  and  three  sons,  one  of  whom  is 
Francis  Schumann,  M.D. 

OEugene  B.  Schuster,  Pittsburgh; 
Rush  Medical  College  of  the  University 
of  Chicago,  1933;  age  67;  died  Octo¬ 
ber  3,  1970.  Dr.  Schuster  was  a 
pediatrician  and  a  lecturer  on  the 
growth  and  development  at  the  Uni¬ 
versity  of  Pittsburgh.  His  wife,  a  son 
and  a  daughter  survive. 

OHugh  C.  Stevenson  III,  Waymart; 
Hahnemann  Medical  College  and  Hos¬ 
pital,  1920; age  76;  died  September  24, 
1970.  A  physician  of  Waymart  for 
more  than  fifty  years.  Dr.  Stevenson 
had  served  as  a  past  president  of 
the  Wayne-Pike  Medical  Society.  Sur¬ 
vivors  include  his  wife,  a  son  and  a 
daughter. 

OGerard  P.  Hammill,  Pittsburgh; 
University  of  Maryland  School  of  Med¬ 
icine,  1935;  age  62;  died  October  21, 
1970.  Dr.  Hammill  had  long  been  a 
key  figure  in  county  public  health 
facilities  and  care  of  the  aged  and 
indigent,  and  had  served  as  head  of  the 
John  J.  Kane  Hospital  since  1958.  He 
also  worked  for  the  establishment 
of  a  foster  home  placement  program 
for  Pennsylvania.  Survivors  include  his 
wife,  a  son  and  two  daughters. 

O  Logan  E.  Hull,  Chevy  Chase,  Md.; 
University  of  Pittsburgh  School  of 
Medicine,  1910;  age  84;  died  October 
12,  1970.  He  served  as  chief  of  ob¬ 
stetrics  at  Altoona  Hospital  until  1951. 
He  is  survived  by  four  children,  two 
of  whom  are  doctors,  L.  Ben  Hull, 
M.D.,  and  William  H.  Hull,  M.D. 

ODavid  J.  Kirk,  Tyrone;  Jefferson 
Medical  College,  1929;  age  65;  died 
October  2,  1970.  He  practiced  general 
medicine  for  thirty-six  years  in  Tyrone 
until  his  retirement  in  1968.  He  is 
survived  by  his  wife,  two  sons,  a 
brother  and  a  sister. 

Q  Paul  E.  Kubasko,Throop;George- 
town  University  School  of  Medicine, 


1921;  age  71;  died  September  21, 
1970.  Dr.  Kubasko  had  been  associated 
with  the  Lackawanna  County  coroner’s 
office  for  almost  four  decades  and 
was  a  widely  known  surgeon  of  the 
area.  Surviving  are  two  sons. 

O  Ruth  C.  Moore,  Ephrata;  Medi¬ 
cal  College  of  Pennsylvania,  1934; 
age  63;  died  October  24,  1970.  During 
World  War  II  she  served  as  a  medical 
missionary  in  Kuwait,  Arabia,  and  after 
returning  to  the  United  States  opened 
an  obstetrics  and  gynecology  practice 
in  Lancaster  and  later  in  Ephrata.  She 
was  a  past  president  of  the  Northern 
Lancaster  County  Medical  Society.  Sur¬ 
viving  are  her  husband  and  a  daughter. 

O  Herman  W.  Ostrum, Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1917;  age  77;  died  October 

22,  1970.  Dr.  Ostrum  was  emeritus 
professor  of  radiology  at  the  Hospital 
of  the  University  of  Pennsylvania.  The 
Herman  Ostrum  Radiological  Prize 
Fund  has  been  created  at  the  university 
in  his  honor.  Dr.  Ostrum  was  also  a 
past  president  of  the  Philadelphia 
Roentgen  Ray  Society  and  past  vice- 
president  of  the  Philadelphia  County 
and  Pennsylvania  Medical  Societies. 
He  is  survived  by  his  wife,  a  daughter 
and  two  sons,  Gordon  Ostrum,  M.D., 
and  Bernard  Ostrum,  M.D. 

M.  Weir  Kneedler,  St.  Petersburg, 
Fla.;  Harvard  University  School  of 
Medicine,  1924;  age  74;  died  October 

23,  1970.  Formerly  of  Pittsburgh, 
Dr.  Kneedler  had  served  as  staff  mem¬ 
ber  emeritus  of  Suburban  General 
Hospital  in  Bellvue  until  his  retirement 
in  1954.  His  wife  and  a  daughter 
survive. 

David  W.  Norton,  North  Apollo; 
Temple  University  School  of  Medicine, 
1955;  age  4 1 ;  died  November  13,  1970. 
Until  his  death  he  practiced  at  the 
Russelton  Medical  Group  Clinic  in 
North  Apollo  and  became  affiliated 
with  Pittsburgh  and  Columbia  Hos¬ 
pitals  in  Pittsburgh.  Surviving  are  his 
wife,  a  son  and  two  daughters. 

Nancy  S.  Kintzing,  Hanover;  The 
Medical  College  of  Pennsylvania,  1939; 
age  55;  died  November  3,  1970.  Dr. 
Kintzing  had  been  a  pediatrician  and 
instructor  for  expectant  parents’  clas¬ 
ses.  Surviving  are  her  husband,  a  daugh¬ 
ter,  two  sons  and  a  sister. 
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With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


new  members 


These  M.D.  s  have  joined  the  State  Society 
in  recent  months: 


CARBON  COUNTY. 

John  E.  Steele,  M.D.,  12  Poplar  St.,  Danville  17821. 


MERCER  COUNTY: 

John  G.  Tragellis,  M.D.,  32  Jefferson  Ave.,  Sharon  16146. 


MONTGOMERY  COUNTY: 

Hector  Fosser,  M.D.,  1754  Sterigere  St.,  Norristown  19401.' 

Bruce  E.  Carlson,  M.D.,  Norristown  State  Hospital,  Norris¬ 
town  19401. 

Javier  S.  Reluz,  M.D.,  Montgomery  Hospital,  Norristown 
19401. 

Robert  C.  Schmutzler  III,  M.D.,  Abington  Hospital,  Abing- 
ton  19001 . 

Emily  M.  Seydel,  M.D.,  1 690  Welsh  Rd.,  Huntingdon  Valley 
19006. 

Natalie  A.  Yurick,  M.D.,  Abington  Memorial  Hospital, 
19001. 


NORTHAMPTON  COUNTY: 

Ivan  A.  Gonsalves,  M.D.,  800  Ostrum  St.,  Bethlehem 
18015. 


PHILADELPHIA  COUNTY: 

Arnd  P.  Schimert,  M.D.,  Suite  245,  54th  St.,  Center  Bldg., 
Philadelphia  19131. 


SOMERSET  COUNTY: 

James  W.  Wright,  M.D.,  R.D.  2,  Friedens  15541. 
SUSQUEHANNA  COUNTY: 

Joelle  E.  Rentfro,  M.D.,  210  Jackson  Ave.,  Susquehanna 
18849. 


VENAGO  COUNTY: 

Robert  M.Pilewski,  M.D.,  9  Glenview  Ave.,  Oil  City,  16301 


WARREN  COUNTY: 

Charles  E.  MacKenzie,  M.D.,  514  Third  Ave.  W.,  Warren 
16365. 


WASHINGTON  COUNTY: 

Robert  J.  Fagioletti,  M.D.,  27  Highland  Ave.,  Washington 
15301. 


WESTMORELAND  COUNTY. 

William  M.  Lundie,  M.D.,  508  Paige  St.,  Lower  Burrell 
15068. 


YORK  COUNTY: 

John  E.  Hutton,  M.D.,  232  Baltimore  St.,  Hanover  17331. 

PENNSYLVANIA  MEDICINE 


“INVESTORS  WANTED” 


Corporation  with  ten  subsidiaries  and 
net  assets  of  $171,000.  Wants  in¬ 
vestors  to  purchase  stock.  100,000 
Common  and  100,000  Warrants  for  a 
total  of  $1,000.  Pennsylvania  residents 
call  collect  (215)  885-4440  during  the 
day  and  (215)  887-1505  nights  and 
weekends  for  Offering  Circular.  Can 
also  reply  to  Mount  Everest  Corpora¬ 
tion,  Fox  Pavilion,  Jenkintown,  Pa. 
19046. 


— 

meetings 


MARCH 

ixteenth  Annual  Mediclinics  Postgraduate  Medical  Re¬ 
fresher  Course,  March  8-18,  1971,  Fort  Lauderdale, 
Florida.  For  information  write:  Mediclinics,  832 
Central  Medical  Bldg.,  Saint  Paul,  Minnesota  55104. 

wenty-Fourth  National  Conference  on  Rural  Health, 
March  25-26,  1971,  Atlanta  Marriott  Motor  Hotel, 
Atlanta,  Ga. 

ennsylvania  Committee  on  Trauma  of  the  American 
College  of  Surgeons  and  Pennsylvania  Nurses’  Asso¬ 
ciation  present  “Selected  Topics  for  Emergency 
Room  Care,”  March  12,  1971,  Hershey  Medical 
Center, Hershey.  Registration  may  be  obtained  through 
the  Pennsylvania  Committee  on  Trauma,  American 
College  of  Surgeons,  c/o  W.  E.  DeMuth,  M.D., 
Chairman,  17  S.  West  St.,  Carlisle  17013. 

MAY 

jmprehensive  Symposium  in  the  Diagnosis  and  Treat¬ 
ment  of  Strabismus,”  May  5-7,  1971,  Eye  and  Ear 
Hospital,  Pittsburgh.  For  information  and  registration 
contact  K.  Richardson,  M.D.,  Chairman,  Department 
of  Ophthalmology,  Eye  and  Ear  Hospital,  Pittsburgh 
15213. 

cond  National  Conference  on  Breast  Cancer,  May  17-19, 
1971,  Century  Plaza  Hotel,  Los  Angeles,  Calif. 


EVACUATE  GENTLY 


I 


With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 


A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  V2  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 
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classifieds 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional  word; 
$1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical  Society. 
Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  First  day  of  month  preceding  month 
of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By-pass  and  Er- 
ford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such  ad¬ 
vertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  hyphenated 
words.  Count  name  and  address  as  five  words,  telephone  number  as  one,  and 
“Write  Department . . . ,  Pennsylvania  Medicine,”  as  five. 


PHYSICIANS  WANTED 

Board  certified  anesthesiologist  for 

270-bed  hospital.  Fee  for  service.  Ac¬ 
tive  OB  department.  Night  call  in  hos¬ 
pital.  Give  details  first  letter.  Apply 
Director,  Department  of  Anesthesia, 
Lower  Bucks  Hospital,  Bristol,  Pa. 
19007. 

Emergency  department  physician  — 

M.D.  or  D.O.  Pa.  registered.  Modern 
JCAH  accredited  hospital  in  process 
of  merger  and  large  expansion  pro¬ 
gram.  Fourth  physician  needed  to 
round  out  current  staff  of  three  to 
cover  round  the  clock.  Excellent  finan¬ 
cial  and  fringe  benefits.  Administrator, 
Lewistown  Hospital,  Lewistown,  Pa. 
17044. 

Fellowship  in  family  planning  and 
population  dynamics  in  city-wide 
HEW-Population  Council  sponsored 
projects  in  Philadelphia,  Pa.  M.D. 
with  previous  training  in  Ob-Gyn 
and/or  public  health  desirable. 
ECFMG  certificate  and  permanent 
visa  status  required  for  foreign  gradu¬ 
ates.  Position  available  January — 
June,  1971.  Send  resume  to  P.O.  Box 
2161,  Philadelphia,  Pa.  19103. 

Physician — For  general  medical 
work  at  accredited  state  mental  ho¬ 
spital — full  or  part  time.  Two  separate 
county  units  and  one  geriatric  infirma¬ 
ry  unit.  Assist  with  medical  treatment 
and  care  of  560  patients.  Pennsylvania 
license  required.  Salary — full  time 
$17,839  -  $20,629,  part  time  $15,387  - 
$20,629.  Superintendent,  Dixmont 
State  Hospital,  Sewickley,  Pa.  15143. 


Psychiatric  Physician — To  be  assis¬ 
tant  superintendent  and  unit  chief  of 
accredited  state  mental  hospital. 
Requires  Pennsylvania  license  and 
four  year’s  experience  in  psychiatry 
including  three  years  in  administrative 
or  supervisory  position.  Salary 
$21,672  -  $25,115.  Superintendent, 
Dixmont  State  Hospital,  Sewickley, 
Pa.  15143.  (412)  761-1780. 

Psychiatrist — Full  or  part  time  at 
accredited  state  mental  hospital  in 
suburban  Pittsburgh;  two  geographic 
and  one  geriatric  infirmary  unit. 
Urban,  educational,  and  professional 
benefits  readily  available.  Requires 
two  years  experience  and  completion 
of  three  year  residency.  Pennsylvania 
license  required.  State  fringe  benefits. 


Salary — full  time  $19,664  -  $22,768, 
part  time  $16,978  -  $22,768.  Superin¬ 
tendent,  Dixmont  State  Hospital,  Se-; 
wickley.  Pa.  15143.  (412)  761-1780. 

Radiologist — Board  certified  or  eli¬ 
gible.  Immediate  opening  in  230-bed 
general  hospital.  Active,  expanding  x- 
ray  dept.  35  miles  west  of  Philadel¬ 
phia.  Salary  negotiable.  Contact  J. 
James  Cancelmo,  Jr.,  M.D.,  Coates- 
ville  Hospital,  300  Strode  Ave.,  Coa- 
tesville,  Pa.  19320,  or  call  (215)  ML 
8-5102  after  6:30  p.m. 

FOR  SALE 

For  Sale  used  office  furniture 
Picker  floroscope  and  Raytheor 
Diathermy  $750.  Zimmerman  Storage 
Chambersburg,  Pa.  Telephone  (717 
263-9278. 


RESIDENCY  IN  PHYSICAL  MEDICINE  AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academic  and  clinica 
emphasis  under  the  supervision  of  five  physiatrists.  Three  year  pro 
gram  with  opportunity  for  research  and  pursuit  of  special  interest; 
both  in  medical  school  and  private  hospital  settings.  One  year’: 
credit  for  four  years  of  general  practice  experience  or  training  ii 
another  specialty.  Partially  tax  free  stipends  from  $8800.00  t< 
$10,000.00  depending  on  qualifications.  Gl  schooling  benefits  avail 
able  for  veterans.  Berry  plan  deferments  are  usually  obtainable  fo 
physicians  anticipating  military  service.  We  will  pay  for  visits  ii 
selected  cases.  Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Professor  and  Chairman 

Department  of  Rehabilitation  Medicine 

Thomas  Jefferson  University  Hospital 

11th  and  Walnut  Streets 

Philadelphia,  Pa.  19107 

Telephone:  (215)829-6573 
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FREE  CLINICAL  SUPPLY 


PLASTIPAK 

INSULIN  SYRINGE/NEEDLE  UNITS 


Send  samples  to: 

Name _ 


(Physician’s  Signature 


Address. 
City _ 


State 


-Zip. 


Clip  out  postcard  on  dotted  line... no  stamp  required 


m 


slow  you  can  lower  the  risk  of 
nsulin  error  when  your  patient  is 
lome . . .  and  alone 


B-D 


SINGLE-USE 


PLASTIPAK 

INSULIN  SYRINGE/NEEDLE  UNIT 

as  specific  as  insulin  itself 


8401 

RED  CAP  u40 


8406 

GREEN  CAP 


u80 


Postage 
will  be  paid 
by 

Addressee 


No 

postage  stamp 
necessary 
if  mailed  in  the 
United  States 


BUSINESS  REPLY  MAIL 

First  Class  Permit  No.  134,  Fairview,  N.J. 


Becton-Dickinson  and  Company 
Consumer  Products  Division 
P.O.  Box  183 

Fairview,  New  Jersey  07022 


Clip  coupon  on  dotted  line  . . .  fill  out  other  side 
send  for  physician’s  free  samples 


THE  LEADING  MANUFACTURE! 
OF  INSULIN  SYRINGE! 


BECTON,  DICKINSON  AND  COMPAQ 
RUTHERFORD,  NEW  JERSEY  0707 


color-coded  caps  and  numbers— 
red  for  U40,  green  for  U80 


easy-to-hold,  easy-to-handle- 
even  for  child  diabetics  with 
small  hands  or  adults  with  stiff 
fingers 


pocket-or-purse  portable- 
sturdy  from  tip  to  top 

single-scale 

PLASTIPAK 
insulin  syringe 
needle  units 
eliminate 
the  hazard 
of  reading 
the  wrong 


scale 


low  cost-barely  pennies  higher 
than  old-fashioned  disposable 
needles  without  syringe  .  .  . 
about  as  low  as  a  cup  of  coffee 


BECTON  m 
DICKINSON 

Consumer  Products  Division 
Jecton,  Dickinson  and  Company 
tutherford,  New  Jersey  07070 


U40 


presterilized— consistently 
dependable,  and  sterility  is 
assured  until  cap  is  opened 


the  sharpest  needle  your  patient 
can  buy— far  sharper  than  any 
reusable  needle 


integral  cannula  reduces  air 
bubbles 

the  first 
insulin  syringe 
so  low  in  cost 
your  patient 


can  use 
a  new  one 


(NITS 


every  time 


its  single-scale— U40  or  U80— 
minimizes  the  risk  of  measure¬ 
ment  errors.  Your  patient  can't 
read  the  wrong  scale. 


big  numbers,  wide  spaces  for 
easy  reading 


Supplied:  in  packages  of  10— 
PLASTIPAK  syringe  U-40  (red)  or 
PLASTIPAK  syringe  U-80  (green) 
Prescription  required  in  most  states. 


Printed 


)  and  PLASTIPAK  are  trademarks. 


diethylpropion  hydrochloride,  N.F.) 


works  on  the  appetite 
lot  on  the ‘nerves’ 

tyhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
upport  for  the  weight  control  program  you  recommend. 
'EPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
5ss.  Weight  loss  is  significant— gradual— yet  there  is  a  rela- 
vely  low  incidence  of  CNS  stimulation. 

ontraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
is  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

'arning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
atients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
g  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiai  risks, 
dverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
easant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  It  may 
tcasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  Include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  In  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  ellects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a. m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-!03/  2/71/  u.s.  patent  no.  3,001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500, tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


HERE  ARE 
THE  COLD  FACTS: 


ISOCLOR 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor¬ 
pheniramine  maleate  —  one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  —  a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2  teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate . 4  mg. 

Pseudoephedrine  HCI . 25  mg. 

Each  isoclor  Timesule  contains: 

Chlorpheniramine  Maleate . 10  mg. 

Pseudoephedrine  HCI . 65  mg. 


In  a  special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho¬ 
mimetic  agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy¬ 
perthyroidism.  Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4  oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesule 

Adults 

1  q.  4  h. 

2  tsp.  q.  3-4  h. 

1  q.  12  h. 

Children  6-12  years 

1  tsp.  q.  3-4  h. 

40-50  pounds 

%- 1  tsp.  q.  3-4  h. 

30-40  pounds 

1/2-%  tsp.  q.  3-4  h. 

20-30  pounds 

1/4-V2  tsp.  q.  3-4  h. 

15-20  pounds 

!/8-i/4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 

QUALITY- RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


hen  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUm  (diazepam) 


helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com¬ 
plaints  which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita¬ 
tion;  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con¬ 
vulsive  disorders  (not  for  sole  therapy). 
Contraindicated :  Known  hypersensitivity  to  the  drug. 
Children  under  6  months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul¬ 
sive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica¬ 
tion;  abrupt  withdrawal  may  be  associated  with  tem¬ 
porary  increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon¬ 
tinuance.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa¬ 
tients  severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau¬ 
tions  in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo¬ 
tension,  changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas¬ 
ticity,  insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri¬ 
odic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi¬ 
cant  that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive¬ 
ness  is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade¬ 
quacy,  frustration  and  resentment.”2 


Big  boys  don’t  cry.  If  more  men  cried, 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  of 
their  genes  and  what  they 
are  taught.  Schottstaedt 
observes  that  when  a 
mother  admonishes  her 
son  who  has  hurt  himself 
that  big  boys  don’t  cry,  she 
is  teaching  him. 
stoicism.4  Crying  is  the' 
negation  of  everything 
society  thinks  of  as  manly.1 
A  boy  starts  defending  his' 
manhood  at  an  early  age.; 


By  chance?  A  lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper¬ 
acidity  acquired  through  mutation  to  serve 
a  purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a  male 
dealt  with  a  foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con¬ 
cludes,  that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Take  away  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a1 
role  in  the  etiology  of  duodenal  ulcer.I 
Alvarez5  observes  that  many  a  man  with  an1 
ulcer  loses  his  symptoms  the  day  he  shuts  up|: 
the  office  and  starts  out  on  a  vacation.  The!1 
problem  is,  the  type  of  man  likely  to  have  an" 
ulcer  is  the  type  least  likely  to  take  long'; 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  of 
Librax.®  For  most  patients,  the  rest  cure  isr 
as  unrealistic  as  it  is  desirable.  Still,  the 
stress  factor  must  be  dealt  with.  And  here; 
is  where  the  dual  action  of  adjunctive  Librax' 
can  help.  Librax  is  the  only  drug  that  com- 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M. 
et  al.  (eds.) :  Harrison's  Principles  of  Internal  Medicine,  ed 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1444 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff'i 
Stress  and  Disease,  ed.  2,  Springfield,  Ill.,  Charles  (j 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practice 
Chicago,  Ill.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  163 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  B 
Saunders  Company,  1951,  p.  384. 


)ines  the  tranquillizing 
iction  of  Librium 
[  chlordiazepoxicle 
fCl)  with  the  potent 
[nticholinergic 
Iction  of  Quarzam 
clidinium  Br). 

Protects  man  from  his  own  hungry  per- 
onality.  The  action  of  Librium  reduces 
nxiety — helps  protect  the  vulnerable  patient 
rom  the  psychological  overreaction  to  stress 
hat  clutches  his  stomach.  At  the  same  time, 
he  action  of  Quarzan  helps  quiet  the  hyper- 
ctive  gut,  decreasing  hypermotility  and 
ypersecretion. 

An  inner  healing  environment  with  1 
r  2  capsules,  3  or  4  times  daily.  Of  course, 
lere’s  more  to  the  treatment  of  duodenal 
leer  than  a  prescription  for  Librax.  The  pa- 
ent — with  your  guidance — will  have  to  ad- 
,ist  to  a  different  pattern  of  living  if  treat¬ 
ment  is  to  succeed.  During  this  adjustment 
eriod,  1  or  2  capsules  of  Librax  3  or  4  times 
oily  can  help  establish  a  desirable  environ- 
:  ent  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
ut  it  can  usually  make  it  easier  for  men  to 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and /  or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over¬ 
sedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) .  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi¬ 
ness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a  few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys¬ 
function  have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


<>pe  with  the  discomfort  of  stress— both 
];ychic  and  gastric — that  can  precipitate 
ad  exacerbate  duodenal  ulcer. 

J.brax:  Rx  #60  1  cap.  ax.  and  2  h.s. 


in  the  treatment  of 
duodenal  ulcer 
~w~  *i  adjunctive 

Librax 

Each  capsule  contains  5  mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a  gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton”  chlorthalidone  USP 

Makes  water,  not  waves. 


ave 


you 


them 


met 


socially? 


Kleiplyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
cou  t,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hyman®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hyjsensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
shoi'l  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perlfction)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supiiments  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nur:  g  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  mil k.  The  drug  may  result 
in  fel  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
chil  earing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initied  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Rede  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
deteiination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imb  nee,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potaium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patios  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anoi  ia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypi  nsion,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
throoocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
panotitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
comunds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day  .aw  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  t  complete  prescribing  information. 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported  4 


VASODHM 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

•  no  interference  with  diabetic  control 

. . .  does  not  alter  carbohydrate  metabolism.1 

•  conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

•  complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica¬ 
tions  in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators *'5  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem¬ 
onstrated  both  by  objective  measurement 3,5  and  observation  of  clinical  improvement .*■* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio¬ 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme¬ 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal¬ 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5^:1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  11: 190-192  (June)  1960.  (3)  Horton, 

G.  E.,  and  Johnson,  P.  C.,  Jr. :  Angiology  75:70-7+  (Feb.)  1964.  _ 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  ftflfinfl  HI nTCTiTTI 
4: 124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  IVIuOUjU  I M  lHU  1 1 
15: 82-87  (Feb.)  1964.  laboratories 
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to  quality 

and  economy 
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Deltasone  5  mg. 

(prednisone,  Upjohn) 


an  economical 
prednisone 
that's  made 
a  name  for  itself 


Upjohn 
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DELTASONE®  TABLETS -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute—  herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  efl! 
in  mind  and  perform  periodic  serum  potassium  determination:! 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occj 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturba 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  s| 
stantial  doses  of  steroids  for  prolonged  periods,  and  evide 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids, 
placement  with  non-fluorinated  steroid  has,  in  some  instances, 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose, 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Fojlli 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  The 
fore,  carefully  observe  growth,  of  children  on  prolonged  cortic 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recov 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticc 
during  pregnancy,  since  spontaneous  remission  of  some  disea 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  ther 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophyla 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X-r 
in  peptic  ulcer-  patients  complaining  of  gastric  distress,  s 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  rect 
mended.  Since  prednisone  causes  less  salt  and  water  reten 
than  many  other  glucocorticoids,  patients  should  be  obserl 
closely  for  development  of  undesirable  hormonal  effects  that  | 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyd 
tension  due  to  salt  and  water  retention.  Continued  supervision1 
patients  after  cessation  of  therapy  is  essential,  since  there  may 
a  sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  cm 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicji 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insi 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  I 
severe  illness;  protein  catabolism  with  negative  nitrogen  balarli 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  age! ( 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosi L 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractu ! 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  compliK 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  age 


vation  or  masking  of  infection;  increased  blood  pressi 


convulsions;  petechiae  and  purpura;  menstrual  irregularities! 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insom 


psychic  disturbances  especially  abnormal  euphoria;  nervousnt, 


IE 


posterior  subcapsular  cataracts  occasionally  requiring  extract 
increased  intraocular  tension;  increased  intracranial  pressured 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ai  s 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  child,, 
thromboembolic  complications;  facial  erythema;  allergic  skin  re^ 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  my  l 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usuiy 
reversible  and  usually  disappear  when  drug  is  discontinued.  11 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5  mg.,  score 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in 
strips.  H 

For  additional  product  information,  consult  the  package  in: 
or  see  your  Upjohn  representative.  ME0  „  1S  J 

I 
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PROPOSED  LAW  SCANNED  The  State  Society  has  stated  its  analysis  of 

House  Bill  60,  the  "Voluntary  Nonprofit 
Health  Service  Act  of  1971,"  in  a  letter  from  PMS  President  William 
A.  Limberger,  M.D. ,  to  Representative  Sarah  A.  Anderson,  chairman  of 
the  House  Committee  on  Health  and  Welfare.  Dr.  Limberger' s  letter 
said,  "The  bill  is  an  effort  to  circumvent  certain  provisions  in  the 
'Blue  Shield  Act'  and  the  'Blue  Cross  Act'  which  guarantee  freedom 
:>f  choice  of  physicians  and  hospitals;  further,  the  bill  would  per- 
nit  consumers  to  dominate  boards  of  nonprofit  health  service  corpor¬ 
ations...  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society 
is  on  record  as  favoring  experimentation  in  the  delivery  and  financ¬ 
ing  of  health  services  which  are  designed  to  provide  the  best  quality 
comprehensive  health  care  at  the  most  reasonable  cost;  therefore  we 
;an  have  no  real  argument  with  these  innovations  assuming  that  the 
lesigners  of  this  legislation  and  the  eventual  founders  of  these 
>lans  are  as  altruistic  as  we  hope ."... Consumer  and  labor  groups 
itudying  the  establishment  of  pre-paid  practice  plans  in  both  Phila- 
lelphia  and  the  Pittsburgh  area  are  said  to  be  urging  passage  of  the 
.egislation  which  would  enable  such  groups  to  form  in  the 
lommonwealth. 

'OUNDATION  PLANS  GROW  The  Subcommittee  on  Medical  Care  Foundation 

of  the  PMS  Council  on  Public  Service  is 
moving  forward  in  developing  plans  for  the  establishment  of  a  state¬ 
wide  medical  care  foundation.  Full  details  will  be  ready  for  pre- 
entation  to  the  1971  House  of  Delegates.  In  Iowa  and  Missouri, 
imilar  efforts  are  under  way.  The  national  movement  toward  estab- 
ishment  of  such  foundations  by  medical  societies  is  aimed  at  pro¬ 
dding  the  greatest  amount  of  physician  supervision  and  professional 
eview  to  the  health  services  provided  for  the  public. 

HILADELPHIA  M.D.  NOMINATED  Governor  Milton  J.  Shapp  has  nominated 

a  Philadelphia  County  public  health 
fficial  as  secretary  of  health.  J.  Finton  Speller,  M.D.,  was  chief 
f  urology  at  Philadelphia  General  Hospital  before  joining  the  county 
ealth  department  in  1960.  He  now  heads  the  social  health  section 
here.  Dr.  Speller  is  a  member  of  the  Philadelphia  County  and  Penn- 
ylvania  Medical  Societies,  the  AMA,  the  Philadelphia  Urologic 
bciety,  and  is  a  fellow  of  the  American  College  of  Surgeons. 

MS  ACTIVE  ON  MALPRACTICE  SCENE  The  State  Society  Board  of 

Trustees  on  March  17  will  take 

nder  consideration  a  proposal  for  a  "Group  Professional  Liability 
hsurance  Program"  for  PMS  members.  See  pages  36  and  60  of  this 
issue  for  further  news  in  the  area  of  malpractice  suits... PMS  has 
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indicated  its  approval  of  a  bill,  Senate  Bill  265,  which  would  re¬ 
lieve  physicians,  hospitals  and  their  employees  from  ordinary  liabil¬ 
ity  in  emergency  treatment  of  minors  when  reasonable  efforts  have  beei 
made  to  reach  parents .. .The  PMS  letter  suggested  the  bill  be  amended 
to  include  such  exemption  when  physicians  are  participating  in  mass 
immunization  programs  approved  by  the  Pennsylvania  Health  Department. 


COMMONWEALTH  MAKES  MEDICAL  NEWS  Pennsylvania  leads  the  nation  in 

diabetes  detection  activities  sup¬ 
ported  by  the  Pennsylvania  Department  of  Health  according  to  the  Dis¬ 
ease  Detection  Information  Bureau,  Chicago.  The  report  showed  the 
department's  screening  program  tested  176,585  persons  in  the  year  end 
ing  June  30,  1970 .. .Reports  from  the  U.S.  Center  for  Disease  Control 
had  preliminary  figures  showing  that  in  1970  the  state  had  2,117  case 
of  rubeola  and  2,199  cases  of  rubella... It  wasn't  mass  illness  in  the 
Welfare  Department  but  lack  of  funds  which  delayed  payments  for  treat 
ment  of  recipients  of  state  assistance.  The  department  ran  out  of 
money  in  1970.  The  new  Legislature  has  passed  a  deficiency  appropria 
tion  which  needs  only  the  governor's  signature  to  permit  payment  of 
back  bills . 

MEDICAL  EDITOR  NAMED  HOSPITAL  DIRECTOR  David  A.  Smith,  M.D.,  medi¬ 
cal  editor  of  PENNSYLVANIA  a 
MEDICINE,  was  named  medical  director  of  Harrisburg  Polyclinic  Hospita 
at  a  recent  meeting  of  the  hospital's  board. 


MEDICAL  LEGISLATION  POTPOURRI  President  Richard  M.  Nixon  has  sent  jit 

his  health  message  to  Congress.  In¬ 
cluded  are  proposals  for  national  health  insurance,  aid  to  medical  ed 
cation,  reorganization  of  the  delivery  of  health  care  and  meeting  med 
cal  needs  in  scarcity  areas ...  In  Congress,  the  first  bill  introduced 
the  House  of  Representatives,  H.B.  1,  proposes  amendments  to  the  Soci 
Security  Act0  It  is  essentially  the  same  bill  which  was  adopted  in  t 
House  in  the  spring  of  1970,  but  which  died  when  the  Senate  failed  to 
act  on  it  last  year.  The  bill  would  make  changes  in  medicare  and  med 
caid  provisions  providing  for  a  peer  review  mechanism  and  authorizing 
payments  to  Health  Maintenance  Organizations,  among  other  changes.  Tr 
bill  is  expected  to  be  ready  for  a  vote  in  the  House  early  this  month 
On  the  state  level  new  legislation  introduced  includes  H.B.  220--"the:B 
Pennsylvania  Blood  Bank  Act"--  which  would  permit  the  Department  of 
Health  to  regulate  and  license  blood  banks;  H.B.  414--  amending  the 
Medical  Practice  Act  to  permit  the  State  Board  of  Medical  Education  a 
Licensure  to  regulate  training  of  physicians'  assistants;  and  S.B.  36  ie 
to  create  a  state  board  to  license  psychologists .. .A  resolution  has  b 
introduced  in  the  House  of  Representatives  calling  for  a  Joint  State 
Government  Commission  study  of  the  medical  and  osteopathic  schools  of 
the  state.  The  resolution  says  increased  state  appropriations  haven 
increased  the  number  of  graduates  proportionately. 
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newsfronts 


PMS  Produces  Hour-Long  Documentary 


An  hour-long  television  documenta- 
y  program  entitled  "Health  Care — 
he  Coming  Crisis”  has  been  pro- 
uced  by  the  Pennsylvania  Medical 
ociety  and  steps  are  underway  to 
lace  it  on  various  stations  across  the 
[ate. 

The  PMS  Council  on  Public  Serv- 
:e,  the  group  responsible  for  the  pro¬ 
ram's  production,  gave  final  approval 
)  a  work  copy  of  the  documentary  on 
aturday.  February  13,  and  the  editing 
nd  production  steps  necessary  for 
nished  copies  are  underway. 

Meetings  are  being  held  with  televi- 
on  station  officials  across  the  state  to 
itablish  showing  times  and  dates.  An- 
auncements  will  be  made  as  soon  as 
le  stations,  dates  and  times  have  been 
itermined. 

The  program  was  produced  on  a  fi- 
incial  shoestring  by  having  the  State 
aciety  Council  on  Public  Service 
aff.  with  almost  the  entire  workload 
lling  to  James  P.  O'Leary,  do  all  of 
e  research,  script  writing,  producing, 
irrating  and  directing.  The  only  skills 
red  by  the  staff  were  those  of  a  cam- 
;  aman. 

What's  it  all  about? 

The  decision  to  attempt  a  documen- 
4  ry  production  came  in  the  aftermath 
last  year's  two-part  television  docu- 
ntary  on  health  care  produced  and 
:own  by  the  Columbia  Broadcasting 
ifstem.  Those  programs  presented 
pat  medical  spokesman  feel  was  a 
ported  view  of  the  health  and  medi- 
d  care  delivery  problem  and  the  only 
ilution  to  the  problems  offered  by 
«S  was  that  medical  care  should  be 
fcialized. 

The  Pennsylvania  Medical  Society 
rcumentary  takes  an  objective  look  at 
lliay's  problems,  describes  some  of 
I;  efforts  that  are  being  made  to 
(mbat  them  and  then  stresses  what  it 
llieves  to  be  the  primary  cause  of  the 
fisting  and  coming  problems — the 
pwing  lack  of  medical  and  other 
lalth  care  manpower.  It  points  out 
tit  no  system  imposed  on  the  existing 
rmber  of  physicians  will  be  able  to 
hrease  their  output  beyond  the 


average  65-hour  week  they  already  are 
meeting.  It  concludes  that  increased 
support  for  medical  schools  to  turn  out 
more  physicians  is  the  only  logical 
first-step  answer  to  the  current  and 
predictable  medical  care  delivery 
problems. 

The  program  includes  looks  at 


thomas  w.  mccreary,  ii,  m.d., 

president  of  the  State  Society  ten 
years  ago  and  delegate  from  PMS 
to  the  AMA  House  of  Delegates  for 
twenty-three  years,  has  resigned  as 
delegate.  He  served  as  chairman  of 
the  delegation  for  the  past  four 
years.  Dr.  McCreary  retired  from  ac¬ 
tive  practice  at  the  end  of  1970  after 
a  career  spanning  almost  fifty 
years,  during  which  time  he  es¬ 
tablished  and  directed  the  clinical 
pathology  laboratory  at  Rochester 
Community  Hospital. 

urban  health  center  projects  in  Phila¬ 
delphia  and  Pittsburgh.  It  examines 
some  of  the  problems  in  rural  areas.  It 
shows  the  growing  use  of  hospital 
emergency  departments  and  it  features 
interviews  with  medical  school 
spokesmen  and  state  educators.  The 
program  concludes  with  a  sum¬ 
marizing  statement  by  PMS  President 
William  A.  Limberger,  M.D. 

State  Society  officials  and  staff 


members  will  be  meeting  with  televi¬ 
sion  station  personnel  this  month 
(March)  in  an  effort  to  establish  firm 
viewing  dates  and  times  and  these  will 
be  announced  as  soon  as  they  have 
been  determined. 

With  little  or  no  modification,  the 
program  also  can  be  made  available  as 
a  film  for  showing  to  public  and  pro¬ 
fessional  groups. 

(See  photos  on  Page  12) 

VD  Commission 
Created  by  HEW 

Creation  of  a  National  Commission 
on  VD  to  combat  the  diseases  of 
gonorrhea  and  syphilis  has  been  an¬ 
nounced  by  Roger  O.  Egeberg,  M.D., 
HEW  assistant  secretary  for  health  and 
scientific  affairs. 

Bruce  Webster,  M.D.,  New  York 
City,  president  of  the  American  Social 
Health  Association,  has  accepted 
chairmanship  of  the  commission. 

In  accepting  the  post  Dr.  Webster 
said,  "In  1968,  a  national  incidence 
survey  conducted  by  the  American 
Social  Health  Association  for  the 
Public  Health  Service  found  that  al¬ 
though  private  physicians  treat  about 
80  per  cent  of  the  venereal  disease 
cases,  they  report  only  one  in  nine  to 
public  health  officials.  We  believe  that 
this  commission  will  serve  as  the  long- 
needed  link  between  public  health  and 
private  medicine.” 

Dr.  Webster  said  that  ASHA  es¬ 
timates  that  last  year  there  were  ap¬ 
proximately  2,000,000  cases  of  gon¬ 
orrhea  in  the  U.S.,  and  75,000  cases  of 
infectious  syphilis. 

Early  in  1969,  ASHA  was  asked  by 
the  American  Medical  Association, 
National  Medical  Association,  and 
American  Osteopathic  Association  to 
convene  twenty-three  health  and  medi¬ 
cal  organizations  for  the  purpose  of 
discussing  a  national  VD  prevention 
and  control  policy.  Out  of  the  meeting 
which  followed  came  the  plan  for  a  na¬ 
tional  commission. 

1 1 
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PHOTOGRAPHING  the  TV  photographer  was  jus 
part  of  the  job  of  James  P.  O’Leary,  PMS  Counci 
on  Public  Service  staff  assistant,  who  did  the  bull 
of  the  work  in  producing  the  PMS  TV  documents 
ry,  “Health  Care — the  Coming  Crisis.”  Shown  lef 
are,  left  to  right,  photographer  Edward  Hoffmai 
and  Mr.  O’Leary.  The  two  shots  below,  taken  b) 
Mr.  O’Leary,  show  Mr.  Hoffman  in  action  with  hi: 
camera  in  the  OR. 
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PGH  Opens  Extended  Care  Facility 


I  An  extended  care  facility  for  the 
Chronically  ill  and  aged  who  are  pa- 
ients  at  Philadelphia  General  Hospital 
has  been  opened  in  the  Mills  Building 
bf  the  hospital,  PGH  Executive 
Director  Elton  W.  Barclay  has  an¬ 
nounced. 

I  “There  are  presently  about  200  el- 
ferly  patients  at  PGH  who  are  not  in 
jeed  of  acute  care,  but  who  do  need 
he  kind  of  nursing  care  that  a  nursing 
ome  or  extended  care  facility  can 
rovide,”  Barclay  said. 

I  “Unfortunately,  since  these  are  poor 
eople,  dependent  upon  welfare, 
rivate  nursing  homes  in  the  city  will 
ot  accept  them  because  the  funds 
ffovided  by  the  state,  $  1  1  a  day,  are 
pt  adequate,  and  the  city's  home  for 
he  aged,  Riverview,  already  is  at  peak 
pacity.” 

Barclay  noted  that  the  special  facili¬ 


ty  has  been  established  in  an  effort  to 
meet  the  needs  of  these  older  people. 
“It  will  only  be  for  those  individuals 
who  have  been  patients  at  PGH  and 
who  have  no  homes  to  return  to,  or  for 
whom  nursing  home  placements 
cannot  be  obtained,”  he  said. 

The  first  unit,  now  in  operation,  has 


space  for  132  long-term-care  beds.  Fu¬ 
ture  plans  call  for  the  addition  of 
another  seventy  beds.  It  is  anticipated 
that  the  extended  care  unit  will  eventu¬ 
ally  meet  state  and  federal  standards 
for  reimbursement  under  the  provi¬ 
sions  of  Medicare,  Medicaid,  and  state 
nursing-home  payments,  Barclay  said. 


‘COMPULSORY  HEALTH  INSURANCE”  was  the  subject  of  a  panel  discussion  at  the  February  meeting  of  the 
dauphin  County  Medical  Society.  The  dinner  meeting  was  preceded  by  a  special  session  for  council  and  com- 
nittee  members  of  the  society.  Shown  below,  left,  PMS  President  William  A.  Limberger,  M.D.  makes  a  point  in 
explaining  the  functions  of  the  State  Society.  Below  to  the  right  Executive  Director  John  F.  Rineman  explains 
he  ways  dues  work  for  the  membership.  In  the  photo  above  are  Paul  S.  Friedman,  M.D.,  Philadelphia,  who 
noderated  the  discussion  on  health  insurance;  Claude  E.  Nichols,  M.D.,  Harrisburg,  program  chairman  for  the 
ounty  society;  William  O.  LaMotte,  Jr.,  M.D.,  Wilmington,  Del.,  chairman  of  the  AMA  Council  on  Legislation; 
md  Michael  Johnson,  executive  vice-president  of  the  Pennsylvania  AFL-CIO. 


medical  Service 
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Future  Plans  Outlined 


Geisinger  Board  Hears  Report 


Leonard  F.  Bush,  M.D.,  chief  of 
staff  at  Geisinger  Medical  Center, 
Danville,  summarized  the  future  of  the 
center  at  a  recent  meeting  of  the  Board 
of  Directors. 

"I  would  expect  that  by  1975  our 
bed  capacity  probably  will  reach  550 
or  more  and  our  physicians  will 
number  100,"  he  predicted.  His  report 
dealt  with  plans  for  1971,  as  well  as  a 
10-year  projection  of  future  expansion. 
Walter  I.  Buchert,  M.D.,  medical 
director,  and  F.  Kenneth  Ackerman, 
Jr.,  administrative  director,  presented 
the  advances  and  changes  which  have 
taken  place  during  the  past  year. 

Statistically,  1,191  new  patients 
were  admitted  at  Geisinger  —  nearly 
an  II  per  cent  increase  over  1969, 
while  outpatient  visits  jumped  more 
than  12  per  cent,  and  consultations 
among  physicians  rose  21.7  per  cent. 
The  number  of  operations,  laboratory 
tests,  x-ray  examinations,  and  other 
ancillary  services  increased  according¬ 
ly- 

In  connection  with  the  outpatient 
statistics.  Dr.  Buchert  stated,  “This  ac¬ 
celerated  growth  documents  the 
center's  policy  to  emphasize  preventive 
medicine,  outpatient  diagnosis  and 
treatment,  and  the  round-the-clock 
availability  of  emergency  care." 

The  report  emphasized  the  need  to 
give  continued  attention  to  cost  effec¬ 
tiveness  by  training  new  categories  of 
medical  personnel,  such  as  physicians' 
assistants  or  aides. 

Progress  was  reported  in  broadening 
the  work  week  at  Geisinger  to  make 
greater  use  of  facilities  on  weekends. 
Dr.  Buchert  also  indicated  the  center’s 
willingness  to  explore  the  feasibility  of 
total  prepayment  of  health  care  with 
health  insurance  companies  or  or¬ 
ganized  medicine.  This  would  be  coor¬ 
dinated  with  cooperative  efforts  of 
agencies,  medical  facilities,  and  physi¬ 
cians  in  central  Pennsylvania  in  an  ef¬ 
fort  to  improve  the  health  care 
delivery  system. 

The  house  staff  of  seventy  interns 
and  residents  in  1969-70  was  the  larg¬ 
est  in  the  history  of  the  medical  center. 
Applications  of  senior  students  from 
twenty-seven  medical  schools  for 


1971-72  already  have  been  received. 

In  1970  the  eighty-one  physicians 
on  the  medical  staff  spent  more  than 
1  1,000  hours  in  medical  teaching  con¬ 
ferences.  A  basic  science  class  for  up¬ 
dating  scientific  knowledge  is  in  the 
planning  stage. 

Last  year  the  center’s  institute  of 
medical  education  and  research  was 
designated  by  the  Pennsylvania 
Science  and  Engineering  Foundation 
to  carry  out  regional  responsibilities 
for  a  twenty-county  area.  The  institute 
also  administers  several  paramrdical 
training  programs  and  twenty-six  proj¬ 
ects  in  progress  at  Geisinger. 

In  keeping  with  trends  in  nursing 
education,  Geisinger's  school  of 
nursing  revised  its  program  from  a 
three-year  to  a  two-year  course  appli¬ 
cable  to  the  class  entering  next  fall. 

Dr.  Bush  feels  that  plans  for  a  mul¬ 
tiphase  outpatient  screening  clinic 


Taste! 


Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab¬ 
lets  in  1 2  rolls. 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


emphasizing  preventive  medicine  de 
mands  priority,  and  he  recommendet 
a  minor  surgical  unit  for  patients  wh< 
require  a  few  hours  of  bed  recover; 
but  do  not  need  an  overnight  stay. 

Philadelphia  Asks 
Grant  For 
Addiction  Centers 

The  city  of  Philadelphia  has  appliet 
for  $293,835  of  federal  funds  to  es 
tablish  a  methadone  treatment  pro 
gram  for  heroin  addicts.  The  city’ 
share  of  the  costs  would  be  $  1 25,930.  j 

Initially  the  program  will  seek  to  es 
tablish  two  treatment  centers  with  ; 
total  capacity  of  400  addicts,  at  a  cos 
of  $419,165  for  the  first  year.  Eventu 
ally  it  is  hoped  to  establish  seven  unit: 
throughout  the  city,  each  with  a  capao 
ity  of  200  addicts,  or  a  total  of  1400.  I 

The  application  will  be  forwarded  t( 
the  Law  Enforcement  Assistance  Ad 
ministration  (LEAA)  of  the  U.S 
Department  of  Justice  by  the  Office  ol 
Mental  Health  and  Mental  Retarda¬ 
tion,  city  health  department. 

Target  areas  for  this  beginning 
phase  of  the  program  would  be  Mental 
Health  Catchment  Area  1  (served  by 
the  Hahnemann  Comprehensive  Com¬ 
munity  Health  Center)  and  Area  2A 
(served  by  the  Pennsylvania  Commu¬ 
nity  Mental  Health/Mental  Retarda¬ 
tion  Center). 

In  addition  to  the  methadone  medi¬ 
cation,  treatment  would  involve  group 
therapy,  peer  pressure  groups,  and 
marital  and  family  counselling  groups. 
Rehabilitation  would  be  stressed  and 
close  ties  would  be  established  with  the 
State  Bureau  of  Vocational  Rehabili¬ 
tation  and  other  appropriate  commu¬ 
nity  service  agencies. 

All  addicts  would  be  registered  with 
the  Base  Service  Unit  of  their  appro¬ 
priate  Community  Mental 
Health/Mental  Retardation  Center  and 
the  center  would  be  expected  to 
provide  psychiatric,  social,  and  other 
back-up  services,  just  as  they  would  for 
any  other  area  residents  with  a  mental 
disability. 
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Attack  At  Source 

PMS  Supports  Great  Lakes  Pollution  Control 


A  request  for  state  action  to  support 
the  establishment  of  a  U.S. -Canadian 
egulatory  body  to  control  pollution  in 
he  entire  Great  Lakes  drainage  basin 
tas  been  made  by  the  Pennsylvania 
dedical  Society. 

The  recommendation  was  made  in  a 
etter  to  Dr.  Maurice  K.  Goddard, 
cting  secretary  of  the  newly-es- 
ablished  Pennsylvania  Department  of 
Environmental  Resources,  from  PMS 
oard  of  Trustees  Chairman  Park  M. 
Jorton,  M.D.  It  was  one  of  several 
ecommendations  developed  in  a  meet- 
ng  of  medical  societies  from  seven 
tates  and  two  Canadian  provinces. 

The  PMS  Board  of  Trustees  ap- 
roved  the  suggestions  at  the  recom- 
lendation  of  the  Commission  on  En- 
ironmental  Health.  Other  actions 
rged  by  the  State  Society  include: 

1.  Limiting  the  addition  of  phos- 
hates  to  receiving  water  in  the  Great 
akes  watershed. 

2.  Giving  high  priority  to  enlarge- 
ent  of  existing  sewage  treatment 
ants  and  installation  of  new  plants  in 
e  watershed  area,  emphasizing  that 
unicipalities  must  move  as  rapidly  as 
ssible  to  attain  complete  sewage 
atment. 

3.  Finding  means  to  convert  waste 
aterials  to  useful  purposes  (such  as 
losphates  to  fertilizers). 

4.  Mandating  that  both  emission 
id  water  quality  standards  be  devel- 
>ed  and  that  uniform  water  quality 
:hniques,  prescribing  pollutants  to 


auxiliary  Names 


'  hree  To  Board 

The  Executive  Committee  of  the 
'■Oman’s  Auxiliary  of  the  Pennsyl- 
’nia  Medical  Society  has  nominated 
te  following  members  to  serve  as 
ff  umbers-at-large  of  the  PaMPAC 
hard  of  Directors:  Mrs.  George  W. 
id  Itterson  of  Pittsburgh,  Mrs.  Edward 
J  Benz  of  Bethlehem,  and  Mrs. 
i  Fanklin  G.  Wade  of  Williamsport. 
Tey  will  serve  a  one-year  term,  and 
r.y  be  renominated  for  a  second 


tm. 


be  measured,  be  used. 

The  recommendation  regarding  the 
formation  of  an  international  regulato¬ 
ry  body  urged  that  the  group  have  full 


regulatory  powers  and  that  the  United 
States  and  Canada  negotiate  whatever 
treaty  is  necessary  to  establish  such  a 
regulatory  body. 


PMS  Appoints  Fourteen  Members 
To  Shield  Corporate  Membership 


PMS  Board  of  Trustees  has  ap¬ 
pointed  fourteen  members-at-large  to 
the  corporate  membership  of  the  Med¬ 
ical  Service  Association  of  Pennsyl¬ 
vania  (Blue  Shield). 

Reappointed  are  Joseph  N.  Cor- 
riere,  M.D.,  Bethlehem,  and  Arthur  J. 
McSteen,  M.D.,  Greensburg,  at-large 
representatives  of  the  Society. 

New  appointees  include:  First 
Councilor  District,  Perry  S.  MacNeal, 
M.D.,  Philadelphia;  Second  District, 
Frank  R.  Boyer,  M.D.,  Allentown; 
Third  District,  Vorrie  B.  Macom, 
M.D.,  Lansford;  Fourth  District, 
Harold  B.  Cooper,  M.D.,  Schuylkill 
Haven;  Fifth  District,  John  H.  Harris, 
Jr.,  M.D.,  Carlisle;  Sixth  District, 

Health  Subjects 
On  Forum  Agenda 

A  human  services  forum,  presented 
by  Community  Services  of  Pennsyl¬ 
vania  (CSP)  will  be  held  March  16  and 
17  in  Harrisburg.  The  schedule  for 
Tuesday,  March  16,  includes  a  recep¬ 
tion  at  5  p.m.  at  the  Holiday  Inn 
Town.  At  6  p.m.  buses  will  depart  for 
the  Penn  Harris  Motor  Inn  where  a 
banquet  will  be  held  starting  at  6:45 
p.m.  The  keynote  address  will  be  given 
by  Governor  Milton  J.  Shapp. 

Plans  for  Wednesday,  March  17,  are 
for  special  interest  sessions  beginning 
at  9:30  a.m.  Luncheon  will  be  at  12 
noon,  with  more  sessions  from  1:30 
through  the  afternoon.  Morning  ses¬ 
sions  will  cover  new  human  services 
delivery  systems,  drug  abuse,  man¬ 
power,  and  housing.  Topics  for  the  af¬ 
ternoon  sessions  are  family  services 
and  income,  public  health  and  medical 
care,  and  mental  health  and  mental  re¬ 
tardation. 


James  M.  Campbell,  Jr.,  M.D.,  State 
College;  Seventh  District,  William  D. 
Todhunter,  M.D.,  Williamsport; 
Eighth  District,  Paul  L.  Barclay, 
M.D.,  Erie;  Ninth  District,  Milton  B. 
Brandon,  M.D.,  Reynoldsville;  Tenth 
District,  Ralph  J.  Stalter,  M.D.,  Pitts¬ 
burgh;  Eleventh  District,  Alexander 
Solosko,  M.D.,  Salisbury;  and  Twelfth 
District,  James  J.  Grace,  M.D.,  Mon¬ 
trose. 

TV  Heart  Seminar 
Scheduled  April  14 

A  televised  seminar,  “Coronary 
Care  in  the  Seventies,”  planned  by  the 
Susquehanna  Valley  Regional  Medical 
Program’s  council  on  heart  disease  will 
feature  John  Chadbourne,  M.D.,  St. 
Vincent’s  Hospital  and  Medical  Clinic, 
New  York;  L.  Loring  Brock,  M.D., 
Spalding  Rehabilitation  Center, 
Denver,  Colo.,  and  Emilio  R.  Guilani, 
M.D.,  Mayo  Clinic,  Rochester,  Minn. 
It  will  be  carried  from  6:30-8:00  p.m., 
Sunday,  April  4  by  the  following 
Pennsylvania  stations: 

W1TF-TV  (33)  Hershey 
WPSX-TV  (3)  University  Park 
WVIA-TV  (44)  Scranton-Wilkes- 
Barre 

WLVT-TV  (39)  Allentown-Bethlehem 
WQLN-TV  (54)  Erie 

Audience  participation  will  consist 
primarily  of  members  of  the  council 
who  will  have  the  opportunity  to  ques¬ 
tion  the  panelists.  Specific  subjects  to 
be  discussed  include  management  of 
the  pre-hospital  phase  of  acute 
coronary  illness;  the  accomplishments 
of  the  coronary  care  unit;  and  rehabili¬ 
tation  of  the  patient  after  myocardial 
infarction. 
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Temple  Receives  Grant  For  Health  Centers 


An  Office  of  Economic  Opportunity 
(OEO)  grant  for  $3,830,323  has  been 
received  by  Temple  University  for  the 
continued  operation  of  the  neigh¬ 
borhood  health  centers  at  Seventeenth 
and  Tioga  Sts.  and  2539  Germantown 
Ave.,  Philadelphia. 

As  the  health  centers  enter  their 
fourth  year,  the  OEO  grant  will  go 
toward  an  expanded  program.  Here¬ 
tofore,  the  centers  could  offer  their 
services  only  to  those  persons  who  met 
the  state's  poverty-level  standard,  a 
large  part  of  the  area  population. 

“This  year,  that  requirement  has 
been  waived  and  the  entire  community 
of  some  43,000  persons  may  be 
served,”  said  Curtis  Owens,  program 
administrator.  “With  the  removal  of 
that  eligibility  criteria,”  he  added,  “we 
have  removed  the  stigma  that  was  at¬ 
tached  to  the  user  of  our  services.” 

The  centers  meet  the  health  needs  of 
the  community  through  teams  of 
health  providers — doctors,  dentists, 
nurses,  family  health  workers  and 
social  workers.  Last  year,  about 
18,000  persons,  making  about  79,000 
visits,  received  health  care  at  the 
centers. 

The  funds  are  channeled  through 
the  Philadelphia  Anti-Poverty  Action 

Professional  Education  Grows 

The  American  College  of  Obstetrics 
and  Gynecology  (ACOG)  has  author¬ 
ized  its  Committee  on  Continuing  Ed¬ 
ucation  to  offer  a  self-assessment  test 
in  gynecology  and  to  repeat  the  1971 
self-assessment  test  in  obstetrics  at  its 
1972  clinical  convention. 

Jefferson  Opens  New  CCU 

The  formal  opening  of  the  new  car¬ 
diac  care  unit  at  Thomas  Jefferson 
University  Hospital  revealed  a  new 
look,  reflecting  progress  in  the  treat¬ 
ment  of  heart  disease.  The  unit  is  L- 
shaped  with  a  twelve-bed  capacity  for 
seven  coronary  patients  and  five  cardi¬ 
ac  surgery  patients. 

Leslie  Wiener,  M.D.,  associate  pro¬ 
fessor  of  medicine  at  Jefferson  Medi¬ 
cal  College  is  director  of  the  medical 
section  of  the  unit,  with  Benjamin 
Bacharach,  M.D.,  clinical  assistant 
professor  of  surgery,  directing  the  sur¬ 
gical  section. 


Commission  to  Temple  University,  the 
delegate  agency.  The  Hartranft  neigh¬ 
borhood  center,  at  2539  Germantown 
Ave.,  is  operated  jointly  by  Temple 
and  St.  Christopher's  Hospital  for 
Children. 

No  additional  personnel  will  be 
needed  to  implement  the  expanded 
program,  Owens  pointed  out. 

To  fill  personnel  needs,  both  centers 
draw  heavily  on  local  residents,  who 
are  given  first  opportunity  to  fill, 
vacancies.  In  the  two-and-a-half  year 
period  ended  Dec.  31,  1969,  more 
than  $1.5  million  went  to  these  local 
residents  in  wages  and  salaries.  Almost 
all  of  the  professional  staff  members 
have  faculty  status  at  Temple  Univer¬ 
sity  School  of  Medicine. 

In  addition  to  health  care,  the 
centers  operate  a  training  program  for 

Hahnemann  Team  Says 
Diuretics  Affect  Heart 

Diuretics  may  have  a  direct  action 
on  the  heart  muscle  as  well  as  on  the 
kidney,  according  to  a  team  of  inves¬ 
tigators  at  Hahnemann  Medical  Col¬ 
lege  and  Hospital.  Studies  in  animals 
indicate  that  potent  diuretics  such  as 
ethacrynic  acid  and  furosemide  when 
used  with  digitalis  may  cause  serious 
irregularities  of  heart  beat  because,  in 
combination,  they  deplete  the  heart 
muscle  of  essential  potassium.  Further, 
potassium-sparing  drugs  such  as  triam¬ 
terene  and  amiloride  when  used  with 
digitalis  seem  to  protect  the  heart's  po¬ 
tassium  supply  and  prevent  ar¬ 
rhythmias. 

Reporting  to  the  American  Col¬ 
lege  of  Cardiology  in  Washington, 
Robert  H.  Seller,  M.D.,  associate 
professor  of  medicine  and  head  of  the 
heart  failure  clinic  at  Hahnemann, 
explained  that  potent  diuretics  which 
are  used  in  the  management  of  high 
blood  pressure,  heart  failure  and 
edema,  are  often  given  to  patients  who 
are  taking  digitalis.  These  diuretics  are 
known  to  cause  loss  of  potassium  by 
the  kidneys  and  to  lower  the  potassium 
in  the  blood.  However,  the  new  work 
demonstrates  that  they  may  also  cause 
the  loss  of  this  electrolyte  from  the 
heart,  and  may  cause  serious  heart  ir¬ 
regularities. 


family  health  workers,  who  serve  as 
the  major  liaison  between  the  commu¬ 
nity  and  the  centers. 

Given  multi-disciplinary  training, 
these  persons  aid  in  screening  and 
diagnostic  testing  and  assist  social  ser-  ; 
vice  and  nursing  personnel.  As  I 
members  of  the  community,  they  often 
seek  out  those  who  need  health  care 
but  don’t  know  where  to  go,  and  direct 
them  to  specific  areas  in  the  centers. 

This  year,  an  additional  source  of 
money  for  the  centers  is  expected  to 
come  from  a  pre-payment  program 
recently  negotiated  with  the  state.  It  is  j 
based  on  a  last  year's  cost-per-patient 
expenses  incurred  by  the  centers. 

New  Careers 
Planned  In 
Mental  Health 

A  “hire  now  —  train  later"  career 
program  in  the  undermanned  mental 
health  field  was  announced  today  by 
HEW's  National  Institute  of  Mental 
Health  (NIMH),  Health  Services  and 
Mental  Health  Administration. 

Launched  with  more  than  $2.5 
million  in  federal  aid.  the  program 
will  provide  training  for  some  1.150 
workers  in  13  public  agencies  across 
the  country. 

"The  policy  of  hire  now,  train  later 
will  help  bring  local,  untrained  people 
into  programs  where  serious  shortages 
now  exist,"  NIMH  Director,  Bertram  £ 
S.  Brown,  M.D.,  said. 

"The  traditional  practice  of  hiring 
only  people  who  have  had  training  has 
affected  two  vital  segments  of  our  i 
economy  —  agencies  which  need  help  | 
but  cannot  find  it  and  people  who  need  I 
employment  but  are  not  trained  for  it," 
he  added. 

In  addition,  the  program  will  allow 
for  upgrading  and  increased  mobility 
for  agency  employees  through  further 
training  and  education. 

It  will  serve  as  a  national  model  to 
demonstrate  how  entry  level  personnel 
can  be  recruited  from  the  community 
and  then  trained  while  actually  on  the 
job.  It  will  also  demonstrate  how  ex¬ 
isting  agency  personnel  can  be  up¬ 
graded  or  given  greater  mobility 
within  their  agencies. 
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1971  OFFICERS'  CONFERENCE 

Medicine  dn  dlte  AeaentieA- 
ddnaiity,  Control  And  Awancina 


April  28-29, 1971 
Penn-Harris  Motor  Inn 
Camp  Hill 

SUBJECTS  FOR  DISCUSSION: 

Pennsylvania  Medical  Care  Foundation 
PMS  Continuing  Education  Institute 
Peer  Review 


Another  Opinion  On  M.D.  Shortage  Offered 


The  oft-cited  shortage  of  qualified 
personnel  in  the  various  health-care 
professions  is  a  myth,  according  to 
Temple  University  professor  Milton 
W.  Hamilt,  M.A.,  who  is  also  a  consul¬ 
tant  on  hospital  administration. 

“Rather  than  a  shortage  of  doctors, 
nurses  and  other  health  personnel,” 
Hamilt  said,  “There  is  actually  a  plen¬ 
tiful  supply  which  is  maldistributed 
throughout  the  nation.  The  result  in 
the  case  of  doctors  is  a  surplus  in  many 
metropolitan  areas  and  a  scarcity  in 
rural  pockets.  ...  Major  cities  such  as 
New  York,  Boston,  and  Philadelphia 
have  many  more  doctors  than  the 
health  needs  of  the  population  require. 
In  New  York  City  alone,  one-fourth  of 
all  physicians  do  not  even  have  staff 
privileges  at  any  hospital,”  he  con¬ 
tends. 

The  lure  of  the  metropolitan  life 
with  its  accompanying  educational, 
social,  and  cultural  benefits  has  been 
traditionally  one  of  the  prime  factors 
behind  this  phenomenon  of  medical 


talent  maldistribution,  according  to 
Hamilt. 

“The  decade  of  the  seventies  will  see 
thousands  of  young  medical  school 
graduates  reevaluate  the  assets  of  rural 
practice.  The  seemingly  insoluble 
problems  of  pollution,  traffic  conges- 

‘ Rather  than  a  short¬ 
age  of  doctors. ..there 
is. ..a  plentiful  supply 
which  is  maldis¬ 
tributed. ..’ 

tion,  housing,  crime,  and  high  taxes 
that  affect  life  in  metropolitan  areas 
are  almost  alien  concepts  in  most  rural 
and  agricultural  areas  where  the  need 
for  medical  care  is  gravest  at  this 
time,”  he  said. 

“The  rapid  growth  of  group  prac¬ 


tices  will  help  balance  out  the  supplyU 
of  the  country’s  medical  talent.  A 
recent  survey  in  Illinois  indicated  that  ! 
85  per  cent  of  all  medical  school  se-| 
niors,  interns,  and  residents  polled] 
show  a  strong  interest  in  the  group-fj 
practice  field,  where  physicians  share  I 
responsibilities,  profits,  facilities,  and 
administrative  staffs.” 

Group  practices  vary  in  size  from] 
the  two  or  three-man  office  to  the  mas¬ 
sive  Geisinger  Clinic,  located  in  the 
small  town  of  Danville,  Pennsylvania, 
Hamilt  notes.  These  islands  of  profes¬ 
sionalism,  according  to  Hamilt.  often 
offer  a  brand  of  medical  treatment  that 
is  superior  to  that  found  in  urban  hos¬ 
pitals. 

“Consequently,  there  are  serious 
questions  about  the  merit  of  expanding 
existing  medical  schools  and  educa¬ 
tional  facilities  which  are  now  located! 
primarily  in  metropolitan  areas  and 
therefore  only  contributing  to  the  ex¬ 
isting  geographic  imbalance  of 
doctors,”  he  concluded. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper¬ 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef¬ 
fects  with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir¬ 
ing  complete  mental  alertness,  such  as  op¬ 
erating  machinery  or  driving  a  motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy-.  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal¬ 
gesic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 


lated  to  the  drug. 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic 


transition* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re¬ 
placement  therapy.1 

Predictably  responsive! 

This  kind  of  comfortable  patient  re¬ 
sponse  has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a  Cadillac  of  thyroid  medications 
. . .  with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta¬ 
tus  is  a  continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a  penny  a  day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx¬ 
edema,  hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non¬ 
toxic)  goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec¬ 
tion  is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a  patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over¬ 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a  lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis¬ 
tration.  The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a  reduction  in  dosage. 

Contraindications :  Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy¬ 
roxine)  therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous¬ 
ness  have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a  reduction  of  dosage  fol¬ 
lowed  by  a  more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a  0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a  single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0. 1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure¬ 
ments  about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a  second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0.1- 1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5  ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a  diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a  solu¬ 
tion  containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a  repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road,  let  us  be 
of  service  in  these 
4  specific  ways: 


I  FREE  FILM  AND 
BOOK  ON  HYPO¬ 
THYROIDISM:  In 
a  30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri¬ 
nologists  discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A  new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a  leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a  free  copy. 


2  NEW  THYROID 
FUNCTION  TEST 
BOOR:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE— 
ask  your  Flint  man. 


3  TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


4  SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further . 
information. 


FREE 

MEDICATION  DISPENSERS 


TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS : 


0.05  mg.  (white)  ;0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


FLINT  LABORATORIES 


DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


«< 


Welcome  back,  Ann 


A 

BUILDING  BLOCK 
TO  RECOVERY 


therapy 


UBLE  STRENGTH 


Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin.  100  000  N.F.  Units. Chymoirypsin  8.000  N.F.  Units' 
«qu.«alent  ,n  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speed 


One  tabfetq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□  Accidental  Trauma  □  Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  witha  known sensitivitytotrypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo¬ 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani¬ 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies.  It 
has  been  seen  with  equal  incidence  in  placebo-treated 
3  groups.  (See  Precautions.)  It  is  recommended  that  if  side 
m  effects  occur  medication  be  discontinued. 

DoMgr.  One  tablet  q.i.d. 

I - r=n  THE  NATIONAL  DRUG  COMPANY 

#  ■■  HH1  I  VISION  OF  RICHARDSON  ME RRELL  INC. 

uwy  PHILADELPHIA,  PENNSYLVANIA  19144 

TRADEMARK:  BITABS  U  S.  PATENT  NO.  3.004.893  9/70  04JO9A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Mw  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . .  monilia . . .  bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul¬ 
fanilamide  1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos¬ 
sibility  of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applica.torful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  —  Four-ounce  tube  with  or  without  applicator. 
Suppositories  -  Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELl  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


A/C 

The  treatment  is  singular 


Fast.Jong-lasting 
relief  of  aches 
and  pains  --»■ —  4 

of  colds  and  flu  ^ 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a  new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a  4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  •  EFFECTIVE  •  LONG  LASTING  PAIN  RELIEF 
Dosage:  2  tablets  followed  by  1  or  2  tablets  every 
8  hours  as  required,  not  to  exceed  6  tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2  tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


FIFTH  ANNUAL  MAIN  LINE 
CONFERENCE 


Current  Concepts  in  Medicine 
for  the  Practicing  Physician 

April  22-24,  1971 

The  Treadway  Inn 
St.  David's 

Sponsor— Bryn  Mawr  Hospital 
Chairman:  Harold  J.  Robinson,  M.D. 
1  5  hours  A  AGP  credit  approved 

Program  includes: 
Hypertension 
Infectious  Disease 
Pediatrics 
Geriatrics 

Low  Back  Syndrome 
Controversies  and  New 
Issues  in  Medicine 

Concurrent  Practical 
Clinics  and  Seminars 

Dinner  speaker:  Lisa  A.  Richette 
Clinical  Professor  of  Law 
Villanova  University 


PRIIRER 

PLUS 

FleHoplasf 


A  practical, 
ambulatory  treatment 
for  leg  ulceration 


For  information  contact: 
Theodore  J.  Berry,  M.D. 
Director  of  Medical  Education 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pa.  19010 

Telephone:  (215)  527-0600 
Registration  Fee:  $35 


ARE  YOU  THE  DOCTOR  MY  DAD’S  NOT  GOING 
TO  PAY? 


The  Flexible  Cast:  The  PRIMER  medi¬ 
cated  bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a  more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre¬ 
quent  changing  of  the  dressing  is  elimi¬ 
nated.  The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


•  ••  Edward  Taylor  Ltd.  ••••• 

A  Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□  literature 

□  samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name . M.D. 

Address  . 

City . 

State . Zip . 


one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres¬ 
sants.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a  motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre¬ 
scribed.  Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in¬ 


crease  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos¬ 
ages,  there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder¬ 
ate  gastric  upset  (including  diarrhea,  esoph¬ 
agitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a  very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Loridine  I.M. 

'ephaloridine 


p  to  3  Gm.  daily 
■successfully  treats  many 
(noderately  severe 
nfections 


Itctericidal  action  in  vitro  against 
I  sceptible  organisms  causing: 
lieumonia 

inary  tract  infections 
ipticemia 
ijscesses 

load-spectrum  activity 
■  ilatively  painless  I.M.  injection 

:cie  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1 .  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4  Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage) .  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Gm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


CEPHALORIDINE 


^  Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog¬ 
nized  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad¬ 
ministration  of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval¬ 
uation  before  and  after  a  ten-day  course  of 
cephaloridine  in  dosages  of  2  Gm.  per  day  de¬ 
veloped  impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a  small 
number  of  patients.  The  possi¬ 
bility  of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom¬ 
mended  doses.  Acute  tubular 
necrosis  has  been  found  in  affect-, 
ed  patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in¬ 
tramuscular  injection  was  noted  in  less  than 
3  percent  of  patients.  In  only  one  patient  in 
a  series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra¬ 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— Be¬ 
fore  administering  Loridine,  see  package  e; 
insert  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  usu¬ 
ally  injected  into  a  large  muscle  mass. 

The  usual  adult  dosage  for  many  infec-1 
tions  of  moderate  severity  is  500  mg.  to  1  Gm. 
three  times  a  day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a  day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1  Gm.  four 
times  a  day.  A  single  2-Gm.  dose  is  recom¬ 
mended  for  the  treatment  of  acute  gonor¬ 
rhea.  Early  syphilis  may  be  treated  with  500 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4  Gm.  daily)  may,, 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin,; 
Lilly)  may  be  preferred  when  doses  larger 
than  4  Gm.  daily  are  considered  for  life  , 
threatening  situations.  If  more  than  2  Gm, 
of  cephaloridine  is  injected  daily,  the  patient; 
should  be  under  close  clinical  observation1* 
for  changes  in  renal  function  or  be  hospital-flic 
ized.  In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus¬ 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se¬ 
vere  infections.  A  daily  total  of  100  mg.  per, g 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac¬ 
teremia)  or  when  any  infection  seems  over¬ 
whelming,  intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with  1 
intramuscular  injection.  For  very  suscepti¬ 
ble  organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2  to  4  Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha¬ 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubber-  1 
stoppered;  1  Gm.,  10-ml.  size,  rubber- 1.: 
stoppered.  [0821691  t 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


—Jill 
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m.d.'s  in  the  news 


Eugene  P.  Pendergrass,  M.D.,  emer¬ 
itus  chairman  of  the  department  of 
radiology  at  the  Hospital  of  the  Uni¬ 
versity  of  Pennsylvania,  has  been  named 
chairman  of  the  Department  of  Health, 
Education  and  Welfare’s  (HEW)  Coun¬ 
cil  on  Health  and  Safety.  The  appoint¬ 
ment  came  from  HEW  Secretary  Elliot 
Richardson.  Dr.  Pendergrass  received 
the  PMS  Distinguished  Service  Award 
||  last  October. 


Donald  Berkowitz,  M.D.,  clinical 
issociate  of  medicine  at  Temple  Uni- 
'ersity  School  of  Medicine,  has  been 
lected  to  the  board  of  trustees  of  the 
American  College  of  Gastroenterology. 
)r.  Berkowitz  is  also  an  attending 
hysician  in  gastroenterology  at  the 
ilbert  Einstein  Medical  Center  in  Phila- 
elphia. 

Alexander  Minno,  M.D.,  of  Pitts- 
urgh,  recently  served  as  chairman  of 
le  American  Society  of  Internal  Med- 
ine’s  pharmaceutical  committee  meet- 
ig  held  in  Miami,  Fla.  Earlier  this 
par  he  conducted  two  medical  phar¬ 
macy  workshops  as  part  of  the  Uni- 
■.rsity  of  California,  San  Francisco 
ranch’s  continuing  education  program. 

James  A.  Shaver,  M.D.,  has  been 
pointed  associate  professor  of  medi- 
le  at  the  University  of  Pittsburgh 
Ihool  of  Medicine.  Dr.  Shaver  is  also 
je  director  of  the  cardiac  diagnostic 
boratories  of  the  Presbyterian-Uni- 
vsity  Hospital  and  chairman  of  the 
learch  committee  for  the  Western 
Iinsylvania  Heart  Association. 

IS!  | 

iteli  Herbert  C.  Mansmann,  M.D.,  has 
ms  bn  appointed  medical  director  of  the 
(ildren’s  Heart  Hospital  in  Philadel- 
pa.  Dr.  Mansmann  is  associate  pro- 
fnor  of  medicine  at  Jefferson  Medical 
,  ss  Cilege,  director  of  Immunological  Al- 
®|  U(y  Research  Division  of  the  medical 
cnege  and  director  of  the  Pediatric 
Chic  at  Jefferson.  He  has  also  served 

ie  as 

(,s  ajpresident  of  the  Pennsylvania  Al- 
i. ps  ley  Association  and  is  well  known 
of  fc  his  work  in  pediatric  allergy  and 
imunology. 

George  C.  Griffith,  M.D.,  a  cardi- 
io  gist  and  former  member  of  the  staff 
olhe  Presbyterian-University  of  Penn- 
syania  Medical  Center  in  Philadelphia 
w;  honored  at  the  center’s  annual 
mting.  Dr.  Griffith  received  the 


Saunders  Award  from  Paul  J.  Cupp, 
president  of  the  board  of  trustees, 
and  Richard  H.  Helfant,  M.D.,  the 
newly  appointed  chief  of  cardiology 
at  the  center. 

Mayer  A.  Green,  M.D.,  Pittsburgh, 
served  as  an  official  representative  of 
the  AMA  to  the  Seventh  International 
Congress  of  Allergy  in  Florence,  Italy. 
During  the  groups  scientific  session 
Dr.  Green  presented  a  paper  entitled 
“Heads  Up  Approach  to  the  Treatment 
of  Status  Asthmaticus,”  which  he  co¬ 
authored  with  Richard  L.  Green,  M.D. 

A  semi-annual  lecture  program  hon¬ 
oring  James  Z.  Appel,  M.D.,  a  Lan¬ 
caster  physician  who  served  as  presi¬ 
dent  of  the  AMA  in  1965-66,  has  been 
established  by  the  staff  of  the  Lan¬ 
caster  General  Hospital.  The  first  lec¬ 
ture  was  given  in  November  by  Dana 
Farnsworth,  M.D.,  director  of  Uni¬ 
versity  Health  Services  at  Harvard  Uni¬ 
versity. 

Thomas  H.  Ainsworth,  Jr.,  M.D., 
Bryn  Mawr,  was  recently  named  asso¬ 
ciate  director  of  the  American  Hospital 
Association  and  chairman  of  the  asso¬ 
ciation’s  committee  on  physicians. 


Garfield  G.  Duncan,  M.D.,  a  world- 
famous  authority  on  diabetes  with  a 
lengthy  affiliation  with  the  Pennsyl¬ 
vania  Hospital  in  Philadelphia,  recently 
donated  a  complete  set  of  the  twenty 
books  he  had  published  during  his 
career  to  the  hospital’s  library.  Al¬ 
though  Dr.  Duncan  officially  retired 
from  the  directorship  of  the  division 
of  medicine  and  head  of  the  depart¬ 
ment  on  metabolism  and  nutrition,  he 
has  continued  to  serve  the  hospital  as 
a  consulting  physician. 

Among  recent  appointments  at  Jef¬ 
ferson  Medical  College  are  Gordon  F. 
Schwartz,  M.D.,  as  assistant  professor 
of  surgery  at  Jefferson  and  director  of 
the  surgical  training  program  at  the 
college’s  hospital;  Diron  O.  Mikaelian, 
M.D.,  assistant  professor  of  otolaryn¬ 
gology,  and  Gordon  P.  Holt,  M.D.,  as 
assistant  professor  of  otolaryngology. 

J.  Joseph  Danyo,  M.D.,  a  York 
Hospital  orthopedic  surgeon,  has  been 
elected  the  first  president  of  the 


newly-formed  American  Association 
for  Hand  Surgery.  The  association, 
based  in  Detroit,  Mich.,  will  hold  its 
first  meeting  in  Montreal,  Canada  this 
year.  Dr.  Danyo  is  also  president  of 
the  Detroit-based  J.  L.  Posch  Hand 
Society. 

Christian  M.  Hansen,  Jr.,  M.D., 
New  Hope,  was  honored  by  Haverford 
College  when  he  was  named  as  a 
recipient  of  the  1970  Haverford  Award. 
The  award  is  presented  annually  to 
alumni  who  best  reflect  the  college’s 
stated  concern  that  knowledge  be  ap¬ 
plied  to  socially  useful  ends.  At  pre¬ 
sent  Dr.  Hansen  is  director  of  child 
health  services  at  the  Trenton  Neighbor¬ 
hood  Family  Health  Center. 

Charles  S.  Cameron,  M.D.,  president 
of  Hahnemann  Medical  College  and 
Hospital,  received  the  Clement  Cleve¬ 
land  Award  for  his  dedicated  service 
to  the  cause  of  cancer  control.  Dr. 
Cameron  is  the  author  of  the  best 
seller  The  Truth  About  Cancer. 


SARA  H.  SMALL  accepts  the 
Franklin  County  Centenarian 
Award  from  Herman  A.  Gilda, 
M.D.,  her  family  physician.  Also 
in  attendance  are  (center)  Jo¬ 
seph  O.  Strife,  M.D.,  president 
of  the  Franklin  County  Medical 
Society,  and  (right)  John  P. 
Manges,  M.D.,  secretary  of  the 
society. 
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A.  Richard  Kendall,  M.D.  and 
Lester  Karafin,  M.D.,  Philadelphia 
physicians  and  recipients  of  the  1970 
Christian  R.  and  Mary  F.  Lindback 
Award  for  distinguished  teaching  in 
the  clinical  sciences  at  Medical  Col¬ 
lege  of  Pennsylvania,  have  donated 
their  $1,000  award  money  toward  the 
establishment  of  a  new  stoma  clinic  at 
MCP.  Dr.  Karafin,  professor  of 
urology  and  head  of  the  section,  and 
Dr.  Kendall,  clinical  associate  pro¬ 
fessor  of  urology,  estimate  that  there 
are  thousands  of  patients  in  need  of 
this  type  of  service. 

S.  Philip  Bralow,  M.D.,  Philadel¬ 
phia,  professor  of  medicine  at  Jef¬ 
ferson  Medical  College  and  guest 
speaker  at  the  recent  Southern  District 
Medical  Association  of  Puerto  Rico's 
annual  convention,  was  named  an  hon¬ 
orary  member  of  the  association. 
During  the  convention  Dr.  Bralow  dis¬ 
cussed  hepatitis  and  gastric  cancer, 
participated  in  a  panel  on  shock,  and 
served  as  a  consultant  at  the  scientific 
sessions. 


DR.  COON  DR.  COURSIN 


Two  Pennsylvania  physicians,  J.  M. 
Coon,  M.D.,  Philadelphia,  and  David 
B.  Coursin,  M.D.,  Lancaster,  have  had 
articles  published  recently  in  Modern 
Medicine.  Dr.  Coon,  who  authored 
“Food  Toxicology:  Safety  of  Food 
Additives,”  is  the  chairman  of  the 
department  of  pharmacology  at  Jef¬ 
ferson  Medical  College.  “Relationship 
of  Nutrition  to  Mental  Growth  and 
Development”  was  the  article  written 
by  Dr.  Coursin,  who  is  presently  the 
director  of  the  Research  Institute  at  St. 
Joseph  Hospital  in  Lancaster. 

Joseph  J.  Sandler,  M.D.,  British 
psychoanalyst  and  an  associate  of 
Anna  Freud,  has  been  appointed  a 
visiting  professor  in  psychoanalysis  at 
Medical  College  of  Pennsylvania. 
Among  his  published  works  is  the 
book  Toward  A  Basic  Psychoanalytic 
Model,  published  in  1969.  Dr.  Sandler 


will  speak  twice  each  year  in 
Philadelphia  and  participate  in  confer¬ 
ences  and  teaching  programs  for  medi¬ 
cal  students,  residents  and  faculty. 

David  S.  Smith,  M.D.,  director  of 
the  division  of  inpatient  services  at  St. 
Christopher's  Hospital  for  Children, 
Philadelphia,  has  been  elected  the 
president  of  the  Philadelphia  Pediatric 
Society  for  1971.  The  society,  now 
seventy-five  years  old,  is  the  nation's 
oldest  pediatric  society.  Dr.  Smith  also 
holds  a  professorship  at  Temple  Uni¬ 
versity  School  of  Medicine. 

Among  the  recent  appointments  at 
the  University  of  Pittsburgh  School  of 
Medicine  are:  John  Hitchcock,  M.D., 
now  associate  professor  of  psychiatry; 
Benito  Lombardi,  M.D.,  professor  of 
pathology;  Patricia  Anne  Hoffee, 
M.D.,  associate  professor  of  microbi¬ 
ology;  and  Niel  Wald,  M.D.,  chairman 
of  the  department  of  radiation  health 
at  Pitt's  Graduate  School  of  Public 
Health. 

The  Urological  Association  of 
Pennsylvania,  Inc.  has  announced  its 
1971  officers.  Robert  H.  Bradley, 
M.D.,  Philadelphia,  has  been  named 
president;  Marshall  U.  Rumbaugh, 
M.D.,  Kingston,  was  elected  president¬ 
elect;  and  Josiah  F.  Reed,  Jr.,  M.D., 
Harrisburg,  was  elected  secretary- 
treasurer. 

Carmela  F.  de  Rivas,  M.D.,  for¬ 
merly  director  of  the  Norristown  State 
Hospital,  has  joined  the  staff  of  the 
Penn  Foundation  for  Mental  Health  at 
Sellersville.  She  will  act  as  staff  psychi¬ 
atrist  for  the  foundation.  Dr.  de  Rivas 
recently  was  appointed  a  member  of 
the  medical  assistance  advisory  council 
of  the  Department  of  Public  Welfare. 
She  is  a  member  of  the  PMS  Commis¬ 
sion  on  Mental  Health/Mental  Retar¬ 
dation. 

Vincent  G.  Hawkey,  M.D.,  Mead- 
ville,  was  honored  at  a  recent  Craw¬ 
ford  County  Medical  Society  meeting. 
Dr.  Hawkey,  a  private  practitioner  and 
surgeon,  was  presented  with  a  plaque 
in  recognition  of  his  fifty  years  of 
service  in  medicine.  William  A.  Lim- 
berger,  M.D.,  president  of  the  PMS 
made  the  presentation. 

More  than  100  radiologists  from 


around  the  world  gathered  recently  t 
honor  their  teacher,  Eugene  P.  Per, 
dergrass,  M.D.,  emeritus  professor  c 
radiology  at  the  University  of  Pennsyi 
vania.  The  members  of  the  Association 
of  Pendergrass  Fellows,  founded  ii 
1920  by  and  for  residents  who  studiei 

I 

with  Dr.  Pendergrass,  celebrated  Dt 
Pendergrass  seventy-fifth  birthday 
which  he  had  marked  October  6  wheii 
he  received  the  PMS  Distinguishe< 
Service  Award. 

Paul  S.  Porter,  M.D.,  Mt.  Lebanon 

I 

was  elected  president-elect  of  th< 
newly  formed  Dermatology-Genetic 
Society.  The  society  is  an  internationa 
organization  of  physicians  and  special 
ists  interested  in  genetic  disease  effect; 
upon  the  skin.  Dr.  Porter  is  head  o 
the  dermatology  section  of  the  Fall 
Clinic,  operated  by  the  Presbyterian 
University  Hospital  in  Pittsburgh. 

Charles  E.  Hartman,  M.D.,  Gler 

Rock,  is  York  County's  new  coroner 
He  succeeds  H.  Malcolm  Read,  whc 
died  late  last  year.  The  appointment 
made  by  the  former  Governoi 
Raymond  P.  Shafer,  expires  in  1973. 

Two  new  section  heads  have  beer 
named  by  Pennsylvania  Hospital. 
Peter  F.  Binnion,  M.D.,  was  named 
head  of  the  section  of  cardiology  and 
Richard  H.  Rothman,  M.D.,  was  made 
head  of  the  section  of  Orthopedic  Sur¬ 
gery.  At  this  time  Dr.  Binnion  was 
named  an  associate  professor  and  Dr. 
Rothman  an  assistant  professor  at  the 
University  of  Pennsylvania  School  of 
Medicine. 

Leonard  Bachman,  M.D.,  director 

of  the  division  of  anesthesiology  at  the 
Children's  Hospital  of  Philadelphia, 
has  been  elected  chairman  of  the  com¬ 
mittee  of  anesthesiology  of  the  Ameri¬ 
can  Academy  of  Pediatrics.  Dr. 
Bachman  is  also  a  professor  of  anes¬ 
thesiology  at  the  University  of  Penn¬ 
sylvania  School  of  Medicine. 

William  N.  Mebane,  M.D.,  Phila¬ 
delphia,  a  pediatrician  and  member  of 
the  board  of  managers  of  the  St.  Chris¬ 
topher's  Hospital  for  Children,  has 
been  named  chairman  of  the  Pennsyl¬ 
vania  Chapter  of  the  American 
Academy  of  Pediatrics.  His  term  ex¬ 
tends  through  1973. 
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IRS  Rules  Affect  M.D.’s,  Insurance  Companies 


New  Internal  Revenue  Service  regul¬ 
ations  affecting  physicians  and  insur- 
:nce  companies  have  been  in  force 
ince  January  1  of  this  year  and  not- 
o-quiet  epithets  from  the  companies 
;  re  spreading  across  the  land. 

The  regulations  require  insurance 
:ompanies  to  report  payments  made  to 
‘health  care  providers”  directly  to  the 
nternal  Revenue  Service. 

The  regulation  was  established  to 
educe  the  number  of  "health  care  pro¬ 
viders"  who  fail  to  report  as  income  all 
uch  monies  they  receive.  A  Treasury 
Department  survey  last  year  disclosed 
hat  such  reporting  failures  may  have 
aken  place  with  about  one-tenth  of 
>ne  per  cent  of  the  physicians  in  the 
nation  —  a  record  that  any  other  seg- 
nent  of  the  population  could  envy. 

That  was  the  goal.  But  the  result  has 
)een  increased  insurance  costs  because 
)f  the  massive  amount  of  record 
ceeping  the  regulation  forces  on  insur- 
mce  companies  and  government  pro- 
tram  fiscal  agents. 

More  Paper  Work 

The  regulation  requires  physicians 
"under  penalty  of  law"  (a  $5.00  fine 
for  each  instance)  to  furnish  the  insur¬ 
ance  companies  or  fiscal  agent  with 
their  taxpayer  identification  number 
which  usually  is  the  Social  Security 
number  or,  if  it  is  different,  the  em¬ 
ployee  identification  number  assigned 
by  the  IRS. 

Thus,  Pennsylvania  physicians  are 
finding  claim  forms  and  payment 
drafts  rubber  stamped  with  a  notice 
that  is  similar  to  this  one: 

"Attention  medical  provider.  Under 
Section  6401  in  Revenue  Ruling  69- 
595  we  are  required  to  report  certain 
payments  to  doctors  and  other  medical 
providers.  Under  Section  6109  we  are 
required  to  request  and  you  are 
required  under  penalty  of  law  to  fur¬ 
nish  your  taxpayer  identification 
number,  either  your  employee  iden¬ 
tification  number  or  your  Social  Secu¬ 
rity  number." 

By  way  of  explanation,  the  ruling 
mentioned  directs  that  any  payments 
made  to  health  care  providers  under 


health,  accident  and  sickness  insurance 
plans,  or  under  medical  assistance  pro¬ 
grams  which  were  assigned  by  the  in¬ 
sured  and  paid  directly  to  the  supplier, 
are  to  be  reported  by  the  payor  to  the 
Internal  Revenue  Service. 

Federal  Programs  Included 

In  the  case  of  federally  supported 
health  programs  such  as  Medicare, 
Medicaid  and  the  Federal  Employees’ 
Health  Insurance  Program,  the  ruling 
applies  to  both  direct — assigned — 
claims  and  indirect — unassigned — 
claims.  With  private  insurance  policies 
and  health  plans,  the  ruling  requires 
filing  only  with  respect  to  payments 


made  directly  or  jointly  to  the  provid¬ 
er. 

Only  payments  totaling  $600  or 
more  during  a  calendar  year  need  be 
reported  by  the  firms  but  in  order  to 
make  that  determination,  they  have 
been  forced  to  keep  records  of  all 
payments  and  to  identify  all  payments 
with  the  taxpayer  identification 
number  of  the  recipients. 

The  ruling  identifies  health  care 
providers  as  any  one  delivering  per¬ 
sonal  health  care  service  to  an  individ¬ 
ual.  This  includes  physicians,  dentists, 
nurses,  special  medical  clinics,  profes¬ 
sional  associations,  proprietary  hospi¬ 
tals,  extended  care  facilities,  home 
health  agencies,  etc. 


SHOWN  ABOVE:  New  officers  for 
1971  installed  at  a  recent  meeting 
of  the  Delaware  County  Medical  So¬ 
ciety  are  (left  to  right)  Past  Pres¬ 
ident  Conrad  A.  Etzel,  M.D.,  Secre¬ 
tary  Hunter  S.  Neal,  M.D.,  President- 
Elect  Otto  F.  Muller,  M.D.,  President 
John  H.  Wigton,  M.D.,  Vice- 
President  David  L.  Mudrick,  M.D., 
and  Treasurer  Philip  J.  Esgro,  M.D. 
At  the  right,  PMS  President  William 
A.  Limberger,  M.D.  (left)  presents 
the  PMS  Fifty  Year  Award  to  Fer¬ 
dinand  W.  Nyemetz,  M.D.  of  Media 
(right). 
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Dr.  Blain  To  Lead_  Education ,  Research 

New  Superintendent  At  Byberry 


Franklyn  R.  Clarke.  M.D.,  has  been 
appointed  superintendent  of  Philadel¬ 
phia  State  Hospital  (PSH)  at  Byberry, 
the  state's  largest  psychiatric  facility. 

Dr.  Clarke,  who  has  been  assistant 
superintendent  in  charge  of  patient 
care  at  PSH  since  1966,  succeeds 
Daniel  Blain,  M.D.  He  is,  at  44,  one  of 
the  youngest  men  to  head  a  Common¬ 
wealth  hospital  and  the  first  staff 
member  of  Byberry  to  be  appointed  its 
superintendent. 

Dr.  Blain,  director  of  Philadelphia 
State  Hospital  at  Byberry  since  1966, 
moves  to  a  newly  created  post  as  as¬ 
sistant  superintendent  for  research  and 
education. 

Menninger  trained.  Dr.  Clarke  com¬ 
pleted  his  psychiatric  residency  at  the 
famed  Topeka,  Kansas,  clinic  and  is 
the  only  Commonwealth-employed 
psychiatrist  to  graduate  from  there.  He 
has  been  a  prime  mover  behind  PSH’s 
decentralized  move  to  the  unit  system, 
which  has  divided  Byberry  into  a 
series  of  semi-autonomous  hospitals, 
each  serving  people  from  specific  areas 
of  the  city  and  lower  Bucks  County, 
and  each  working  with  community 
agencies  to  develop  aftercare  pro¬ 
grams. 

In  accepting  his  appointment.  Dr. 
Clarke  outlined  these  plans: 

1.  An  open  door  policy  on  more  pa¬ 
tient  wards  and  buildings. 

2.  A  wipeout  of  the  last  vestiges  of 
patient  peonage. 

3.  A  continuing  change  in  the  hospi¬ 
tal’s  role  to  a  transient,  psychiatric 
treatment  facility  which  brings  pa¬ 
tients  to  the  point  where  they  can  re¬ 
ceive  long-term  therapy  at  their  com¬ 
munity  mental  health  centers. 

4.  Reduction  in  the  patient  census  to 

1,100. 

5.  Recruitment  of  top-level  people 
with  the  skills  essential  to  team  treat¬ 
ment  rather  than  custodial  care. 

6.  A  full-time  treatment  program, 
seven  days  a  week,  evenings  and  week¬ 
ends,  for  every  patient  in  the  hospital. 

Dr.  Clarke  called  for  modifying  staff 
attitudes  with  a  basic  belief  that  every 
patient  can  be  helped.  “We  have 
posted  a  patient  Bill  of  Rights  in  every 
ward  in  our  hospital,”  he  declared. 


“We  have  guaranteed  him  his  civil 
rights  as  a  patient,  but  nowhere  have 
we  guaranteed  that  we  will  accord  him 
the  same  dignity  as  an  adult  human 
being  which  we  accord  to  people  who 
do  not  have  a  mental  illness.” 

Dr.  Clarke  has  risen  steadily 
through  a  variety  of  positions  at 
Philadelphia  State  Hospital  since  1960 
when  he  came  to  Byberry  as  a  staff 
psychiatrist.  He  became  clinical 
director  of  an  intensive  treatment  unit 
from  1962  to  1964,  and  director  of 
professional  education  from  1964  to 


DR.  CLARKE 


1966.  As  assistant  superintendent.  Dr. 
Clarke  was  responsible  for  the  design 
and  implementation  of  Byberry's  dra¬ 
matic  patient  reduction  from  more 
than  6,000  to  2,500  residents.  In  the 
same  post  he  brought  together  thera¬ 
peutic  specialists  in  dance,  art,  and 
drama  for  a  new  creative  arts  therapy 
department.  Under  his  leadership, 
PSH  has  reorganized  its  vocational  ad¬ 
justment  services  to  provide  job 
testing,  counseling,  and  training  to  aid 
in  returning  patients  to  community 
life. 

Originally  trained  as  a  clinical  psy¬ 
chologist — he  earned  his  bachelor's 
and  master's  degrees  in  the  field  from 
Penn  State  University  in  1949  and 
1950,  respectively;  he  received  his 
medical  training  at  Jefferson  Medical 
College.  From  1944  to  1947  he  served 
as  a  lieutenant  in  the  U.S.  Maritime 
Service,  and  from  1958  to  1960  he  was 
assigned  by  the  Navy  to  the  Psychia¬ 
tric  Observation  Unit  at  the  Marine 
Corps  Recruit  Training  Depot,  Paris 


Island,  S.C. 

Dr.  Clarke  is  a  diplomate  of  th 
American  Board  of  Psychiatry  an( 
Neurology  and  assistant  professor  o 
clinical  psychiatry  at  Thomas  Jefil 
ferson  University.  He  serves  on  the  I 
boards  of  the  Lutheran  Children'«[l 
Bureau  and  the  Bucks  County  Psychial 
trie  Center.  He  is  active  in  the  Menta 
Health  Association  of  Southeaster 
Pennsylvania. 

Dr.  Blain,  who  is  given  major  credit  I 
for  changing  Byberry  from  a  custodial 
into  a  rehabilitative  facility,  will  work 
on  a  part-time  basis. 

“Placing  research  and  education  on 
an  equal  status  with  clinical  and  ad¬ 
ministrative  services  moves  us  closer 
toward  our  stated  goals  of  involving  all 
hospital  personnel  in  some  form  of 
continuing  education  and  including 
everyone  in  a  hospital-wide  curiosity 
quest  which  could  lead  to  studies,  j 
surveys  and  research  projects,”  he  said. 

Dr.  Blain  described  PSH's  depart¬ 
ment  of  education  as  being  in  the  van¬ 
guard  of  state  hospitals  for  its  exten¬ 
sive  training  for  all  levels  of  staff,  from 
psychiatric  aides  to  psychiatric  resi¬ 
dents.  Among  almost  fifty  courses  are 
high  school  equivalency  classes  for  pa¬ 
tients  and  staff,  university  graduate 
and  undergraduate  credit  courses, 
training  for  activities  therapists,  orien¬ 
tation  of  new  employees,  as  well  as 
courses  for  supervisory  personnel  and 
mental  health  workers. 

Plans  include  the  expansion  of  ex¬ 
isting  programs  with  area  medical 
schools,  schools  of  nursing,  depart¬ 
ments  of  clinical  psychology,  anthro¬ 
pology  and  sociology.  These  will  be  ac¬ 
companied  by  increased  field  service 
training  of  social  workers,  psy¬ 
chologists  and  other  professionals.  Dr. 
Blain  explained. 

“As  a  leading  training  center  for 
mental  health  and  mental  retardation 
personnel,  we  will  continue  to  find 
more  effective  use  of  manpower,"  he 
declared.  “An  example  is  our  psychia¬ 
tric  training  for  student  nurses,  where 
affiliated  schools  supply  their  own  fac¬ 
ulty  and  our  pioneer  mental  health 
worker  training  program  for  college 
graduates.” 
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Shock-Trauma  Unit  Opens  At  Hahnemann 


Traumatic  injury  from  highway, 
ome  and  industrial  accidents,  fire, 
ivil  disorder,  and  violence  is  increas¬ 
ing  at  an  alarming  rate.  The  wide  spec- 
rum  of  accidental,  combat-like  inju- 
es,  such  as  burns,  concussions,  frac- 
ures,  shock,  gunshot  and  knife 
vounds,  come  under  the  broad  catego- 
y  of  trauma.  However,  there  is  no 
ledical  specialty  devoted  exclusively 
o  the  study  and  treatment  of  trauma. 

A  prototype  patient  service,  the  new 
ietty  and  Milton  Kroungold  Shock- 
rauma  Unit,  at  the  Hahnemann  Med- 
cal  College  and  Hospital  of  Philadel- 
>hia  is  a  model  of  multidisciplinary 
are  of  shock  and  trauma  patients.  The 
init  and  its  supporting  laboratories 
ost  in  excess  of  $250,000. 

This  five-bed  unit  is  supported  by  a 
:ore  laboratory  directly  adjacent  to  the 
init,  and  a  critical  care  laboratory 
vhich  will  function  around  the  clock 

Mew  Film  Shows 
Jses  of  Lasers 

The  clinical  application  of  one  of 
he  wonders  of  modern  science  —  the 
aser  light  beam  —  is  demonstrated  in 
new  medical  film  starring  a  trio  of 
cientific  specialists. 

Produced  by  The  Upjohn  Company, 
Calamazoo,  the  film  shows  how  expert 
lands  can  use  lasers  with  startling  ef¬ 
fectiveness  in  procedures  ranging  from 
prevention  of  blindness  in  diabetics  to 
emoval  of  brain  tumors,  and  even 
kin  tattoos. 

The  cast  includes  a  neurosurgeon, 
kn  ophthalmologist  and  a  dermatolo¬ 
gist,  each  illustrating  the  versatility  of 
asers  with  respect  to  his  own  spe¬ 
cialty.  They  show  how  the  microscop- 
c,  intensely  hot  light  beams  can  be 
controlled  to  slice  through  soft  tissue 
with  little  or  no  loss  of  blood. 

'  The  19-minute  film,  titled  “Clinical 
Applications  of  Lasers,”  was  produced 
as  a  professional  service  by  Upjohn  for 
viewing  by  audiences  in  the  medical 
fields.  The  16  mm.  film  is  available  on 
a  temporary  free-loan  basis.  Requests 
for  prints,  listing  alternate  dates, 
should  be  addressed  to  Upjohn  Profes¬ 
sional  Film  Library,  7000  Portage 
Road,  Kalamazoo,  Mich.  49001. 


to  provide  vital  information  for  the 
maintenance  of  life  under  conditions 
of  trauma  and  shock. 

On  a  regional  basis,  the  staff  of  the 
Kroungold  Shock  Trauma  Unit  will 
serve  as  consultants  to  surgeons  and 
physicians  who  treat  severely  injured 
patients  in  area  hospitals.  “The  first 
purpose  of  the  unit  and  its  supporting 
laboratories,”  according  to  Charles  C. 
Wolferth,  M.D.,  professor  and 
chairman  of  the  department  of  sur¬ 
gery,  “is  to  deliver  the  needed  medical 
care  swiftly  and  efficiently  to  severely 
injured  patients.  In  addition,  we  hope 
to  conduct  studies  of  the  specific 
problems  associated  with  shock  and 
trauma  to  add  new  knowledge  to  the 
pathophysiology  of  the  injured.  Educa¬ 
tion  and  rehabilitation  are  inherent  in 
the  program,”  Dr.  Wolferth  explained. 
“We  plan  to  train  medical  and 
paramedical  personnel  in  the  care  of 
shock  and  trauma  patients,  and  es¬ 
tablish  a  dynamic  rehabilitation  pro¬ 
gram.  The  final  objective,”  he  noted, 
“is  to  educate  the  public  about  trauma 
prevention  and  first  aid,  and  to  inform 


the  public  of  the  need  for  this  type  of 
unit  in  their  home  communities.” 

All  emergency  patients  are  seen  in 
the  emergency  room  first.  Those 
whose  diagnosis  of  shock  and  trauma 
are  verified  will  be  transferred  to  the 
special  unit  after  emergency  resuscita- 
tive  treatment.  They  will  remain  in  the 
shock  trauma  unit  during  the  most 
critical  part  of  their  recovery.  Then 
they  will  be  transferred  to  the  general 
hospital  area.  A  mobile  team  from  the 
shock  trauma  unit  will  follow  the  pa¬ 
tient  throughout  his  hospitalization.  If 
surgery  is  required,  the  patient  will  re¬ 
turn  to  the  unit  for  the  immediate 
post-operative  period. 

Council  Assigns  Study 

PMS  Council  on  Public  Service  has 
appointed  a  special  committee  to  study 
the  details  involved  in  participation  in 
the  Philadelphia  Bicentennial.  The 
members  are:  James  B.  Donaldson, 
M.D.,  Philadelphia;  H.  Robert  Davis, 
M.D.,  Boiling  Springs;  Wilson  Ever¬ 
hart,  M.D.,  Harrisburg;  and  Joseph 
Ichter,  M.D.,  Doylestown. 


A  LUNCHEON  RECESS  at  a  recent  meeting  of  the  PMS  Committee  on 
Objectives  found  members  enjoying  a  buffet  at  the  Society’s 
headquarters  building.  Shown  above  (left  to  right)  are  George  S.  Klump, 
M.D.,  Williamsport;  PMS  President  William  A.  Limberger,  M.D.;  and 
Committee  on  Objectives  Chairman  Wilbur  E.  Flannery,  M.D. 


MARCH,  1971 
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Liability  For 


Post-T  ransfusion 


Hepatitis 


ANTHONY  E.  MAAS,  M.D.,  ASSOCIATE  DIRECTOR 
Division  of  Laboratories,  Harrisburg  Polyclinic  Hospital 
Harrisburg 


Hospitals  and  blood  banks  across  the  nation  were 
shocked  recently  by  two  court  rulings  (Cunningham  vs. 
MacNeal  Memorial  Hospital,  Illinois  Supreme  Court,  Sep¬ 
tember  29,  1970,  and  Hoffman  vs.  Misericordia  Hospital  of 
Philadelphia,  267  A  2d  867,  1 9 7 0 )  in  liability  cases  against 
community  hospitals  for  post-transfusion  hepatitis.  In  both 
cases  the  courts  held  that  the  hospitals  were  liable  even 
though  they  might  have  done  everything  possible  to 
preclude  the  existence  of  the  hepatitis  virus  in  the  trans¬ 
fused  blood. 

This  strict  application  of  the  liability  laws  in  product  liti¬ 
gation  to  transfused  blood  is  sure  to  raise  the  indignation  of 
many  who  potentially  are  defendants  in  similar  suits,  and  it 
will  no  doubt  give  rise  to  concerted  legal  action  by  hospitals 
and  medical  societies  in  many  states  to  prevent  future  ac¬ 
tions  on  the  part  of  claimants  on  the  basis  of  these  two  prec¬ 
edents.  The  hospitals  and  blood  banks  rightfully  contend 
that  blood  is  not  a  product  for  sale,  but  a  service.  It  is  un¬ 
fortunate  that  the  practices  of  commercial  blood  banks, 
which  purchase  blood  from  professional  donors  to  sell  to 
customer  hospitals  at  a  profit,  suggest  to  the  courts  that 
blood  can  be  considered  a  marketable  product.  However, 


to  the  recipient.  The  service  aspect  of  the  blood  bank  | 
requires  that  the  bank  have  available  at  all  times  an  ade¬ 
quate  supply  of  blood  of  various  types  to  meet  demands 
around  the  clock,  and  the  limited  shelf  life  of  bank  blood 
represents  a  built-in  loss  factor  further  raising  the  costs  of* 
operation. 

Blood  bankers  as  a  group  probably  are  more  aware  than 
most  individuals  working  in  the  hospital  environment  of  the 
possibility  of  a  law  suit  in  the  event  that  undesirable  effects 
result  from  the  transfusion  of  blood.  The  administrative  and 
laboratory  setup  currently  required  for  approval  of  a  blood  i 
bank  by  the  American  Association  of  Blood  Banks  is 
designed  to  give  a  wide  margin  of  safety  for  blood  trans¬ 
fusion  therapy. 

The  strict  liability  rule  applied  to  blood  as  a  product  will 
certainly  give  rise  to  considerable  anguish  and  uncertainty  i 
in  workers  in  this  specialty,  particularly  because  there  is  no 
foolproof  way  to  determine  whether  a  unit  of  blood  does 
contain  the  virus:  a  fact  which  the  Illinois  Supreme  Court 
did  not  consider  a  valid  defense.  It  is  to  the  credit  of  the  na¬ 
tion's  hospitals,  blood  transfusion  therapists,  and  technical  • 
staff  that,  in  spite  of  these  recent  rulings,  they  have  con- 


The  Pennsylvania  Medical  Society,  in  accordance  with 
action  taken  by  the  Board  of  Trustees,  will  offer  assis¬ 
tance  to  the  defendants  when  the  appeal  of  the 
Philadelphia  case  is  heard  before  a  higher  court,  and  will 
enter  the  case  as  amicus  curiae  at  the  appropriate  time. 


the  vast  majority  of  blood  banks  in  the  nation  are  organized 
as  a  community  service,  and  the  donor  receives  no  other 
recompense  than  credit  for  blood  in  his  account  in  the  event 
that  he  or  a  member  of  his  family  would  ever  need  it.  The 
price  that  the  community  or  hospital  blood  banks  charge 
the  recipient  for  blood  covers  only  the  processing  and  ad¬ 
ministrative  expenses. 

Anyone  who  is  familiar  with  the  operation  of  a  blood 
bank  realizes  the  many  steps  that  are  involved  in  the 
processing  of  a  unit  of  blood  to  insure,  by  currently  avail¬ 
able  methods,  the  safety  as  well  as  the  effectiveness  of  the 
blood  for  the  duration  of  its  shelf  life.  The  blood  bank  was 
one  of  the  first  areas  in  the  hospital  laboratory  where  rigid 
quality  control  standards  were  applied;  and.  of  course,  the 
more  elaborate  the  control  procedures,  the  higher  the  cost 


tinued  to  provide  this  essential  service  in  modern  hospital  l 
practice  without  diminution. 

It  does  not  require  a  great  deal  of  imagination  to  realize  | 
what  conditions  would  exist  in  our  hospitals  without  the 
ubiquitous  availability  of  safe  and  reliable  blood  trans¬ 
fusions.  Many  lives  would  be  lost.  Many  individuals  with 
chronic  hematological  disorders  could  not  be  kept  alive. 
Many  patients  could  not  qualify  for  lifesaving  operations 
which  they  now  can  undergo  with  relative  safety.  Some  sur¬ 
gical  procedures  would  have  to  be  discontinued  altogether. 
There  is,  of  course,  no  turning  back  from  the  practice  of 
blood  banking  as  it  has  developed  over  the  years.  The  need 
for  blood  will  probably  continue  to  rise,  particularly  in  view 
of  the  increasingly  extensive  use  of  blood  component  thera¬ 
py  and  of  the  rising  popularity  of  plasmapheresis  for  the  re- 
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covery  of  essential  blood  clotting  factors.  What  has  to 
happen,  of  course,  is  that  the  medical  and  the  legal  profes¬ 
sions  will  have  to  join  to  resolve  the  semantic  and  philo¬ 
sophical  differences  that  currently  exist. 

The  development  of  a  reasonable  compromise  might  find 
its  expression  in  the  enlightened  opinion  of  a  higher  court 
in  an  actual  litigation,  or  in  legislation  that  is  acceptable  to 
the  hospitals  and  to  the  medical  profession.  It  is  of  the  ut¬ 
most  importance  that  hastily  conceived  legislation  to  bar 
the  bringing  of  suit  in  cases  of  this  type  be  avoided:  It  has  to 
be  recognized  at  the  outset  that  the  matter  of  liability  for 
transfusion-related  hepatitis  presents  a  problem,  the  solu¬ 
tion  of  which  requires  careful  consideration  of  all  possible 
angles  by  both  medical  and  legal  experts.  The  liability 
problem  is  not  limited  to  blood  transfusions.  It  might  con¬ 
ceivably  be  extended  to  donor  organs  such  as  kidneys  or 
»ki n  grafts.  Clearly  this  is  an  area  which  is  not  adequately 
covered  by  existing  law. 

The  courts,  in  recent  years,  have  had  the  tendency  to 

Ilecide  in  favor  of  those  suffering  the  adverse  consequences 
>f  medical  actions  designed  to  help  the  patient,  and  against 
hose  who  unwittingly  may  be  the  proximate  cause  for  inju- 
y  to  him.  The  legal  philosophy  behind  this  is  that  the  pa¬ 
tient  or  his  relatives  have  nowhere  to  turn  for  compensation 
or  the  injuries  suffered.  The  dilemma  in  which  we  find  our- 
elves  arises  in  part  out  of  our  inability  to  control  all  factors 
hat  come  into  play  in  the  therapeutic  intervention, 
lthough  many  of  the  risks  involved  can  be  rather  precisely 
alculated.  It  is  clear  that  if  the  above-named  legal  prece- 
ents  stand  in  higher  courts,  the  medical  profession  and  the 
lospitals  will  have  to  protect  themselves  with  huge  liability 
olicies  against  similar  suits,  provided  they  can  find  the  cas- 
alty  companies  to  underwrite  these  liabilities, 
j  At  present  the  medical  malpractice  and  liability  fields  are 
cgarded  as  unprofitable  by  many  insurance  underwriters 
ue  to  the  huge  awards  by  the  courts  to  plaintiffs  in  suc- 
jssful  liability  suits.  The  resulting  increased  costs  of  opera- 
pn  are  sure  to  be  passed  on  to  the  patient.  We  will  then 
ive  come  full  circle:  in  the  end  the  patients  will  pay  the 
•ice  for  this  insurance.  Would  it  not  be  more  logical  for 
e  recipient  of  the  service  to  carry  the  insurance  which 
ould  protect  him  against  the  financial  consequences  of  un- 
>ntrollable,  harmful  results?  Where  there  are  always  more 
ceivers  of  the  service  than  providers,  the  greater  spread  of 
e  risk  involved  may  make  it  practicable  for  the  health  in- 
:rance  industry  to  provide  such  coverage  in  the  form  of  an 
•  ditional  premium  to  be  paid  with  hospitalization  insur- 
;ce.  This  would,  of  course,  in  no  way  affect  the  liability  of 
t:  hospital  and  of  the  physician  and  his  assistants  in  cases 
Mere  adverse  results  from  blood  transfusions  result  from 
c  ions  inconsistent  with  good  medical  practice  or  where 
t:  doctrine  of  res  ipsa  loquitur  is  clearly  applicable. 

There  remains  also  the  problem  of  determining  in  an  in- 
i/idual  case  what  constitutes  post-transfusion  hepatitis  in 
t:  legal  sense.  The  fact  that  the  disease  arises  within  the  in- 
(bation  period  for  serum  hepatitis  is  in  itself  no  proof  that 
i  s  transfusion  related.  There  is  as  yet  no  laboratory  test  to 
cect  the  virus  in  the  blood  except  in  a  minority  of  donors 
crecipients. 

As  a  result  of  the  above-mentioned  decisions,  there  is  a 
ciger  that  the  practice  of  blood  banking  will  be  curtailed 


severely  to  the  detriment  of  patients.  This  larger  risk  should 
be  weighed  against  that  of  the  recipient  who  may  contact 
hepatitis.  The  refinement  of  immunochemical  procedures 
which  currently  are  used  for  the  detection  of  Australia  an¬ 
tigen  may,  in  the  near  future,  eliminate  a  significant  per¬ 
centage  of  hepatitis  virus  carriers  from  the  donor  pool, 
resulting  in  decrease,  if  not  complete  elimination  of  the 
problem. 

A  consensus  of  opinion  in  the  matter  of  liability  for 
post-transfusion  hepatitis  between  the  medical  and  the  legal 
community  is  urgently  needed.  As  C.P.  Snow  once  said:  “It 
is  at  the  border  zone  between  two  different  disciplines  that 
real  progress  can  be  made.”  We  are  looking  forward  to 
these  results. 


IWRCH,  1971 
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Emergency  Medical  Care 


Doctors  Must  Treat  Weak  Link 


Surveys  have  proven  definitely  that  a  victim  of  an  emer¬ 
gency  has  a  four  times  better  chance  of  survival  if  his  emer¬ 
gency  situation  occurs  in  an  urban  rather  than  in  a  rural 
area.  The  geographical  factor  in  this  serious  problem  is  ob¬ 
viously  unavoidable  and  is  also  beyond  manipulation.  The 
Pennsylvania  Medical  Society  through  its  Commission  on 
Emergency  Medical  Services  under  the  Council  on  Educa¬ 
tion  and  Science  has  worked  for  three  years  on  a  program 
to  improve  emergency  room  care  throughout  the  state.  Ul¬ 
timately  this  program  should  put  better  hospital  facilities 
and  emergency  care  within  much  easier  reach  of  the  widely 
disseminated  population  of  all  our  rural  communities. 

Our  attention  must  then  turn  to  the  remaining  weak  link 
in  Emergency  Medical  Services  .  .  .  ambulance  services. 
The  quality  of  training  and  equipment,  the  quantity  of 
ambulance  services  and  their  strategic  locations  are  so  vari¬ 
able  throughout  the  state  that  two  surveys  have  revealed 
that  ambulance  services  range  from  very  good  to  more  dan¬ 
gerous  than  no  service  at  all.  One  survey  was  conducted  by 
the  Department  of  Health  with  the  stimulus  of  the  National 
Highway  Safety  Act  of  1966  which  has  a  basic  requirement 
for  each  state  to  establish  adequate  emergency  care  pro¬ 
grams.  To  this  end  a  sum  of  money  has  been  allotted  on  a 
matching  basis  for  upgrading  certain  local  services  which 
have  qualified  for  such  assistance. 

The  Pennsylvania  Ambulance  Association  with  the  en¬ 
couragement  and  assistance  of  the  Pennsylvania  Trauma 
Committee  of  the  American  College  of  Surgeons  has  con¬ 
ducted  another  survey  on  a  more  personal  contact  basis. 
This  second  survey  looked  deeper  into  significant  de¬ 


tails  such  as:  (1)  The  quality  and  frequency  of  training  pro¬ 
grams  for  attendants;  (2)  The  number  of  ambulances  and 
rescue  trucks  including  evaluation  of  the  equipment  in  use; 
(3)  Special  consideration  to  communications  which  is  im¬ 
portant  to  coordinate  services  with  the  firemen,  the  police, 
and  the  emergency  rooms,  and  to  facilitate  dispatching  and 
to  prevent  overlap  of  coverage  and  (4)  The  need  to  pin-'i 
point  the  areas  of  minimal  or  total  lack  of  coverage. 

The  migrating  population  of  today  tends  to  scrutinize  any 
new  community  on  the  basis  of  what  they  consider  the 
“right"  to  have  adequate  ambulance  services  just  as  it  scru¬ 
tinizes  the  school  system,  the  local  hospital,  the  fire  and 
police  protection.  The  National  Highway  Safety  Act  of 
1966  has  made  this  “right"  a  matter  that  must  be  dealt  with 
and  has  given  it  Federal  Government  status.  Consequently 
there  must  now  be  complete  community  involvement,  and 
no  one  is  more  capable  or  more  duty-bound  than  the 
physician  to  lead  the  unification  of  the  involvement  of  the 
hospitals,  the  ambulances,  the  local  administration,  the  fire- 
police  organizations,  and  the  members  of  the  community  in 
general. 

The  proper  and  obviously  easiest  starting  point  for  such 
programs  in  your  own  community  is  through  an  Emergency 
Medical  Services  Committee  of  your  county  medical  soci¬ 
ety.  Assistance  in  any  programs  may  be  obtained  through 
the  headquarters  of  the  Pennsylvania  Medical  Society  by 
directing  inquiry  to  the  Commission  on  Emergency  Medical 
Services  of  the  Council  on  Education  and  Science. 

Frank  H.  Ridgley,  M.D. 

Commission  on  Emergency  Medical  Services 


Licorice  Intoxication 


Licorice  intoxication  as  a  cause  of  metabolic  alkalosis 
and  hypokalemia  appears  in  this  issue  of  PENNSYLVANIA 
MEDICINE.  The  hyperaldosterone-like  clinical  picture 
produced  by  excessive  licorice  ingestion  is  striking.  One 
cannot  help  but  get  the  feeling  that,  when  the  cause  of  the 
intoxication  in  the  current  case  reported  by  Robinson  et  al. 
is  considered,  even  more  cases  will  be  discovered.  Substi¬ 
tuting  food  and  candy  by  people  giving  up  the  cigarette 
habit  is  a  commonly  used  way  to  try  and  cope  with  the  urge 
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to  smoke.  The  potential  serious  consequences  of  licorice  in¬ 
toxication  and  the  use  of  licorice  as  an  oral  substitute  for 
smoking  should  alert  the  practicing  physician  to  this  haz¬ 
ard.  The  emphasis  by  Robinson  et  al.  on  the  seriousness  of 
hypokalemia  is  well  deserved  particularly  in  pointing  out  its 
detrimental  effects  on  cardiac  rhythm  and  renal  function. 
The  need  for  public  and  physician  awareness  to  licorice  in¬ 
toxication  is  self-evident. 

DAS 

PENNSYLVANIA  MEDICINE 


Let  George  Say  It 


Rural  Groups  and  Young  Doctors 


o 


GEORGE  A.  ROWLAND,  M.D. 
Millville 


(Private  solo  practice  has  lost  much  of  its  charm  to  new 
octors  entering  the  field  in  America  today.  There  are  many 
^asons  why  this  is  so.  In  the  first  place,  there  are  the  in- 
reasing  attractive  alternatives  with  hospitalization,  pension 
Ians,  and  paid  vacations.  Add  to  this  the  fact  that  govern- 
lental  agencies  are  ever  putting  more  obstacles  in  the  path 
f  the  private  practitioner.  Paper  work  alone  requires  that 
e  start  out  with  at  least  one  full-time  employee.  Many  of 
le  advantages  of  salaried  practice  are  denied  him  entirely 
"iless  he  takes  the  lengthy  and  expensive  path  toward  in- 
>rporation. 

The  greatest  deterrent  to  private  practice  still  is  the  natu- 
1  disinclination  to  unnecessary  work.  Starting  a  practice 
volves  time  and  effort.  It  is  necessary  to  find  an  office, 
iy  equipment,  hire  help,  establish  hospital  relations,  and 
re  for  10,000  details.  On  the  other  hand,  a  job  interview, 
satisfactory,  completes  all  the  pre-employment  arrange- 
mts  and  the  young  man  fresh  out  of  a  residency  can  walk 
to  an  already  prepared  office  and  start  seeing  patients  the 
st  thing  Monday  morning. 

With  literally  thousands  of  salaried  positions  open  to 
ibdical  graduates,  it  is  surprising  that  there  are  still  a  few 
lrdy  souls  ready  to  go  into  business  for  themselves.  They 
it  not  too  numerous.  I  would  like  to  see  figures  on  how 
rtny  new  practices  have  been  initiated  in  Pennsylvania  in 
€ph  of  the  last  ten  years.  I  suspect  that  the  curve  would 


show  a  marked  diminution.  Unfortunately,  many  of  the 
men  going  into  salaried  practice  are  not  applying  their  med¬ 
ical  degree  to  the  care  of  patients.  Many  positions  in  gov¬ 
ernment,  administration,  industry  and  teaching  are  remote 
from  patient  care. 

In  other  parts  of  this  nation,  medical  groups  have  prolif¬ 
erated  and  these  regularly  advertise  attractive  openings  for 
suitably  prepared  men.  Such  offerings  present  to  the  young 
doctor  the  opportunity  to  practice  medicine  and  care  for  pa¬ 
tients,  the  simplicity  of  entering  an  already  established  prac¬ 
tice,  and  usually  a  chance  for  advancement  to  a  full  part¬ 
nership  in  a  few  years.  Although  there  is  evidence  that  such 
arrangements  are  increasing  in  Pennsylvania,  they  are  still 
few  in  number,  especially  in  the  physician-poor  rural  areas. 

Many  efforts  have  been  and  are  being  made  to  induce 
young  doctors  to  enter  rural  practice.  Group  medicine 
could  increase  the  attraction.  Solo  physicians  should  make 
the  effort  to  take  on  associates.  Partnerships  and  groups  al¬ 
ready  in  existence  should  arrange  to  open  their  rosters  and 
make  the  facts  known.  It  will  not  immediately  solve  the 
problem  of  maldistribution  of  medical  care  but  it  will  be  a 
step  in  the  right  direction.  The  few  doctors  who  still  have 
the  fortitutde  to  establish  themselves  in  private  practice  will 
always  do  so.  Some  of  the  others  may  be  lured  into  the 
boondocks  if  easy,  comfortable  employment  is  more  avail¬ 
able. 


Thoughts  On  The  Legalization  Of  Abortion 


\bortion,  as  a  surgical  method  of  family  planning,  is  as 
emomically  unsound  as  it  is  inevitable. 

the  demographers  point  out  to  us  that  in  every  country 
were  abortion  on  demand  is  law,  abortion  has  become  the 
rn  pmcipal  method  of  population  control.  Japan  is  an  ex- 
ctent  example  with  one  termination  of  pregnancy 
ej  reprded  for  every  two  live  births.  The  majority  of  women 
inheir  reproductive  years  are  capable  of  achieving  one 
ptgnancy  a  year.  Currently  an  “in  hospital1'  termination 
cos  a  minimum  of  $500.  Prevention  of  that  pregnancy  by 
th’most  effective  but  most  controversial  method  available 
toty  cannot  possibly  cost  more  than  $50  a  year.  From 
stctly  an  economic  point  of  view  abortion  as  a  method  of 
faily  planning  appears  to  be  irresponsible. 

rom  the  standpoint  of  safety,  if  one  looks  at  the  figures 
caring  morbidity  and  mortality  from  an  institution  such 
asohns  Hopkins  Hospital,  there  can  be  no  question  that 
fir  trimester  abortion  is  much  safer  than  carrying  any 
pninancy  to  term  and  experiencing  labor  and  delivery. 
Apn  it  would  seem  that  improving  patient  care  in  an  ef- 
foi  to  reduce  the  risk  involved  in  pregnancy,  labor,  and 
deitery  would  be  more  desirable  than  terminating  a  preg- 
na*y. 

}h  the  other  hand  it  occurs  to  me  that  only  those  who 


ascribe  to  the  philosophy  that  “we  may  not  interfere  with 
life”  after  the  moment  of  fertilization  have  any  logical 
grounds  to  moralize  about  abortion,  and  certainly  I  agree 
that  the  “moralist”  must  worry  about  the  life  of  a  North 
Vietnamese  as  he  worries  about  the  fate  of  a  six-week 
embryo  if  his  argument  is  to  be  valid. 

In  the  near  future  the  right  of  a  woman  to  decide  not 
only  if  she  should  become  pregnant  but  if  she  will  remain 
pregnant  will  be  established  by  the  Supreme  Court.  Al¬ 
though  I  personally  will  be  content  if  I  never  take  part  in 
another  termination  of  pregnancy,  it  seems  proper  that  we 
as  physicians  cease  to  afflict  the  population  with  our  per¬ 
sonal  attitudes  but  instead,  provide  our  patients  with  accu¬ 
rate  information  so  they  might  make  intelligent  decisions 
regarding  family  planning,  whether  that  decision  involves 
the  rhythm  method,  I.U.D.’s,  oral  contraception,  or  abor¬ 
tion.  Abortion  as  a  method  of  population  control  and  fami¬ 
ly  planning  will  soon  be  a  reality  and  we  would  spend  our 
time  more  wisely  in  trying  to  find  the  best  way  to  provide 
this  service  to  our  patients  rather  than  to  debate  our  per¬ 
sonal  attitudes  about  the  subject. 

Gerald  Malick,  M.D. 

The  Medical  Record 
Berks  County  Medical  Society 
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Gone  with  the  win* 
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The  gas/acid  group  of  disorders 

The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a  rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a  therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  •  duodenal  ulcer  •  heartburn  •  gastric  hyperacidity  • 
gastritis  •  dyspepsia 

when  the  patient  prefers  the  convenience  of  a  tablet ,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a  liquid ,  select 

ilain-Gel®  Liquid 

lIso  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
igent  only:  Silain®  (simethicone)  Tablets 

Hanger,  A.:  Med.  Times  3^:150  (Feb.)  1966. 


nnouncing  the  “Antgasid” 

ilain-Gel 


ablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

ne  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


I'H'DOBINS  A.H.  Robins  Company,  Richmond,  Virginia  23220 
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sterile  solution  ( 300  mgl  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride ,  U  pjphn) 


and  single-dose  2 1 
disposable  syringe 


to 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  490 


For  your  convenience 
in  2  ml.  and  10  ml.  vials... 


Bcc.  Vt 


i  once-popular  treatment  for  back  pains 
las  to  have  the  seventh  son  of  a  seventh  son 
land  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a  hot  roasted  onion  to  the  ear. 


or  headache,  a  sovereign  remedy  was 
o  wear  a.snakeskin  round  one's  head. 


A  realistic 
approach 

to  pain 
relief 


mpirin 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

tach  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2  1  /  2, 
llspirin  gr.  3  1  /  2,  Caffeine  gr.  1  /  2. 

keeps  the  promise 
of  pain  relief 

|3.W.  &  Co.'  narcotic  products  are 
hlass  "B",  and  as  such  are  available  on  oral 
>rescription,  where  State  law  permits. 

lap  BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC. 

;IZi  Tuckahoe.  N.Y. 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 

Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a  nonprescription  multivitamin 
containing  B 

Vitamin  B6  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B6)...and  helps  ensure 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a  pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  Information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) .  15  mg 

Riboflavin  (vitamin  B2) .  15  mg 

Niacinamide . 100  mg 

Calcium  pantothenate .  20  mg 

Cyanocobalamin  (vitamin  Bl2) .  5  meg 

Folic  acid . 0.5  mg 

Ascorbic  acid  (vitamin  C) . 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  Bt)  which  has  been  reported1,2  to  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a  substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a  water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  etal.:  Trans.  Amer.  Neurol.  Assoc.,  94: 81, 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  210: 1255, 1969. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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The  treatment  of 


impotence 

\  due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician's  psychological  support  is  confirmed 
#  '  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4  strengths: 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  .  .2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 

Thyroid  Ext. (Vi  gr.)  . .  .30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  _ 64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
BC0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  .  .2.5  mg. 
Thyroid  Ext.  (’/4  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCL . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .  10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin  . 5  mg. 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
r'?  cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
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Gen  Prac  25:6,  1962  4.  Heilman,  L.t  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher, 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J  Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila¬ 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

111.,  1959,  pp.  79-99. 


Write  for  literature 


and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A  Gentle  Cerebral  Stimulant  and  Vasodilator 


8 


17% 


POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl, .  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole .  100  mg. 

Nicotinic  Acid . 100  mg. 

Ascorbic  Acid . 100  mg. 

Thiamine  HCt .  25  mg. 

1 -Glutamic Acid.... .  50 mo. 

Niacinamide .  .  5  mg. 

Riboflavin .  2  mg. 

Pyridoxine . .  3  mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


iREfER  TO 

PDR 


/  n THE  brown  PHARMACEUTICAL  CO. 

2500  W. 6th  St. , Los  Angeles, Calif . 90057 
Write  for  Product  Catalog 
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She  has  a  plan  that  works. 
She  has  one  plan  for  the 
class.  And  they  really  respond. 

She  has  another  plan  just 
for  herself.  A  medication  plan 
for  her  hypertension.  And  she's 

Iilso  responding  beautifully. 
More  than  just  another 
mtihypertensive,  Ser-Ap-Es 
:an  be  a  whole  medication  plan 
or  living  with  hypertension. 

Does  it  get  good  marks  for 
:omfort? 

Excellent.  Because 
ier-  Ap-Es  controls  blood  pres- 
;ure  effectively,  dosage  of each 
:omponent  is  lower  than  if  pre- 
icribed  alone,  usually  minimiz¬ 
ing  side  effects.  However,  side 
effects  may  occur  (see  prescrib- 
ng  information). 

Designed  with  the  kidney 
n  mind? 

Hydralazine  maintains 
pr  increases  renal  blood  flow. 
And  the  brain  too? 
Hydralazine  also  relaxes 
cerebral  vascular  tone.  And 
"eserpine  has  beneficial  calm- 
ng  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her  " 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet,  it's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 

25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey  2/4524 
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A  valuable  hospital  antibiotic 
—when  there  is  no  time 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu¬ 
monias  or  neonatal  sepsis— Kantrex®  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0  years  of  experience  confirm  the  continuing  effectiveness  of  K 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph 


B;f  Summary  of  Prescribing 
Inrmation:  6-9/15/69.  For  com- 
p:e  information,  consult  Official 
P-kage  Circular. 

Ir cations:  Infections  of  the  urinary,  res- 
pitory  and  gastrointestinal  tracts  and  of 
si .  soft  tissues,  bone,  periosteum  and  blood 
di  to  sensitive  organisms.  Culture  and  sensitivity 
st lies  should  be  performed. 

Gtraindications:  A  history  of  hypersensitivity  to  the  drug. 

Pi  r  auditory  damage  by  kanamycin  or  other  agents  may  be  a  contrain- 
dition  if  effective  alternative  therapy  is  available. 

Wnings:  Since  the  drug  is  excreted  almost  entirely  by  glomerular 
fibtion,  renal  malfunction  can  cause  abnormally  high  serum  levels  of 
kcamycin  which  may  prove  ototoxic.  Assess  renal  function  periodi¬ 
ca,  both  before  and  during  therapy.  Renal  dysfunction  or  pre-renal 
azemia  sharply  increase  the  risk  of  ototoxicity  and  permanent  deaf- 
ne In  such  cases  decrease  the  size  and  frequency  of  doses.  Discontinue 
kcamycin  and  check  hearing  if  azotemia  increases.  In  older  patients 
ar  patients  receiving  a  total  dose  in  excess  of  1 5  Grams,  watch  care- 
fu  for  signs  of  ototoxicity. 

Pftautions:  If  mycotic  or  bacterial  superinfection  occurs,  discontinue 
kaamycin  and  initiate  appropriate  therapy.  Cumulative  ototoxic  effects 
m  be  produced  by  concurrent  or  consecutive  use  of  other  ototoxic 
dr  is.  High  doses  may  cause  irritation  at  injection  sites.  The  drug  should 
ncoe  physically  mixed  with  other  antimicrobials. 

Aorse  Reactions:  Severe  irreversible  hearing  loss  may  occur.  Stop 


Because  of  potential  ototoxicity,  folio 
official  package  circular. 


carefully  as  outlined  in  the 


therapy  if  tinnitus,  subjective  hear¬ 
ing  loss  or  high  frequency  loss  de¬ 
velop.  Signs  of  renal  irritation  may 
appear  (casts,  cells,  proteinuria).  If  renal 
function  is  normal,  such  irritation  is  revers¬ 
ible  and  is  not  necessarily  an  indication  for  stop¬ 
ping  therapy.  Skin  eruptions  have  been  noted 
rarely.  To  avoid  neuromuscular  paralysis  with  respira¬ 
tory  depression,  postpone  intraperitoneal  instillation  in  post¬ 
operative  patients  until  recovery  from  anesthesia  and  muscle  relaxants 
is  complete. 

Dosage  and  Administration:  The  usual  dose  is  7.5  mg./Kg./12  hours 
I.M.  The  average  adult  dose  is  1  Gram  daily  and  should  not  exceed  1 .5 
Gram  even  in  the  heaviest  patients.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response 
occurs  in  5  days,  stop  therapy  and  recheck  the  bacterial  sensitivities. 
Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into  the 
upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials 
after  48  hours. 

Supplied:  Rubber  capped  vials  as  a  ready-to-use  sterile  aqueous  solu¬ 
tion  in  two  concentrations:  0.5  Gm.  in  2  ml.  1 .0  Gm.  in  3  ml. 

Also  available— Pediatric  Injection  75  mg.  in  2  ml. 

A.H.F.S.  Category  8: 12.28 


- 1  BRISTOL  LABORATORIES 

BRISTOL  Division  of  Bristol-Myers  Company 
_ 1  Syracuse.  NewVork  1 3201 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  protession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Cardiac  Abnormalities 
Due  To  Licorice  Intoxication 


HAROLD  J.  ROBINSON,  M.D.,  F.A.C.P. 
FRANK  S.  HARRISON,  M.D. 
and 

JOSEPH  T.  L.  NICHOLSON,  M.D. 
Bryn  Mawr 


POTASSIUM  was  recognized  by 
Ringer  in  1883  as  essential  for 
normal  myocardial  function.1  Struc¬ 
tural  as  well  as  functional  ab¬ 
normalities  of  the  cardiovascular 
system  resulting  from  potassium  ion 
depletion  have  been  well  documented.2 
/  •/  •  l  t  1  •  in  Hypokalemia  has  been  associated  with 

Within  the  infant  rind  of  this  weak  flower  multiple  etiologies  including  pro- 

,  ,  longed  diarrhea  or  vomiting,  familial 

poison  hath  residence ,  and  medicine  power.  periodic  paralysis,  primary  aldos¬ 

teronism,  a  variety  of  renal  ab¬ 
normalities,  diabetic  acidosis,  severe 
alkalosis,  versene  poisoning,  and  cor- 
Romeo  and  Juliet,  Act  II,  Sc.  iii  ticosteroid  or  diuretic  therapy.3  The 

kaluretic  effect  of  licorice  ingestion  is 
a  less  frequently  considered  etiology 
for  potassium  ion  depletion.4 

The  case  reports  of  licorice  induced 
hypokalemia  reviewed  by  other  au¬ 
thors  emphasized  the  disturbances  of 
neuromuscular  function,  renal  func¬ 
tion,  acid  base  equilibrium  and  hyper¬ 
tension.  The  case  reported  below,  how¬ 
ever,  describes  significant  cardiac  dys- 
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function  associated  with  licorice  inges¬ 
tion. 


Case  Report 

A  73  year  old  retired  man  experi¬ 
enced  the  sudden  onset  of  palpitations 
and  dyspnea  during  moderate  exertion. 
This  was  associated  with  pallor, 
diaphoresis,  and  fecal  incontinence. 
There  was  no  cyanosis,  cough  or  chest 
discomfort.  He  had  never  previously 
had  a  serious  illness  or  signs  or 
symptoms  of  myocardial  decompensa¬ 
tion,  coronary  artery  insufficiency  or 
thrombophlebitis.  He  had  been  both¬ 
ered  by  a  morning  cough  until  he 
stopped  smoking  three  months  earlier. 
For  the  previous  three  weeks  he  had 
been  aware  of  polydipsia  and  a  dry 
throat.  He  was  first  examined  by  his 
physician  two  hours  after  the  episode 
of  palpitation  and  dyspnea  and  found 
to  have  a  blood  pressure  of  150/85  and 
no  evidence  of  myocardial  decompen¬ 
sation.  However,  the  heart  was  rapid 
and  irregular. 

Several  hours  later  an  EKG  was 
found  to  be  abnormal  and  the  patient 
was  brought  to  the  emergency  ward  of 
the  Bryn  Mawr  Hospital  for  admis¬ 
sion.  At  that  time  he  was  slightly 
cyanotic  and  dyspneic  but  had  warm, 
dry  skin.  His  blood  pressure  was 
200/110  but  soon  thereafter  fell  to 
150/90.  His  pulse  was  120  beats  per 
minute  and  irregular.  The  neck  veins 
were  slightly  distended  and  a  promi¬ 
nent  and  occasionally  irregular  A  wave 
(not  “cannon”)  was  followed  by  a 
small  V  wave.  Diminished  breath 
sounds  and  hyperresonance  were  as¬ 
sociated  with  occasional  wheezes.  The 
heart  was  not  enlarged.  The  first  heart 
sound  was  constant  in  intensity  and  an 
occasional  brief,  faint,  apical,  systolic 
murmur  was  heard.  There  were  no 
gallop  sounds.  His  abdomen  was 
normal.  There  was  no  calf  tenderness 
or  pedal  edema. 

An  EKG  showed  a  supraventricular 
tachycardia  of  140  beats  per  minute 
with  frequent  premature  atrial  con¬ 
tractions,  the  latter  occasionally 
blocked.  An  intraventricular  conduc¬ 
tion  defect  was  present  (Figure  1).  Ox¬ 
ygen  and  heparin  were  started  and 
during  the  next  twelve  hours  he  was 
digitalized  intravenously  and  showed 
improvement.  However,  the  EKG  then 
showed  a  supraventricular  tachycardia 
at  190  beats  per  minute  with  two  to 


one  AV  block.  Quinidine,  80  mgs.  IM 
was  administered  followed  by  200 
mgs.  orally  every  six  hours.  The 
supraventricular  rate  then  increased  to 
210  per  minute  with  a  two  to  one 
block  and  shifting  supraventricular 
focus  (Figure  1).  Digitalis®  (Lilly)  was 
withheld  and  quinidine  stopped. 
Serum  electrolytes  showed  a  marked 
hypokalemic  alkalosis  with  a  potassi¬ 
um  of  2.5  milliequivalents  per  liter  and 
a  bicarbonate  of  74  volumes  percent 
with  a  capillary  pH  of  7.525.  In¬ 
travenous  potassium  chloride  was  ini¬ 
tiated. 

The  patient  denied  consuming  ant¬ 
acids,  unusual  foods,  or  any  of  his 
wife’s  thiazide  tablets.  He  had  had  no 
vomiting  or  diarrhea.  There  was  no 
history  of  hypertension  or  kidney 
disease.  In  fact,  there  was  no  explana¬ 
tion  for  his  marked  hypokalemia  until 
that  night,  twenty  four  hours  after  ad¬ 
mission,  when  he  jokingly  suggested 
that  the  licorice  he  ate  might  be  the 
culprit!  He  had  consumed  approxi¬ 
mately  124  gms.  daily  for  the  past 
three  months  as  a  substitute  for  the 
cigarettes  he  had  discontinued.  The 
diagnosis  of  licorice  intoxication  was 
then  suspected.  The  urine  specific 
gravity  was  1.010  and  a  pH  6.75.  In¬ 
travenous  potassium  chloride  was 
increased  and  two  twenty  four  hour 
urine  collections  were  sent  for  aldos¬ 
terone  determinations  (Figure  2). 

Within  twenty-four  hours  of  ini¬ 
tiating  intravenous  potassium  chloride, 
regular  sinus  rhythm  appeared.  The 
serum  potassium  was  then  3.4 
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milliequivalents  per  liter.  However 
there  followed  two  episodes  of  acutt 
dyspnea  and  diaphoresis  associatec 
with  a  rise  in  blood  pressure  tc 
210/130  and  a  tachycardia  of  18( 
beats  per  minute  with  the  appearance 
of  moderate  rales  and  wheezes.  Both  ol 
these  episodes  had  been  precipitated 
by  straining  at  stool  and  both 
responded  to  emergency  treatment 
with  oxygen,  Aminophyllin®  (Searle), 
and  resumption  of  digoxin.  Soon  after 
the  second  episode  his  blood  pressure 
fell  to  80/50  and  a  serum  potassium 
was  found  to  be  2.9  milliequivalents 
per  liter.  SGOT’s  had  been  normal  and 
an  LDH  was  slightly  elevated  at  610 
units.  The  blood  sugar,  BUN,  and  T3 
in-vitro-uptake  were  normal. 

On  the  third  day  Aldactone® 
(Searle)  25  mgs.  q.i.d.  was  initiated. 
The  pulse  rate  ranged  between  80  to 
110  beats  per  minute  and  there  were 
some  dependent  wheezes  and  rales.  On 
the  fourth  day  there  was  another  dysp¬ 
neic  crisis  similar  to  those  described 
above  but  now  associated  with  a  tem¬ 
perature  of  104  degrees  rectally. 
Penicillin  was  initiated  but  was 
replaced  48  hours  later  by  Ampicillin 
in  a  dose  of  9  gms.  daily  intravenously. 
Rust-streaked  thick  sputum  was  cul¬ 
tured  and  pneumococci  were  grown. 
There  was  a  leukocytosis  of  13,350 
with  a  slight  shift  to  the  left.  The  blood 
cultures  were  negative.  A  similar  epi¬ 
sode  of  marked  dyspnea  again  oc¬ 
curred  on  the  sixth  hospital  day  and 
was  associated  with  atrial  fibrillation. 
The  patient  had  become  incontinent 
and  had  a  poor  oral  intake.  However, 
by  the  eighth  hospital  day  he  had 
improved. 

The  urine  potassium  excretion  rose 
to  119  milliequivalents  in  twenty-four 
hours  and  the  serum  potassium  was  4.4 
milliequivalents.  Intravenous  potassi¬ 
um  chloride  was  discontinued.  By  the 
tenth  day  the  patient  had  become 
afebrile  and  his  appetite  improved.  A 
sinus  tachycardia  with  occasional 
PAC’s  persisted.  The  serum  potassium 
was  again  normal  and  remained  so 
.throughout  the  rest  of  his  hospital¬ 
ization  without  benefit  of  potassium 
supplement. 

Subsequently  the  patient’s  pulse 
slowed,  although  occasional  premature 
contractions  persisted.  Antibiotics 
were  stopped.  The  urine  aldosterone 
levels  collected  on  the  second  and 
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ird  day  were  reported  as  being  3 
id  4  micrograms  respectively  (normal 
'o  to  twenty-six  micrograms  per  24 
>urs).  Aldactone  was  stopped  but 
igitalis  continued. 

Throughout  the  early  part  of  the  pa¬ 
int’s  illness  the  EKG  had  shown  left 
is  deviation  and  symmetrical  T-wave 
version  in  leads  2,3,AVF,  and  V-4,5, 
id  6.  The  influence  of  hypokalemia, 
e  arrhythmia,  and  Digitalis  was  ap- 
eciated  but  the  possibility  of 
lyocardia  injury  secondary  to  the 
I  pokalemia  was  also  considered.  By 
le  time  of  discharge  the  T-waves  had 
iiproved  to  normal  and  the  residual 


ST  segment  change  could  be  attributed 
to  Digitalis  effect  (Figure  1). 

Prior  to  discharge  a  repeat  urine  al¬ 
dosterone  was  obtained  and  again 
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ology  at  the  University  of  Penn¬ 
sylvania  School  of  Medicine’s  Grad¬ 
uate  Division.  Dr.  Harrison  is  the 
acting  chief  resident  at  Bryn  Mawr 
Hospital,  and  Dr.  Nicholson,  attend¬ 
ing  physician  for  the  service  of 
internal  medicine  at  Bryn  Mawr 
Hospital. 


found  to  be  normal.  However,  the 
urine  specific  gravity  remained  low 
and  rose  to  only  1.013  following 
twelve  hours  of  abstinence  from  fluid. 
The  probability  of  tubular  changes  sec¬ 
ondary  to  hypokalemia  were  consid¬ 
ered. 

A  subsequent  urine  analysis  after 
discharge  showed  a  normal  specific 
gravity  of  1 .026  and  pH  of  6. 

The  patient  was  discharged  after 
thirty-three  days  in  good  condition  on 
Digitalis  maintenance.  He  was 
requested  to  abstain  from  ingestion  of 
licorice! 


Discussion 

In  1946,  Rivers  observed  that  20  per 
cent  of  his  patients  treated  for  gastric 
ulcer  with  a  crude  extract  of  licorice 
developed  weight  gain  and  edema.5 
Groen  et  al.  recorded  the  beneficial  ef¬ 
fects  of  administering  licorice  to  Ad¬ 
dison  disease  patients.6  Licorice  was 
then  shown  to  cause  sodium  and  chlo¬ 
ride  retention  with  increased  potassi¬ 
um  excretion  in  normal  man.7  The  ac¬ 
tive  compound  was  found  to  be 
glycyrrhizic  acid.8  This  acid  had  ini¬ 
tially  been  investigated  by  Bergman  in 
1933  and  was  determined  to  be  a  com¬ 
bination  of  glucuronic  acid  and 
glycyrrhetinic  acid.  The  latter,  being 
the  significant  compound  resembles  a 
cyclopentanophenanthrene  steroid.9  In 
1956  Lewis  and  Conn  outlined  a 
method  of  preparing  a  pure  glycyrrhi- 
zinic  acid  and  reported  the  metabolic 
and  physiologic  effects  exhibited  by 
normal  subjects.10  The  patients  re¬ 
ceived  4  to  6  gms.  of  ammonium 
glycyrrhezinate  per  day.  The  authors 
confirmed  that  this  active  principal  of 
licorice  induced  retention  of  sodium 
chloride  and  water  and  produced  an 
increase  in  urinary  potassium  excre¬ 
tion.  They  also  found  an  inhibition  of 
endogenous  production  of  ACTH.10 
To  further  qualify  the  substance  as  an 
active  mineral  corticoid,  a  patient 
taking  large  quantities  of  licorice  (55 
gms./day)  was  given  spironolactone  by 
Salassa.  Spironolactone  successfully 
reversed  the  change  in  the  potassium 
and  sodium  excretion  abnormalities 
correcting  the  hypokalemic  alkalosis. 
No  aldosterone  was  detectable  in  the 
patient’s  urine.11 

In  Welt’s  review  of  the  con¬ 
sequences  of  potassium  depletion  the 
cardiovascular  effects  are  placed  into 
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structural  and  functional  categories.1 
The  common  feature  of  structural 
change  is  muscle  necrosis.  The  suben¬ 
docardial  and  papillary  muscle  areas 
are  the  most  extensively  involved.  The 
earliest  changes  observed  are  swelling 
and  loss  of  muscle  striation.  Fibers 
then  become  necrotic  and  disappear 
and  the  nuclei  shrink.  The  appearance 
of  leukocytes  is  followed  by  the 
presence  of  tissue  macrophages  and 
fibroblastic  proliferation.2,12, 13  The 
two  clinical  cases  reported  by  McAllan 
revealed  widespread  myocardial  fi¬ 
brosis  with  normal  coronary  arteries. 
He  concluded  that  a  long  severe  potas¬ 
sium  depletion  may  result  in  signifi¬ 
cant  myocardial  damage.2  Congestive 
heart  failure  may  result.14  Changes  in 
virtually  every  part  of  the  electrocar¬ 
diogram  have  been  also  reported.  Most 
commonly  observed  have  been  an  ST 
segment  depression  and  depressed  or 
inverted  T-waves  along  with  exaggera¬ 
tion  of  the  U-wave.  Investigators  agree 
that  the  electrocardiogram  pattern  is 
not  consistently  related  to  the  serum 
potassium  level  or  total  potassium  def¬ 
icit.1,15  The  increased  myocardial  ex¬ 
citability  associated  with  hypokalemia 
sometimes  results  in  an  arrhythmia. 
The  most  common  are  ventricular  and 
atrial  premature  contractions  but 
bigeminal  rhythm,  atrial  flutter,  and 
tachycardia  have  also  been  ob¬ 
served.1,16 

In  1956  Reiman  and  Schwartz 
reported  five  cases  of  nephropathy  sec¬ 
ondary  to  potassium  depletion.  These 
changes  are  characterized  primarily  by 
impaired  tubular  function  resulting  in 
a  concentration  defect  which  is  resis- 
tent  to  vasopressin  administration.17 
Alterations  of  acidification,  depression 
of  glomerular  filtration  rate,  and  an 
increased  susceptibility  to  pyelon¬ 
ephritis  have  also  been  reported.  The 
most  common  pathologic  changes  in 
human  subjects  is  vacuolization  of  the 
tubular  epithelium  primarily  of  the 
proximal  convoluted  tubules.  No  sig¬ 
nificant  glomerular  or  vascular 
changes  have  been  observed.17  The 
renal  abnormalities  were  reversible  in 
most  of  the  reported  cases.  Polydipsia 
has  been  noted  and  may  be  related  to 
the  impaired  concentration  process.1 

In  addition  to  sodium  and  water  re¬ 
tention  and  potassium  depletion, 
hypertension,  occasionally  severe,  has 
been  reported  as  a  consequence  of  lic¬ 


orice  ingestion.18  Thus,  all  the  effects 
of  hyperaldosteronism  have  been  dem¬ 
onstrated  and  indeed  these  effects  have 
been  blocked  by  the  use  of  Spironolac¬ 
tone.11  Unlike  hyperaldosteronism, 
however,  licorice  induced  pseudoal¬ 
dosteronism  is  not  associated  with  a 
rise  in  aldosterone  secretion  nor  a 
supression  of  plasma  renin  activity.19 

Conclusion 

Until  our  patient  volunteered  the 
history  of  habitual  licorice  ingestion 
no  etiology  for  his  severe  hypokalemic 
alkalosis  was  apparent.  Never  known 
to  be  hypertensive,  he  consistently  de¬ 
nied  a  history  of  gastrointestinal  or 
renal  disease  and,  despite  our  suspi¬ 
cion,  denied  ever  using  his  wife’s 
diuretics.  We  believe  that  both  the 
arrhythmia  and  the  EKG  ab¬ 
normalities,  suggesting  myocardial  in¬ 
jury,  were  the  result  of  his  hypoka¬ 
lemia.  His  renal  tubular  insufficiency 
was  likewise  attributable  to  this  defect. 
After  his  discharge,  subsequent  tests  of 
urinary  PH  and  specific  gravity 
showed  a  return  to  normal.  Most 
recently,  six  months  after  he  was 
discharged,  his  urine  pH  was  6  and 
specific  gravity  1.026.  It  was  difficult 
for  us  to  determine  the  sequence  of 
events  during  his  recurrent  crises. 
Whether  acute  myocardial  decompen¬ 
sation,  a  recurrent  tachyarrhythmia,  or 
acute  hypertension  precipitated  these 
crises  is  uncertain.  The  latter  seems 
unlikely  since  he  responded  to  therapy 
for  congestive  failure  and  to  in¬ 
travenous  potassium  chloride  rather 
than  any  specific  antihypertensive 
measure. 

Although  the  motivation  for  our  pa¬ 
tient's  licorice  ingestion  was  more  jus¬ 
tified  than  that  of  the  alcoholics  who 
imbibed  the  crude  extract  when  en¬ 
joying  their  “un  boisson  de  Coco,”20 
the  effect  was  nonetheless  equally 
severe.  □ 
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Clinical  Applications  Of 
The  Australia  Antigen  Test 


T^*HE  DIAGNOSIS  of  viral  hep- 
X.  atitis  has  depended  upon  three 
basic  clinical  methods:  evaluation  of 
the  patient’s  history  and  physical 
findings,  laboratory  evidence  of  liver 
dysfunction  (especially  elevation  of 
SGP1 ),  and  needle  biopsy  of  the 
liver.  It  has  been  established  that  the 
true  incidence  of  hepatitis  is  from 
five  to  one  hundred  times  that  which 
is  diagnosed  because  most  cases  have 
a  mild  illness  without  jaundice  that 
pscapes  the  attention  of  the  physi¬ 
cian.1  Studies  on  post-transfusion 
hepatitis  indicate  that  the  majority 
of  cases,  as  determined  by  rise  in 
SGPT,  do  not  develop  jaundice  and 
many  have  no  symptoms. 1,2  Thus, 
there  must  exist  a  vast  reservoir  of 
hepatitis  ‘carriers’  capable  of  spread¬ 
ing  the  disease  by  blood  transfusion 
or  other  means.  The  lack  of  specific 
serologic  methods  for  detecting  hep¬ 
atitis  and  the  failure  to  isolate  a 
causative  agent  have  been  the  major 
obstacles  in  solving  this  problem. 

In  1963  Blumberg  made  an  obser- 
servation  which  later  proved  to  be  a 
crucial  step  in  the  development  of  a 
specific  serologic  test  for  viral  hep¬ 
atitis.3  While  studying  the  develop¬ 
ment  of  precipitating  antibodies  to 
serum  lipoproteins  in  patients  who 
had  received  many  blood  transfusions, 
Blumberg  found  an  antibody  in  the 
serum  of  a  hemophilia  patient  which 
reacted  with  the  serum  of  an  Aus¬ 
tralian  aborigine.  The  antigen  ap¬ 
peared  to  be  a  unique  substance 
and  not  a  normal  blood  component. 
It  was  given  the  name  Australia 
antigen,  abbreviated  Au  (l).4  When 
populations  were  studied  for  the 
presence  of  the  antigen  several  inter¬ 
esting  facts  emerged.  First,  the  an¬ 
tigen  was  very  rare  in  the  general 
United  States  population,  but  rather 
common  in  some  tropical  areas.4  It 
was  found  to  be  present  in  high  fre¬ 
quency  in  patients  with  the  following 
diseases:  viral  hepatitis,  both  ‘infec- 


VERONICA  E.  COYNE,  M.D. 

Philadelphia 

tious’  and  post-transfusion,  Down’s 
syndrome,  lepromatous  leprosy,  and 
leukemia.4'5  Studies  in  our  labora¬ 
tory,  later  confirmed  by  many  lab¬ 
oratories  throughout  the  world,  soon 
made  it  evident  that  the  presence  of 

Au  (1)  in  the  blood  was  clearly  associ¬ 
ated  with  viral  hepatitis.6'7'8'9'10'11'12 
Other  names  such  as  hepatitis  antigen, 
SH  antigen,  and  hepatitis  associated 
antigen  were  used  by  some  investigators 
to  emphasize  this  association. 

The  patients  with  Down’s  syndrome 
who  had  Au  (1)  were  found  to  have 
evidence  of  chronic,  anicteric  hepatitis, 
and  among  the  patients  with  leukemia 
the  presence  of  Au  (1)  was  associated 
with  a  history  of  blood  transfusion. 13 
Moreover,  the  transfusion  of  blood 
containing  Au  (1)  results  in  a  high 
incidence  of  hepatitis  and  Au  (1) 
among  the  recipients.14'15'16 

Australia  antigen  has  been  isolated 
from  the  blood  and  appears  as  virus¬ 
like  particles  under  the  electron  micro¬ 
scope.17  It  is  still  uncertain  whether 
Au  (1)  actually  is  a  virus,  some  com¬ 
ponent  of  a  virus,  or  a  cell  product 
formed  as  a  result  of  viral  infection.  In 
any  event,  the  finding  of  Au  (1)  in  a 
high  percentage  of  patients  with  viral 
hepatitis  and  its  absence  in  other 
liver  diseases  renders  the  Au  (1)  test 
a  useful  diagnostic  tool. 

Laboratory  Methods  for 
Detecting  Au  (1) 

Au  (1)  can  be  detected  by  a  variety 
of  immunologic  techniques.  The  anti¬ 
body  used  in  these  tests  can  be  pro¬ 
duced  in  rabbits,  mice,  guinea  pigs  and 
other  animals.  The  antibody  can  also 
be  found  in  the  blood  of  some  multiply- 
transfused  patients.  The  standard  meth¬ 
od  for  detecting  Au  (1)  has  been  the 
Micro-Ouchterlony  technique  which 
involves  double  diffusion  in  agar  gel. 18 
Wells  are  punched  on  a  plate  of  agar  gel. 
The  center  well  is  filled  with  anti¬ 
body  and  the  peripheral  wells  filled 
with  the  serum  or  other  fluid  to  be 
tested.  A  clear  precipitin  line  will 


occur  where  antigen  and  antibody 
meet  in  appropriate  concentrations. 
This  method  requires  twenty-four  hours 
before  an  initial  result  is  available. 
However,  it  is  relatively  easy  to  per¬ 
form  and  is  useful  in  screening  a  large 
number  of  samples. 

A  modification  of  the  double  dif¬ 
fusion  technique  has  now  been  devel¬ 
oped  and  applied  to  Au  (1).  This  is 
called  crossover  or  ‘reaction’  electro¬ 
phoresis19'20  and  takes  advantage  of 
the  fact  that  Au  (1)  and  the  antibody 
to  it  migrate  in  opposite  directions 
when  placed  in  an  electrical  field.  Anti¬ 
body  is  placed  in  a  well  near  the 
anode  and  the  serum  containing  the 
antigen  near  the  cathode.  When  current 
is  applied  the  antigen  and  antibody 
move  toward  each  other  and  a  pre¬ 
cipitin  band  will  form  where  they 
meet.  This  speeds  the  reaction  so  that 
a  result  is  usually  seen  in  one  to  one 
and  a  half  hours.  The  sensitivity  is  also 
increased  because  the  antigen  and  anti¬ 
body  are  being  concentrated  in  one 
direction.  This  method  may  prove 
to  be  the  ideal  way  of  rapid  testing  for 
Au  (1)  such  as  would  be  required  in 
blood  banks. 

Au  (1)  can  also  be  detected  by  a 
complement-fixation  test.21'22  This  test 
is  more  sensitive  than  immunodiffusion 
but  less  specific  and  somewhat  more 
difficult  to  perform.  Other  more  sensi¬ 
tive  methods  such  as  radio-immuno- 
precipitation  assay,  have  been  devel¬ 
oped  and  will  be  available  in  the  future. 


Significance  of  a  Positive 
Au  (1)  Test 

The  finding  of  Au  (1)  in  the  blood 
of  a  patient  suspected  of  hepatitis  gives 
strong  evidence  that  the  patient  has 
viral  hepatitis;a  negative  result  however 
does  not  rule  out  this  diagnosis.  The 
incidence  of  Au  (1)  in  hepatitis  varies 
in»  different  series.  In  most  reports  it 
has  been  found  in  about  60  to  80  per 
cent  of  cases  of  post-transfusion  hep¬ 
atitis  and  anywhere  from  0  per  cent  to 
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as  high  as  80  per  cent  in  cases  diagnosed 
as  infectious  hepatitis.5'6'10  It  has  been 
shown  that  Au  ( 1 )  appears  in  the  blood 
very  early  in  the  course  of  the  disease 
and  usually  before  any  signs  or  sym¬ 
ptoms  of  illness  appear.  The  usual 
course  in  acute  hepatitis  is  that  Au  (1) 
is  present  very  early,  and  disappears  by 
the  time  of  peak  rise  in  SGPT.  In  some 
cases  Au  (1)  has  been  detected  for 
only  one  or  two  days.  Therefore  it  is 
important  to  test  the  blood  of  sus¬ 
pected  hepatitis  patients  early  in  the 
illness  and  to  do  repeated  testing  on 
several  days.  In  some  patients  who 
have  a  prolonged  illness  Au  (1)  may 
persist  in  the  blood  for  several  weeks 
or  months.  In  these  patients  the  per¬ 
sistence  of  Au  (1)  for  more  than  four 
weeks  may  herald  a  course  of  chronic 
hepatitis.23  Some  people  with  per¬ 
sistent  Au  (1)  have  no  evidence  of 
liver  disease  by  clinical  laboratory 
studies  or  liver  biopsy.  Although  not 
sick,  they  potentially  may  transmit 
hepatitis  to  others. 

There  are  several  chronic  disorders 
which  are  associated  with  persistent 
Au  (1)  without  manifestations  of  acute 
liver  disease.  These  include  Down’s 
syndrome,  chronic  renal  disease,  lep- 
romatous  leprosy  and  leukemia.  All 
of  these  diseases  are  known  to  have 
some  degree  of  impairment  of  immune 
response.  These  patients  have  a  low 
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grade  form  of  hepatitis  which  may  not 
be  clinically  evident,  but  may  persist 
for  months  or  years.  Some  have  no 
evidence  of  hepatitis  at  all. 

Clinical  Applications 

In  addition  to  its  usefulness  in 
diagnosing  hepatitis  at  a  very  early 
stage,  the  Au  (1)  test  has  other  impor¬ 
tant  applications.  By  screening  all  blood 
donors  and  eliminating  all  Au  (1) 
positive  blood,  it  is  estimated  that  the 
incidence  of  post-transfusion  hepatitis 
could  be  decreased  by  about  25  per 
cent.17  With  more  sensitive  methods 
of  detecting  Au  (1)  that  percentage 
could  be  increased.  The  Au  (1)  test  has 
already  proven  its  usefulness  as  a 
means  of  surveillance  of  groups  that 
have  a  high  risk  of  contracting  hepatitis. 
These  include  laboratory  workers  in¬ 
volved  with  blood  or  blood  products 
whether  this  be  in  a  clinical  laboratory, 
industry  or  research;  animal  handlers 
working  with  non-human  primates  who 
have  been  shown  to  carry  Au  ( 1 ) ; 24 
and  patients  and  personnel  of  renal 
dialysis  units  where  ‘epidemics’  of 
hepatitis  have  been  reported.25'26  It 
would  also  be  of  value  in  surveillance 
and  control  of  hepatitis  in  institutions 
for  the  mentally  retarded,  and  perhaps 
other  closed  institutions. 

The  application  of  the  Au  (1)  test 
as  a  research  tool  are  far-reaching. 
Hopefully  it  will  lead  to  further  under¬ 
standing  of  the  pathogenesis  of  viral 
hepatitis  and  provide  some  insight 
into  the  variation  of  individual  response 
to  this  disease.  The  possibility  that 
Australia  antigen  is  a  virus  or  a  part  of 
a  virus  also  raises  hope  that  it  will  be 
instrumental  in  bringing  about  the 
isolation  of  the  causative  agent  of 
hepatitis.  □ 
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rHE  CLINICAL  and  pathological 
findings  of  Halothane  induced 
epatitis  have  recently  been  re- 
iewed. 1,2 

The  case  presented  is  that  of  a  pa- 
ent  with  halothane  induced  hepatitis, 
1  whom  hemolytic  anemia  was  an  ac- 
ompanying  complication. 

Case  Report 

E.  D.,  a  61  year  old  Caucasian 
jmale  was  hospitalized  at  the  Harris- 
urg  Polyclinic  Hospital  on  November 
2,  1969  for  removal  of  an  enlarging, 
ut  otherwise  asymptomatic  mass, 
om  her  left  cheek.  The  mass  had 
een  noted  three  years  previously.  Her 
ast  medical  history  included  a 
tyroidectomy  approximately  twenty- 
ve  years  ago  and  a  hysterectomy  in 
964,  both  without  complications.  The 


type  of  anesthesia  used  at  those  times 
is  undetermined.  The  patient  denied 
known  allergies  and,  other  than  the  oc¬ 
casional  use  of  aspirin  for  headache, 
denied  use  of  medications. 

Family  history  and  review  of 
systems  were  unremarkable.  Physical 
examination  revealed  a  thin  Caucasian 
female  who  was  in  no  distress  and  was 
afebrile.  A  firm  1  by  W2  centimeter 
immobile  subcutaneous  mass  was 
noted  in  the  left  preauricular  area. 
Vital  signs  were  temperature  —  98.6°, 
pulse  —  76,  and  blood  pressure  — 
100/60.  The  remainder  of  the  physical 
examination  was  unremarkable.  The 
liver  and  spleen  were  not  palpable.  A 
complete  blood  count  revealed  a  he¬ 
moglobin  of  10.3  grams  per  cent  and 
hematocrit  of  32  volumes  per  cent. 
The  white  blood  count  was  5,700  per 


cubic  milimeter.  The  peripheral  blood 
smear  revealed  hypochromic  red  cells. 
The  platelet  count  was  normal. 
Urinalysis  was  normal.  Serum  glu¬ 
tamic  oxaloacetic  transaminase  was  10 
units,  alkaline  phosphatase  1 1  units, 
and  total  bilirubin  was  0.6  milligrams 
per  cent.  A  chest  x-ray  was  normal. 
The  patient  was  taken  to  the  operating 
room  on  the  second  hospital  day  and 
under  halothane  anesthesia,  a  left 
parotid  tumor  was  excised.  The  patho¬ 
logic  specimen  revealed  a  benign 
mixed  tumor.  The  patient’s  operative 
and  immediate  post  operative  course 
was  uneventful.  There  were  no  epi¬ 
sodes  of  hypotension.  No  blood  was 
transfused.  The  patient  was  discharged 
on  the  fifth  post-operative  day  on  mul¬ 
tivitamins  with  iron.  The  patient 
remained  well  until  four  days  after 


TABLE  I 

Serum  glutamic 

Serum  glutamic 

Alkaline 

Bilirubin 

pyruvate 

oxaloacetic 

transaminase 

phosphatase 

total 

transaminase 
(normal  less 

(normal  10-40) 

(normal  4-17) 

(normal  1.0  mg.  %) 

than  50) 
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1 1/28/69 

Third 
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3.5 

hospital 

day 
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3.0 
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12 
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12 
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Figure  1 


discharge.  On  the  fifth  day  following 
discharge  (ten  days  post-operatively), 
she  noted  the  onset  of  lethargy  and  the 
loss  of  appetite.  These  symptoms 
subsequently  became  associated  with 
jaundice,  ankle  edema,  exertional 
dyspnea  and  dark  urine.  She  had  no 
apparent  site  of  bleeding.  The  patient 
believed  that  she  had  had  a  mild  fever 
throughout  this  period,  but  was  unable 
to  document  this  fact.  The  only  medi¬ 
cation  she  had  been  taking,  other  than 
her  discharge  medication,  was  aspirin 
for  a  persistent  headache.  On  the  tenth 
day  following  discharge,  she  was  seen 
by  her  local  physician  who  noted  a  low 
hemoglobin  and  advised  rehospitaliza¬ 
tion. 


Figure  2 


Physical  examination  on  admission 
revealed  an  acutely  ill,  pale,  jaundiced 
female  who  was  tachypneic.  The  blood 
pressure  was  1  10/80,  pulse  86  and  reg¬ 
ular.  Fundoscopic  examination  re¬ 
vealed  scattered  hemorrhages  on  the 
left.  The  neck  veins  were  flat  and  the 
lungs  were  clear.  The  heart  was  regular 
with  a  rate  of  86.  A  grade  2  over  6 
systolic  ejection  type  murmur  was 
noted  along  the  left  sternal  border 
which  radiated  to  the  base.  The  liver 
was  palpable  five  centimeters  below 
the  right  costal  margin  and  was  tender. 
The  spleen  was  not  palpable.  Bilateral 
pretibial  edema  was  present.  Neuro¬ 
logic  examination  was  normal,  with 
the  exception  of  a  post  operative  left 

TABLE  II 


Figure  3 


facial  nerve  weakness.  An  admission  c 
complete  blood  count  revealed  a  he¬ 
moglobin  of  4.5  grams  per  cent,  hema¬ 
tocrit  of  14  volumes  per  cent  and  a 
white  blood  count  of  7,020  per  cubic 
millimeter,  with  a  differential  of  50 
segmented  neutrophils,  46  lympho¬ 
cytes  and  4  monocytes.  The  platelet 
count  was  normal.  The  peripheral 
smear  (figure  1)  revealed  red  cell 
anisocytosis  and  poikilocystosis  with 
basophilic  stippling,  microspherocy¬ 
tosis,  fragmented  red  cells  and  the 
presence  of  circulating  normoblasts 
and  plasma  cells.  Urinalysis  and  chest 
x-ray  were  normal.  Serology  was  nega¬ 
tive.  Electrocardiogram  was  normal.  A 
complete  blood  count  on  the  morning 
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4.2 

14 
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Prednisone  was 
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2  units  packed  cells 
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13 
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day 
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Fourth  hospital 
day 

10.7 
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day 
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41 
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40 

Twelfth 
hospital  day 
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41 
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If  the  second  hospital  day  revealed  a 
lemoglobin  of  3.7  grams  per  cent, 
lematocrit  of  13  volumes  per  cent  and 
white  blood  count  of  5,800  per  cubic 
hillimeter.  Platelet  count  was  280.000 
>er  cubic  millimeter.  The  sed  rate  was 
I,  which  corrected  to  0.  Reticulocyte 
ount  was  38.7  per  cent.  Serum  glu- 
amic  oxaloacetic  transaminase  was 
72  units,  alkaline  phosphatase  was  25 
mits,  and  total  bilirubin  was  3.5 
Iriilligrams  per  cent  with  1.3  milli- 
,rams  per  cent  direct  reacting.  Al¬ 
bumin  was  3.5  grams  per  cent. 
*rothrombin  time  was  13.9  seconds 
vith  control  of  12.9  seconds.  Direct 
oornbs  test  was  negative.  Bone 
narrow  aspiration  (figure  2)  was  per- 
ormed  on  the  second  hospital  day, 
trior  to  transfusion,  and  showed  a 
typercellular  marrow  with  marked 
lormoblastic  erythroid  hyperplasia 
nd  an  increase  in  plasma  cells.  On  the 
econd  hospital  day  the  patient  was 
;iven  two  units  of  packed  red  blood 
ells  and  started  on  prednisone  15 
nilligrams  every  six  hours  by  mouth. 
)n  the  third  hospital  day,  the  patient 
vas  given  an  additional  two  units  of 
tacked  red  blood  cells.  The  hemoglo- 
»in  following  transfusions  was  10.7 
;rams  per  cent  and  the  hematocrit  was 
>5  volumes  per  cent.  Serum  glutamic 
txaloacetic  transaminase  on  the  third 
tospital  day  was  130  units.  Total 
tilirubin  was  3.0  milligrams  per  cent. 
Mkaline  phosphatase  was  28  units.  By 
he  eighth  hospital  day  these  values 
vere  serum  glutamic  oxaloacetic  tran- 
aminase  35,  bilirubin  1.6  milligrams 
>er  cent  and  alkaline  phosphatase  19. 
Table  I) 

Additional  laboratory  studies  in- 
:luded  negative  LE  preps,  a  serum 
ron  of  175  micrograms  per  cent  and  a 
otal  iron  binding  capacity  of  330 
nicrograms  per  cent.  Serum  protein 
dectrophoresis  was  normal  and  serum 
>rotein  immuno-diffusion  revealed 
gG  of  1000  milligrams  per  cent 
normal  600-1900  milligrams  per 
:ent),  IgA  110  milligrams  per  cent 
normal  50-400  milligrams  per  cent), 
tnd  IgM  53  milligrams  per  cent 
normal  40-250  milligrams  per  cent). 
3rotein  Bound  Iodine  (PBI)  was  7.8 
nilligrams  per  cent.  Cold  agglutinins 
vere  negative.  Erythrocyte  osmotic 
Yagilities  were  normal.  Shilling  test 
vas  7  per  cent  without  intrinsic  factor. 
3astric  analysis  demonstrated  the 


presence  of  free  acid.  Serum  amylase 
and  lipase  were  normal.  V.D.R.L.  was 
non  reactive.  Urine  urobilinogon  was 
normal. 

The  patient  continued  to  improve 
without  further  transfusions.  On  the 
sixth  hospital  day,  the  hemoglobin  was 
12  grams  per  cent  and  hematocrit  was 
37  volumes  per  cent.  Prednisone  was 
reduced  to  10  milligrams  four  times 
per  day.  A  percutaneous  liver  biopsy 
was  performed  without  incident.  The 
specimen  obtained  was  consistent  with 
early  cholestatic  hepatitis  (figure  3).  A 
complete  blood  count  on  the  thirteenth 
hospital  day  showed  a  hemoglobin  of 
13.9  grams  per  cent  and  hematocrit  of 
40  volumes  per  cent.  Reticulocytes 
were  1.0  per  cent.  (Table  II) 

A  barium  enema,  sigmoidoscopy, 
and  upper  GI  series  were  normal. 
Liver  scan  demonstrated  hepa¬ 
tomegaly. 

The  patient  was  discharged  on  the 
sixteenth  hospital  day  on  a  regime  of 
prednisone  10  milligrams  every  six 
hours  and  iron.  At  the  time  of  her 
discharge,  her  liver  continued  to  be 
palpable  and  tender,  and  remained  so 
for  one  month  following  discharge.  At 
the  present  time,  the  patient  is  asymp¬ 
tomatic  and  all  hematologic  para¬ 
meters  are  normal. 

Discussion 

Hepatitis  is  a  rare,  but  well  recog¬ 
nized  complication  of  halothane  anes¬ 
thesia.* 1 2 3 4 5 6  This  patient  presented  a  pic¬ 
ture  of  acute  hepatitis  for  which  no  ap¬ 
parent  cause  other  than  halothane  an¬ 
esthesia  could  be  implicated.  The  pa¬ 
tient  received  no  blood  transfusions 
and  was  taking  no  known  hepato- 
toxins.  She  denied  the  use  of  alcoholic 
beverages.  Insofar  as  is  known,  she  had 
not  been  exposed  to  active  hepatitis. 
She  had  no  episodes  of  hypotension.  In 
light  of  her  clinical  course  and 
previous  observations 2,3  we  have 
concluded  that  the  hepatitis  seen  in 
this  patient  was  halothane  induced. 

Drs.  Ricci,  Gross  and  Shields  are 
presently  working  in  the  Harrisburg 
Polyclinic  Hospital’s  division  of 
medicine.  Dr.  Ricci  is  also  clinical 
instructor  in  the  department  of 
medicine  at  Hahnemann  Medical 
College  and  Hospital  in  Philadelphia. 


An  unusual  feature  in  this  patient  is 
the  associated  severe  hemolytic  anemia 
with  which  she  presented. 

At  the  time  of  her  surgery,  she  was 
noted  to  be  mildly  anemic  and  because 
of  hypochromic  red  cells,  placed  on 
iron.  In  light  of  the  fact  that  her  hemo¬ 
globin  has  remained  normal  following 
the  discontinuing  of  prednisone,  but 
while  continuing  iron,  we  have 
concluded  that  her  mild  anemia  pre- 
operatively  was  truly  iron  deficiency, 
despite  no  obvious  cause  being  found. 

The  transient  nature  of  the 
hemolytic  anemia,  which  improved  as 
her  liver  function  improved,  would  in¬ 
dicate  that  the  hepatitis  was  involved 
as  mechanism  for  her  anemia. 

In  so  far  as  could  be  determined, 
there  existed  no  other  cause  for  her 
hemolytic  state.  As  in  most  cases  of 
hepatitis,  the  Coombs  test  was  nega¬ 
tive.4,5  Numerous  other  studies  as  to 
etiology  of  the  patient’s  anemia  all 
were  within  normal  limits.  Therefore, 
the  severe  anemia  with  which  she 
presented  at  the  time  of  the  hepatitis 
was,  as  proven  by  the  studies  obtained, 
hemolytic  in  nature. 

Of  importance,  is  the  observation  of 
fragmented  red  cells  noted  in  the  pe¬ 
ripheral  smear.  This,  we  believe,  was 
an  indication  of  red  cell  entrapment 
within  the  liver  parenchyma,  resulting 
in  deformed  cells  and  consequent  de¬ 
struction.  This  has  been  suggested  as  a 
mechanism  of  hemolysis  in  hepatitis.5,6 
□ 
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The  Physician,  His  Assistants, 
And  Pennsylvania  Law 


What  is  the  responsibility  of  a 
physician  for  the  actions  of  allied  med¬ 
ical  employees  utilized  by  such 
physician? 

Pennsylvania  Law 

Pennsylvania  law  is  clear.  Whether 
the  allied  person  works  directly  for  the 
physician  in  his  office  or  in  the  hospi¬ 
tal,  or  whether  such  allied  medical  per¬ 
sonnel  works  in  his  own  office  under 
the  direction  of  a  physician,  (such  as  a 
dispensing  optician  and  contact  lens 
fitter  or  a  MED  EX  person  in  the  field 
on  his  own)  the  legal  responsibility  of 
such  allied  medical  personnel  rests 
with  the  physician.  If  the  allied  medi¬ 
cal  person  is  guilty  of  negligence  in  the 
care  of  the  patient,  the  physician  is 
normally  liable  for  the  consequences 
flowing  from  such  negligence,  in¬ 
cluding  damages  flowing  from  a  mal¬ 
practice  suit. 

Safeguards  Against  Liability 

The  best  safeguard  against  physician 
liability  for  the  acts  of  his  allied  medi¬ 
cal  personnel  is  to  employ  only 
persons  qualified  for  the  procedures 
they  are  performing,  to  constantly 
supervise  them,  and  to  make  certain 
that  they  do  not  perform  procedures 


ADVISORY  COMMITTEE  ON 
MANPOWER 

AND  ALLIED  PROFESSIONS 
Council  on  Education  and 
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which  they  are  not  qualified  to  do. 

The  matter  of  licensure  or  certifi¬ 
cation  of  allied  medical  persons  does 
not  change  the  fact  that  the  physician 
is  responsible  for  the  act  of  his  assis¬ 
tant.  Its  real  value  is  that  it  allows  the 
physician  employer  to  presume  that 
the  licensed  or  certified  allied  medical 
employee  is  competent  in  his  or  her 
field,  at  least  until  he  or  she  is  found  to 
be  actually  incompetent. 

Physician  Normally  Responsible 

If  something  goes  wrong  and 
negligence  of  the  allied  medical  assis¬ 
tant  causes  injury  to  a  patient,  the  1 
physician-employer  will  normally  be 
held  responsible.  The  fact  of  a  license 
or  certification  does  not  change  this. 
In  summary,  the  physician  is  normally 
responsible  for  the  acts  of  his  allied 
medical  assistants. 

Malpractice  Insurance 

Malpractice  insurance  carriers  show 
great  concern  regarding  the  trend 
toward  the  use  of  more  and  more 
allied  medical  personnel  by  the 
physicians  they  insure  since  the  risk  is 
heavily  enhanced  inasmuch  as  the 
physician  is  normally  responsible  for 
negligent  acts  of  his  allied  medical  as¬ 


sistants.  The  physician  should  counsel 
with  his  insurance  carrier  to  be  sure 
that  his  malpractice  policy  covers  the 
acts  of  the  nonphysician  medical  assis¬ 
tant. 

It  appears  at  this  writing,  from  a 
practical  point  of  view,  that  the 
physician’s  allied  medical  employees, 
who  are  not  hospital  based,  will  have 
to  rely  upon  the  broadened  coverage 
of  their  physician-employer  to  cover 
them  for  their  negligent  acts. 

Change  May  Come 

Just  filed  in  February,  1971,  by  the 
Insurance  Rating  Bureau  with  the 
Pennsylvania  Insurance  Department  is 
a  request  for  a  new  classification  for 
50  per  cent  of  the  charge  of  Risk  Class 
I  to  cover  the  physician  or  surgical  as¬ 
sistant.  The  filing  recommends  that  the 
physician  or  surgical  assistant  who  has 
completed  an  approved  course  of  study 
leading  to  university  certification  and 
who  performs  his  duties  under  the 
direct  supervision  of  a  physician  be 
provided  with  malpractice  insurance. 
If  the  Pennsylvania  Insurance  Depart¬ 
ment  approves  this  classification  of 
physician’s  assistant,  the  insurance 
companies  will  have  a  rule  to  follow  in 
determining  rates  and  coverage. 


KNOWLEDGE  of  the  law  lowers  risk  of  a  suit. 
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cardiovascular  brief 


Aneurysms 


David  Naide,  M.D.  and  Meyer  Naide, 
M.D.,  Division  of  Vascular  Diseases, 
Graduate  Hospital  of  the  University  of 
Pennsylvania,  are  questioned  by  Wil¬ 
liam  G.  Leaman,  Jr.,  M.D. 


How  are  abdominal  aneurysms  usually 
liscovered? 

They  are  usually  found  either  on 
outine  abdominal  examination  by  the 
jresence  of  a  mass  or  bruit  or  on  ab- 
lominal  or  spine  x-rays  taken  for  other 
•urposes.  They  will  show  up  on  a  plain 
-ray  only  if  there  is  calcification  in 
he  wall  of  the  aneurysm.  If  all  patients 
■ver  fifty  years  of  age  were  to  have  a 
’A  and  lateral  x-ray  of  the  abdomen 
s  part  of  their  routine  examination, 
arly  diagnosis  of  aneurysms  could  be 
lade  much  more  frequently. 


/hat  symptoms  may  result  from  an 
hdominal  aortic  aneurysm? 

Aneurysms  are  often  asymptomatic, 
ain  in  the  back  or  abdomen  may  be  a 
•esenting  symptom.  With  leaking  or 
ipture  the  patient  presents  as  an  ab- 
jminal  emergency,  often  in  a  state  of 
>llapse. 

hat  other  studies  may  help,  particu- 
rly  where  there  may  be  a  question  as 
the  diagnosis,  such  as  differentiation 
abdominal  aortic  aneurysm  from  an 
idominal  mass  (tumor)? 

Aortography  will  usually  give  the 
iswer,  though  occasionally  one  can 
I  fooled  into  thinking  an  aneurysm  is 
lit  present  if  one  sees  a  normal 
<annel  in  the  aorta  because  the  rest  of 
12  aneurysm  is  filled  with  laminated 
I'ombus.  There  are  newer,  relatively 
nocuous,  research  technics  using  ul- 
t.sound  which  may  also  be  helpful. 

Ihat  are  the  dangers  of  an  abdominal 
£rtic  aneurysm  if  left  alone? 


There  may  be  progressive  dilatation 
and  eventual  rupture;  but,  unfortu¬ 
nately,  they  are  not  predictable.  The 
incidence  of  rupture  rises  steeply  with 
aneurysms  6-7  cm.  or  greater  in  diam¬ 
eter.  Occasionally,  there  may  be 
thrombosis  of  the  aneurysm  leading  to 
complete  occlusion  of  the  aorta  and 
peripheral  ischemia.  Frequently,  a 
laminated  thrombus  may  form  in  the 
wall  of  the  aneurysm,  and  this  can 
embolize  distally. 

When  do  you  decide  whether  surgery 
should  be  performed  for  an  abdominal 
aneurysm? 

If  the  aneurysm  is  over  4.5  cm.  in 
diameter,  even  if  asymptomatic,  or  if  it 
is  producing  symptoms  (which  might 
indicate  weakening  of  the  aortic  wall), 
even  if  it  is  smaller  than  4.5  cm.,  the 
patient  should  be  operated  on,  if  his 
general  condition  will  permit  this 
major  procedure.  The  procedure  per¬ 
formed  is  excision  of  the  aneurysm 
and  by-pass  of  the  diseased  area.  If  the 
patient  is  not  operated  upon,  serial 
plain  x-rays  should  be  taken  every 
three  to  six  months,  to  see  if  the 
aneurysm  shows  progressive  enlarge¬ 
ment  which  might  prompt  surgical  in¬ 
tervention. 


What  are  the  contraindications  to 
resection  of  an  aneurysm? 

In  patients  with  short  life  ex¬ 
pectancy,  such  as  in  the  presence  of 
carcinoma  or  severe  cardiovascular  or 
renal  disease  with  great  risk  from 
major  surgery,  resection  of  the  an¬ 
eurysm  is  usually  not  recommended. 
However,  leading  or  rupture  of  the 
aneurysm  is  an  absolute  indication  for 
resection  of  the  aneurysm. 

What  about  popliteal  aneurysms? 

These  are  frequently  bilateral  and 
usually  found  on  routine  examination 


of  the  popliteal  pulse.  When  found, 
they  should  be  surgically  resected  and 
a  vein  by-pass  inserted  because  they 
have  a  high  incidence  of  causing  distal 
embolization  from  a  laminated 
thrombus  in  the  aneurysm.  They  may 
also  thrombose.  When  popliteal  an¬ 
eurysms  occlude,  the  incidence  of  loss 
of  limb  is  high.  The  same  statements 
apply  to  femoral  artery  aneurysms. 

What  does  one  do  with  multiple 
aneurysms? 

Occasionally  a  patient  is  seen  with  a 
generalized  dilatation  of  the  iliac, 
femoral  and  popliteal  vessels  (ectasia) 
or  multiple  aneurysms  along  these 
vessels.  These  are  often  very  difficult 
to  resect  because  the  vessels  are  so 
diseased  and,  therefore,  are  usually 
best  left  alone. 


How  often  are  visceral  aneurysms 
found  and  how  are  they  managed? 

Splenic,  renal,  celiac  and  hepatic 
aneurysms  are  uncommon  but  may  be 
discovered  as  incidental  findings  in  x- 
rays  taken  for  other  causes,  if  the 
aneurysms  are  calcified.  They  may 
also  be  found  incidentally  on  ar¬ 
teriography.  The  decision  as  to 
whether  to  operate  depends  on  the  age 
of  the  patient,  whether  or  not  it  is  cal¬ 
cified  and  whether  symptoms  are 
present.  There  is  greater  incidence  of 
rupture  during  pregnancy.  Also,  the 
vessel  involved  may  be  the  deter¬ 
mining  factor,  since  the  incidence  of 
rupture  is  least  with  renal  and  greatest 
with  hepatic,  with  splenic  aneurysms 
being  in  the  middle. 


William  G.  Leaman,  Jr.,  M.D.,  edited 
this  Brief  for  the  Council  on  Educa¬ 
tion  and  Science,  in  cooperation  with 
the  Pennsylvania  Heart  Association. 


KRCH,  1971 


61 


PENNSYLVANIA 

MEDICINE 


cancer  forum 


Who  Should  Treat  Leukemia? 

JOHN  L.  GROSH,  M.D.,  GUEST  EDITOR 


The  subject  of  who  should  treat 
leukemia  has  been  somewhat  con¬ 
troversial  in  recent  years,  although  to 
properly  discuss  the  subject,  the  ques¬ 
tion  must  be  divided  into  the  treatment 
of  Acute  Leukemia,  Chronic  Leu¬ 
kemia,  and  Multiple  Myeloma.  In  my 
opinion,  the  treatment  of  the  Chronic 
Leukemias  and  Multiple  Myeloma  and 
their  complications  can  very  well  be 
handled  by  an  experienced  hematolo¬ 
gist  in  a  community  hospital. 

Chronic  Lymphatic  Leukemia  was 
originally  treated  with  Fowler’s  Solu¬ 
tion,  and/or,  some  form  of  total  body 
irradiation  in  low  dosage.  Since  1943, 
other  drugs,  P32  Chlorambucil,  Phen¬ 
ylalanine  Mustard,  Cyclophospha¬ 
mide,  etc.  have  come  into  common 
use.  Chlorambucil  (Leukeran)  is  prob¬ 
ably  the  drug  of  choice.  Associated 
anemia  may  occur  as  a  hemolytic 
process  and  is  treatable  with  cortico¬ 
steroids,  or  splenectomy.  For  the  ane¬ 
mia  secondary  to  drug  therapy,  testo¬ 
sterone  may  stimulate  erythropoesis. 
There  are  those  who  feel  that  chronic 
lymphatic  leukemia  should  not  be 
treated  at  all,  unless  it  is  symptomatic 
or  unless  there  are  existing  complica¬ 
tions. 

Chronic  Myelogenous  Leukemia 
should  be  treated  as  soon  as  the  diag¬ 
nosis  is  made.  The  previous  standard 
form  of  therapy  with  splenic  irradia¬ 
tion  has  been  fairly  well  supplanted  by 
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the  use  of  Busulfan  (Myleran).  It  is  in¬ 
evitable  that  resistance  to  therapy  will 
eventually  develop,  and  a  terminal 
blastic  crisis  will  ensue.  Then,  therapy 
is  somewhat  fruitless,  although  6MP, 
Hydroxyurea,  Vincristine,  and  Al- 
keran  may  be  temporarily  helpful. 

Multiple  Myeloma  is  not  commonly 
a  disease  of  the  peripheral  blood.  How¬ 
ever,  a  plasma  cell  leukemia  does 
occur  in  a  small  number  of  cases. 
Therapy  is  best  carried  out  with 
Melphalen  (Alkeran)  plus  Prednisone. 
This  combination  of  drugs  can  result 
in  a  sixty  five  percent  remission  rate. 
Local  x-ray  plus  fluoride  and  testo¬ 
sterone  can  be  adjunctive  therapeutic 
measures. 

According  to  Burchenal,  Frei, 
Holland,  and  others,  the  treatment  of 
Acute  Leukemia  should  be  aggressive 
and  optimum.  This  type  of  treatment 
requires  great  experience,  tremendous 
facilities  and  the  thesis  that  a  cure,  not 
palliation,  is  the  major  objective. 
Aggressive  treatment  of  Acute  Lym¬ 
phatic  Leukemia  in  children  has  af¬ 
forded  the  most  encouraging  results, 
and  probably  should  always  be  carried 
out  in  a  chemotherapy  center.  The 
treatment  is  with  various  multiple  drug 
therapies  such  as  VAMP,  BIKE, 
POMP,  and  COAP.  The  treatment  is 
toxic  and  almost  sub-lethal,  and  results 
in  many  serious  complications  which 
are  best  handled  in  a  major  leukemia 


center.  In  adults.  Lymphatic  Leukemia 
is  also  treated  with  encouraging  results 
if  an  aggressive  program  is  followed. 

The  treatment  of  Acute  Myelocytic, 
Monocytic,  Promyelocytic,  and  Mono- 
myelocytic  Leukemias  is  a  most  dis- ; 
couraging  problem.  Crosby  and  others 
question  the  advisability  of  any  thera¬ 
py  at  ali,  except  perhaps  steroids  and 
transfusions.  These  are  diseases  of  the 
adult  and  the  patient  probably  should 
be  allowed  to  decide  about  therapy  in 
the  community  hospital  or  treatment 
in  major  center.  At  best,  therapy  is 
questionable  and  remissions  are  short¬ 
lived.  Induction  with  Vincristine  and 
Prednisone  and  alterating  6  MP  and 
Methotrexate  can  be  beneficial,  but 
not  curative.  The  hematologist  in  the 
community  hospital  can  usually 
manage  such  therapy. 

Supportive  measures  to  control 
hemorrhage  and  infection  are,  of 
course,  also  necessary.  The  aggressive 
use  of  the  newer  drugs,  ARA-C, 
BCNU,  L.  Asparaginase,  etc.  is  best 
left  to  major  centers.  At  present  the 
aggressive  therapy  should  probably  be 
reserved  for  Acute  Lymphatic  Leu¬ 
kemia,  and  primarily  those  cases  in 
young  individuals. 

In  the  future,  the  use  of  immuno¬ 
therapy  and  newer,  as  yet  unproven, 
drugs  hold  some  promise  in  this  aspect 
of  cancer  chemotherapy. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a  few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a  chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a  variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif¬ 
ferent  varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4  minutes  a  bowl  of  deli¬ 
cious  soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen¬ 
sive — an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  .  .  .  and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a  soup  for  almost  every  patient  and 
diet .  .  .  and  for  every  meal. 


The  Ecology 
of  Birth  Control” 


An  excerpt 
I  from  No.  i 
Sofa  new  series 
from  Searle 


75million  more  Americans— 
what  impact  on  health  care? 

Because  of  a  declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con¬ 
traceptives— our  population  in  thirty 
years  is  expected  to  be  only  280  mil¬ 
lion,  while  the  world  population  is  ex¬ 
pected  to  double,  reaching  7  billion. 

But  the  word  “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re¬ 


sembling  overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor¬ 
tions  and  of  a  health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv¬ 
alent  to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure ,  ar 
others  in  the  series  as  they  appei 
please  write  to  Searle  or  ask  your  Sear 
representative.  Explored  in  the  fort 
coming  issues  will  be  the  role  of  bir 
control  on  family  pressures  and  i1 
effects  on  the  family;  the  influences 
poverty,  ethnic  factors  and  marit 
status;  its  role  in  illness,  its  genet 
implications  and  its  effects  on  tl 
emotional  and  behavioral  life  of  tl 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1  mg.  ethynodlol  diacetate/50  meg.  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in¬ 
cidence  of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack*  tablet  dispenser. 


Actions  —  Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
!  i  nadotropins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
J  the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
i  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef¬ 
fectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
af  the  combination  products.  Both  types  provide  almost  completely  effective 
I  :ontraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
lormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
:  Sreat  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
|  Dlood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 

[not  been  quantitated  with  precision. 

|  Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub¬ 
limate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
nf  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
■efuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
raceptives  must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a  patient  taking  Demulen,  it  is  rec¬ 
ommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un¬ 
diagnosed  bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a  history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a  serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A  decrease  in  glucose  tolerance  has 
been  observed  in  a  significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con¬ 
traceptive  steroids. 


Contraindications  —  Patients  with  thrombophlebitis,  thromboembolic  disor- 
lers,  cerebral  apoplexy  or  a  past  history  of  these  conditions,  markedly  im- 
jaired  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
iuspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
deeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
hrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
imbolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
he  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
ind  studies  of  morbidity  in  the  United  States  have  shown  a  statistically  sig¬ 
nificant  association  between  thrombophlebitis,  pulmonary  embolism,  and 
:erebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
nave  been  three  principal  studies  in  Britain  1-3  leading  to  this  conclusion,  and 
nne4  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
he  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
3  :iates4  in  the  United  States  found  a  relative  risk  of  4.4,  meaning  that  the  users 
ire  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
:ause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
iersist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
>y  long-continued  administration.  The  American  study  was  not  designed  to 
ivaluate  a  difference  between  products.  Plowever,  the  study  suggested  that 
here  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se¬ 
quential  products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
irm  this  finding  are  desirable. 

qj  Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
:omplete  loss  of  vision,  or  if  there  is  a  sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi¬ 
ation  should  be  withdrawn. 

i  Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
ecommended  that  for  any  patient  wno  has  missed  two  consecutive  periods 
jregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen, 
f  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
>regnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
i  A  small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
Identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
o  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
m  nclude  special  reference  to  the  breasts  and  pelvic  organs,  including 
i  Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors, 


Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A  statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Althoughavailableevidenceissuggestiveof  an  association,  such  a  relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac¬ 
tions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in¬ 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup¬ 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula¬ 
tion  post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back¬ 
ache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra¬ 
ceptives:  hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter¬ 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 267-279  (May)  1967. 
2.  Inman,  W.  FI.  W.,  and  Vessey,  M.  R:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  R,  and  Doll,  R.:  In¬ 
vestigation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem¬ 
bolic  Disease.  A  Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4. 
Sartwell,  P  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  FI.  E.:  Throm¬ 
boembolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer.  J.  Epidem.  90:365-380  (Nov.)  1969.  1A2 
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SEARLE 


Mylanta 

24  million  hours 

a  day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  =  patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


(  Stuart  I 

v  '  PHARMACEUTICALS  Pasadena,  Calif.  91109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


PENNSYLVANIA 

MEDICINE 


continuing  education 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing 
medical  education  which  include  a  series 
of  two  or  more  sessions  on  various  sub¬ 
jects.  To  determine  the  specific  topic  on 
any  given  day,  contact  the  director  at  the 
address  given  in  the  course  listing. 


GASTROENTEROLOGY 


Philadelphia;  January  14— April  18,  1971 
l/AM  A— SYSTEM  ATI  C  REVIEW  OF 
GASTROENTEROLOGY;  by  U.  of  Pa.;  at 
Lecture  Room  A;  4  hrs.  ea.  day;  1  day  ea. 
week;  8  weeks;  32  hrs.  AAGP  credit  re¬ 
quested;  $150  fee.  Contact  Aaron  D.  Freed¬ 
man,  M.D.,  Assoc.  Dean,  U.  of  Pa.,  288  Med. 
Labs.  Bldg.,  Philadelphia  19104. 


GENERAL  MEDICINE 

Aliquippa-Rochester  Hosps.  (rotation);  third 
Wed.,  ea.  mo. 

Altoona  Hospital;  fourth  Thurs.  ea.  mo. 
Greensburg  (Westmoreland  Hosp.);first  Tues. 
ea.  mo. 

Johnstown  (Conemaugh  Valley  Mem.  Hosp.); 
first  Thurs.,  ea.  mo. 

Natrona  Heights  (Allegheny  Valley  Hosp.); 
second  Tues.  ea.  mo. 

Uniontown  Hospital;  last  Mon.  ea.  mo. 

Washington  Hospital;  first  Wed.  ea.  mo. 

O/I-DI AGNOSIS  AND  MANAGEMENT 
OF  HYPERTENSION;  by  Western  Pa.  Re¬ 
gional  Medical  Program  and  Pitt;  AAGP 
credit  applied  for.  Contact  Alvin  P.  Shapiro, 
M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 

Allentown;  September  2,  1970— May  5,  1971 
I  —TEAM  APPROACH  TO  PATIENT 

CARE  (Fall-Winter  Education  Program);  at 
Sacred  Heart  Hosp.;  first  Wed.  ea.  mo.; 

3  hrs.  each  day;  AAGP  credit  applied  for. 
Contact  Vincent  J.  Jerant,  M.D.,  Chm. 
House  Staff  &  Educ.,  Sacred  Heart  Hosp., 
4th  &  Chew  Sts.,  Allentown  18103. 

Altoona  Hospital;  October  15,  1970— May 
20,  1971 

l/AM  A  — A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  every  other  Thurs.;  7 
months;  30  hrs.  AAGP  credit  approved. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Bethlehem;  September  17,  1970— May  20, 
1971 

l/AM  A— A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Luke's  Hosp.;  third 
Thurs.  ea.  mo.  (except  December);  8  mos.; 
AAGP  approval  requested.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jeffer¬ 
son,  1025  Walnut  St.,  Philadelphia  19107. 

Bradford/Kane;  October  20,  1970— May  18, 
1971 


MARCH,  1971 


CODE  KEY 

C— Consecutive  days 
I— Intermittent 
0— Circuit 

PG— Postgraduate  Traineeship 
S— Designed  for  full-time  specialists 
AMA—AMA  Accredited  Institution 
CES— Council  on  Education  and 
Science,  Pennsylvania  Medical 
Society 

Hahnemann— Hahnemann  Medical 
College  and  Hospital 
Hershey— Milton  S.  Hershey  Medical 
Center 

Jefferson— Jefferson  Medical  College 
of  Philadelphia 

Pi  tt—  Universi  ty  of  Pi  ttsburgh.  School 
of  Medicine 

Pitt  P.H.— University  of  Pittsburgh, 
Graduate  School  of  Public  Health 
Penn  State— Pennsylvania  State  Uni¬ 
versity 

Temple— Temple  University  Health 
Sciences  Center 

U.  of  Pa.— University  of  Pennsyl¬ 
vania,  School  of  Medicine 
Woman's— The  Medical  College  of 
Philadelphia 


I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
alternately  at  Bradford’s  Penn  Hills  Club 
and  Kane  Manor;  third  Tues.  ea.  mo.;  18 
hrs.  AAGP  credit  applied  for;  $25  fee  ($5 
single  session).  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Chester;  September  8,  1970-May  25,  1971 
l/AM  A  — POSTGRADUATE  SEMINARS 
FOR  PHYSICIANS;  by  Hahnemann;  at 
Crozer-Chester  Med.  Center;  2  hrs.  AAGP 
credit  approved  ea.  day;  38  days;  a  day 
ea.  week.  Contact  James  E.  Clark,  M.D., 
Chief  of  Med.,  Crozer-Chester  Med.  Center, 
15th  &  Upland  Sts.,  Upland,  Chester  19013. 

DuBois  Hospital;  February  4— April  8,  1971 
I— CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  Thurs.;  30  hrs.  AAGP  credit  applied 
for;  $35  fee  ($5  single  session).  Contact 
CES,  Pennsylvania  Medical  Society,  20  Er¬ 
ford  Road,  Lemoyne  17043. 

East  Stroudsburg;  October  17,  1970— April 
17, 1971 

I— CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 


Continuing  Education  Program);  by  CES; 
at  General  Hosp.  of  Monroe  Co.,  third  Sat. 
ea.  mo.,  (except  December);  18  hrs.  AAGP 
creditapplied  for;  $25  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Erie;  September  17-18,  1970— May  13-14, 
1971 

l/AM  A  — A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Vincent's  Hosp.; 
Thurs.  eve.  and  Fri.  morn.;  approx,  once 
every  three  weeks;  39  hrs.  AAGP  credit 
applied  for.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 

Gettysburg;  January  12— April  21,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Prog, am);  by  CES; 
at  Annie  Warner  Hosp.;  alternating  Tues. 
and  Wed.  every  other  week;  24  hrs.  AAGP 
credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Harrisburg;  November  10,  1970— May  11, 
1971 

l/AMA  — CONTINUING  EDUCATION 
COURSE;  by  Hahnemann;  at  Harrisburg 
Polyclinic  Hospital;  once  ea.  month.  Contact 
David  A.  Smith,  M.D.,  D.M.E.,  Harrisburg 
Polyclinic  Hosp.,  Harrisburg  17105. 

Hazelton  State  Gen.  Hosp.;  September  2, 
1970-May  26,  1971 

I  — CONTI N  U I  NG  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hazelton  Branch  of 
Luzerne  Co.  Med.  Soc.,  and  Hosp.;  1%  hrs. 
per  day;  1  day  per  week;  36  weeks;  30  hrs. 
AAGP  credit.  Contact  Robert  L.  Gunderson, 
M.D.,  Dir.  of  Med.  Educ.,  Hazelton  State 
Gen.  Hosp.,  Hazleton,  Pa.  18201. 

Johnstown;  November  24,  1970— May  25, 
1971 

l/AM  A— A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Conemaugh  Valley  Memo¬ 
rial  Hosp.,  fourth  T ues.  ea.  mo.  (except  Jan.); 
6  sessions,  2  hrs.  ea.;  12  hrs.  AAGP  credit 
approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

Lancaster  General  Hosp.;  September  22, 
1970-May  18,  1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  1  day  ea.  week;  18  weeks; 
3  hrs.  AAGP  credit  applied  for  ea.  session. 
Contact  John  H.  Esbenshade,  Jr.,  M.D., 
Dir.  of  Medical  Educ.,  Lancaster  Gen.  Hosp., 
555  N.  Duke  St.,  Lancaster  17601. 

Lancaster  Osteopathic  Hosp.;  October  8, 
1970-March  11,  1971 

l/AMA-CONTINUING  MEDICAL  EDU¬ 
CATION  PROGRAM;  by  Hahnemann;  16 
Thursdays;  2  hrs.  ea.  day;  Contact  Harold 
F.  White,  D.O.,  Chmn.,  Prg.  Comm.,  Lan¬ 
caster  Hosp.,  1100  E.  Orange  St.,  Lan¬ 
caster  1  7602 
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Lebanon;  November  3,  1970— May  4,  1971 
l/AM A— A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Quentin  Riding  Academy; 
first  Tues.  every  other  month;  AAGP  credit 
requested.  Contact  John  Killough,  Ph.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Lewistown  Hospital;  February  10— April  14, 
1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  Wed.,  ea.  mo.;  30  hrs.  AAGP  credit 
applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Lock  Haven  Hospital;  October  21,  1970- 
May  5,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
first  and  third  Wed.  ea.  mo.;  30  hrs.  AAGP 
credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CE$,  Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne  17043. 

Meadville;  September  2,  1970— May  5,  1971 
I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
first  Wed.  ea.  mo.  at  Spencer  Hospital;  30 
hrs.  AAGP  credit  applied  for;  $35  fee  ($5 
single  session).  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Philadelphia;  September  14,  1970— May  17, 
1971 

l/AM  A— A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Methodist  Hosp.;  first  and 
third  Mon.  ea.  mo.  (except  holidays);  AAGP 
approval  requested.  Contact  John  H.  Kil¬ 
lough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 

Pottsville;  September  24,  1970— May  27, 
1971 

l/AMA-CONTINUING  MEDICAL  EDU¬ 
CATION  PROGRAM;  by  Hahnemann;  at 
Good  Samaritan  Hosp.;  fourth  Thurs.  ea. 
mo.  (except  Nov.,  Dec.  and  Apr.);  2  hrs.  ea. 
day.  Contact  Norman  M.  Wall,  M.D.,  Dir.  of 
Med.  Educ.,  Good  Samaritan  Hosp.,  E.  Nor¬ 
wegian  and  Tremont  Sts.,  Pottsville,  17901. 

Pottsville  Hospital;  September  3,  1970— 
June  3,  1971 

l/AM  A— A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  first  Thurs.  ea.  mo.;  10  mos.; 
2  hrs.  AAGP  credit  approved  per  session. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 

Reading; September  22,  1970— May  25,  1971 
1-1970-71  CONTINUING  EDUCATION 
PROGRAM;  at  St.  Joseph's  Hosp.;  fourth 
Tues.  ea.  mo.  (except  December);  8  hrs. 
AAGP  credit  requested.  Contact  Kenneth  M. 
Schreck,  M.D.,  Med.  Dir.,  St.  Joseph's  Hosp., 
215  Walnut  St.,  Reading  19603. 

Reading;  October  21,  1970— April  21,  1971 
l/AMA-CONTINUING  EDUCATION 
COURSE;  by  Hahnemann;  at  Community 
General  Hosp.,  once  ea.  month.  Contact 
Paul  K.  Stolz,  M.D.,  D.M.E.,  Community 
General  Hosp.,  135  N.  Sixth  Street,  Reading 
19601. 


Sayre;  August  24,  1970— June  14,  1971 
I  — ROTATING  SEMINARS  (10  sessions 
Cardiology;  5  sessions  Dermatology;  11 
sessions  Endocrinology;  13  sessions  Hema¬ 
tology;  7  sessions  Neurology;  8  sessions 
Psychiatry;  4  sessions  Radiation  Therapy; 
9  sessions  Urology— Nephrology);  at  Robert 
Packer  Hosp.;  1  hr.  ea.  session;  hour-for-hour 
AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  Dir.  Med.  Educ.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 

Scranton;  October  21,  1970— May  19,  1971 
l/AM  A— A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Mercy  Hosp.;  1  day  a 
month;  8  months;  24  hrs.  AAGP  credit 
approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

Sellersville;  September  23,  1970— June  16, 
1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hahnemann  and 
Grandview  Hosp.;at  Grandview  Hosp.;  fourth 
Wed.  ea.  mo.  (except  December);  18  hrs. 
AAGP  credit  requested.  Contact  D.  Henry 
Ruth,  M.D.,  Dir.  of  Med.  Educ.,  Grandview 
Hosp.,  Sellersville  18960. 

Sewickley  Valley  Hospital;  April  7—28, 

1971 

I— ANTI  Bl  OTIC  THERAPY;  by  Pitt  and 
Sewickley  Valley  Hosp.;  Wed.  of  ea.  week. 
Contact  Jerome  Chamovitz,  M.D.,  Sewickley 
Valley  Hosp.,  Blackburn  Rd.,  Sewickley 
15143. 

Sharon  General  Hospital;  October  21,  1970— 
April  7,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES: 
first  and  third  Wed.  ea.  mo.;  30  hrs.  AAGP 
credit  applied  for;  $35  fee  ($5  single  session). 
Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 

Somerset  Community  Hospital;  October  14, 
1970-May  12,  1971 

I— CURRENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
second  Wed.  ea.  mo.  except  Jan.  &  Feb.; 
18  hrs.  AAGP  credit  applied  for;  $25  fee 
($5  single  session).  Contact  CES,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Road, 
Lemoyne  1  7043. 

Tunkhannock;  March  17— May  19,  1971 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 
Memorial  Education  Program)  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 
Tyler  Memorial  Hospital;  third  Wed?ea.  mo.; 
9  hrs.  AAGP  credit  applied  for.  Contact 
CES,  Pennsylvania  Medical  Society,  20  Er¬ 
ford  Road,  Lemoyne  17043. 

Uniontown  Hospital;  October  14,  1970- 
March  24, 1971 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (A  Pennsylvania  Medical 
Continuing  Education  Program);  by  CES; 
every  other  Wed.,  (except  December);  30 
AAGP  credit  applied  for.  $35  fee  ($5  single 
session).  Contact  CES,  Pennsylvania  Med¬ 
ical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Wellsboro;  March  17— May  19,  1971 

I  —CUR  RENT  MEDICAL  AND  SURGI¬ 
CAL  CONCEPTS  (An  Edward  Walter  Clark 


Memorial  Education  Program);  by  Educa¬ 
tional  and  Scientific  Trust  of  PMS;  at 
Soldiers  &  Sailors  Hosp.;  third  Wed.  ea.  mo.; 

9  hrs.  AAGP  credit  applied  for.  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 

Wilkes-Barre;  March  31— May  26,  1971 

l/AMA-CONTINUING  EDUCATION 
COURSE;  by  Hahnemann;  at  Wyoming  Val¬ 
ley  Hosp.;  Wednesday  each  week.  Contact 
David  W.  Kistler,  M.D.,  D.M.E.,  Wyoming 
Valley  Hosp.,  149  Dana  St.,  Wilkes-Barre 
18702. 

Wilkes-Barre  General  Hospital;  September 
17,  1970— April  15,  1971 

l/AM  A— A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  third  Thurs.  ea.  mo.;  8  mos.; 

3  hrs.  AAGP  credit  approved  for  ea.  session. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Williamsport  Hosp.;  September  11,  1970- 
March  12,  1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  second  Fri.  ea.  mo.  (except 
January);  AAGP  credit  requested.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean, 
Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 

INTERNAL  MEDICINE 

York  Hospital;  September  17,  1970— April 
29, 1971 

l/AMA-A  PROGRAM  OF  CONTINU¬ 
ING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  every  Thurs.;  30  weeks; 
3  hrs.  AAGP  credit  approved  ea.  day;  $40  fee 
($8.00  single  session).  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jeffer¬ 
son,  1025  Walnut  St.,  Philadelphia  19107. 

Philadelphia;  October  14,  1970— May  12, 
1971 

l/AMA— INTERNAL  MEDICINE  RE¬ 
VIEWS;  by  Hahnemann;  at  Alumni  Hall; 

3  hrs.  a  day;  1  day  a  week;  27  weeks; 
$150  fee  ($70  per  subspecialty);  81  hrs. 
AAGP  credit  approved.  Contact  Wilbur  A. 
Oaks,  M.D.,  Prog.  Dir.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 

MALIGNANT  DISEASE 

Johnstown;  April  18  and  May  6,  1971 

I— CONTINUING  EDUCATION  PRO¬ 
GRAM  (Cancer  Subjects);  by  Western  Pa. 
RMP;  at  Sunnehanna  Country  Club;  2  hrs. 
ea.  day.  Contact  John  B.  Dunne,  Chief  Area 
Liaison  Rep.,  WP/RMP,  3530  Forbes  Ave., 
Pittsburgh  15213. 

Oil  City  Hospital;  February  11— April  15, 
1971 

I— CONTINUING  EDUCATION  PRO¬ 
GRAM  (Cancer  Subjects);  by  Western  Pa. 
RMP;  second  Thurs.  ea.  mo.;  2  hrs.  ea.  day. 
Contact  John  B.  Dunne,  Chief  Area  Liaison 
Rep., WP/RMP,  3530  Forbes  Ave.,  Pittsburgh 
15213. 

Philadelphia;  September  9,  1970— June  23, 
1971 

I  —CANCER  DETECTION  IN  OFFICE 
PRACTICE;  at  American  Oncologic  Hosp.; 

4  hrs.  a  day;  1  day  a  wk.;  20  hrs.  AAGP 
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credit  approved;  course  repeated  every  5 
weeks.  Contact  Joseph  G.  Strawitz,  M.D., 
Assoc.  Dir.,  American  Oncologic  Hosp., 
Central  &Shelmire  Aves.,  Philadelphia  19111. 

Sharon  General  Hospital;  February  19— June 
18,  1971 

l-CLINICAL  PROBLEMS  IN  ONCOL¬ 
OGY;  by  Western  Pa.  RMP;  2  hrs.  ea.  day; 
third  Fri.  ea.  mo.  Contact  John  B.  Dunne, 
Chief  Area  Liaison  Rep.,  WP/RMP,  3530 
Forbes  Ave.,  Pittsburgh  15213. 

Warren  General  Hospital;  February  9— June 
8, 1971 

I  — CONTI  N  U I  NG  EDUCATION  PRO¬ 
GRAM  (Cancer  Subjects);  by  Western  Pa. 
RMP;  second  Tues.  ea.  mo.;  2  hrs.  ea.  day. 
Contact  John  B.  Dunne,  Chief  Area  Liaison 
Rep.,  WP/R  MP,  3530  Forbes  Ave.,  Pittsburgh 
15213. 

Washington  Hospital;  February  17— May  19, 
1971 

I— CONTINUING  EDUCATION  PRO¬ 
GRAM;  by  Western  Pa.  RMP;  third  Wed.  ea. 
mo.,  2  hrs.  ea.  day.  Contact  John  B.  Dunne, 
Chief  Area  Liaison  Rep.,  WP/RMP,  3530 
Forbes  Ave.,  Pittsburgh  15213. 

MICROBIOLOGY  &  IMMUNOLOGY 

Allentown  Hosp.;  September  10,  1970— 
June  10,  1971 

I  — IMMUNOLOGY  :  BASIC  CONCEPTS- 
CLINICAL  APPLICATIONS  (A  Program  of 
Continuing  Medical  Education;  by  Jefferson 
and  Penn  State;  second  Thurs.  ea.  mo.; 
10  mos.,  30  hrs.  AAGP  credit  approved. 
Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.,  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


PSYCHIATRY 

Danville;  September  16,  1970— May  19,  1971 
I— PSYCHIATRY  AND  COMMUNITY 
MENTAL  HEALTH;  by  The  Institute  of 
Pennsylvania  Hosp.;  at  Geisinger  Medical 
Center;  2  hrs.  ea.  day;  1  day  a  wk.;  1 0  weeks; 
20  hrs.  AAGP  credit  applied  for.  Contact  J. 
Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  19139. 

Danville;  September  24,  1970— May  27, 

1971 

I— PSYCHIATRY  AND  MEDICAL 
PRACTICE;  by  The  Institute  of  the  Penn¬ 
sylvania  Hosp.;  at  Geisinger  Medical  Center; 
2  hrs.  per  day;  1  day  a  week;  20  weeks; 
40  hrs.  AAGP  credit  applied  for  $25  fee. 
Contact  J.  Martin  Myers,  M.D.,  Psychiatrist- 
in-Chief,  Pennsylvania  Hosp.,  Ill  N.  49th 
St.,  Philadelphia  19139. 

Lancaster  Gen.  Hosp.;  February— April,  1971 
I— PSYCHIATRY  AND  MEDICAL 
PRACTICE;  by  The  Institute  of  the  Penn¬ 
sylvania  Hosp.;2  hrs.  ea.  day,  1  day  ea.  week; 
20  weeks  ea.  semester;  40  hrs.  AAGP  credit 
applied  for;  $25  fee  ea.  semester.  Contact 
J.  Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  19139. 

Norristown  State  Hospital;  March  5,  1971  — 
May  21,  1971 

I/S— FAMILY  THERAPY;  by  Norristown 
State  Hospital;  2  hrs.  each  day;  one  day 

MARCH,  1971 


each  week;  10  weeks;  $50  fee.  Contact 
John  D.  Pruitt,  M.D.,  Dir.  Cont.  Educ.  for 
Psychiatrists,  Norristown  State  Hospital, 
Stanbridge  and  Sterigere  Sts.,  Norristown 
19401. 

Norristown;  March— May,  1971 

l-THE  LATENCY  AGE  CHILD:  by  The 
Institute  of  the  Pennsylvania  Hosp.;  at 
Montgomery  Co.  Mental  Health  Clinics, 
Inc.;  2  hr.  a  day;  1  day  a  week;  8  weeks; 
16  hrs.  AAGP  credit  applied  for;  $50  fee. 
Contact  J.  Martin  Myers,  M.D.,  Psychiatrist- 
in-Chief,  Pennsylvania  Hosp.,  Ill  N.  49th 
St.,  Philadelphia  19139. 

Philadelphia;  October  8,  1970— April  6,  1971 
I— MEDICAL  HYPNOSIS;  by  the  Insti¬ 
tute  of  the  Pennsylvania  Hosp.  and  U.  of  Pa., 
Div.  of  Grad.  Med.;  at  The  Institute;  4  hrs.  a 
day;  1  day  a  week;  20  weeks;  80  hrs.  AAGP 
credit  applied  for;  $150  fee.  Contact  J. 
Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  19139. 

Philadelphia;  October  21,  1970— June  2, 
1971 

l/AM  A— SEMI  NARS  IN  PSYCHOTHER¬ 
APY;  SHORT-TERM,  CRISIS  AND  SUP¬ 
PORTIVE  THERAPIES;  at  Hahnemann; 
three  10-week  seminars;  every  Wed.;  20  hrs. 
ea.  seminar;  AAGP  credit  requested;  $75  fee 
for  10-week  session,  $150  for  30  sessions. 
Contact  Paul  J.  Fink,  M.D.,  Dir.  Psych.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 

Philadelphia;  January  7— March  25,  1971 
I  — TECH N I QU ES  OF  CURRENT  THER¬ 
APY  IN  THE  MANAGEMENT  OF  MARI¬ 
TAL  PROBLEMS,  ADOLESCENT  PROB¬ 
LEMS  AND  CHRONIC  COMPLAINERS; 
at  The  Institute  of  Penna.  Hosp.;  3  hrs.  a 
day;  1  day  a  week;  12  weeks;  36  hrs.  AAGP 
credit  applied  for;  $50  fee.  Contact  J. 
Martin  Myers,  M.D.,  Psychiatrist-in-Chief, 
Pennsylvania  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  191 39. 

Philadelphia;  February  23— March  30,  1971 
I/TREATING  TODAY'S  ADOLESCENT; 
by  Institute  of  Pa.  Hosp.  of  U.  of  Pa.;  at  The 
Institute;  1  'A  hrs.  a  day;  1  day  per  week; 
6  weeks.  Fee  $50.  Contact  J.  Margolis,  M.D., 
Coordinator,  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 

Philadelphia;  February  23— April  27,  1971 
I/TREATING  SEXUAL  INCOMPATI¬ 
BILITY;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  Marriage  Council  of  Philadelphia; 
2'A  hrs.  a  day;  1  day  per  week;  10  weeks. 
Fee  $50.  Contact  Gerald  J.  Margolis,  M.D., 
Coordinator,  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 

Philadelphia;  February  22— March  29,  1971 
l/PSYCHOPHARMACOLOGY;  by  Insti¬ 
tute  of  Pa.  Hosp.  and  Dept,  of  Psych,  of 
U.  of  Pa.;  at  1 1 1  N.  49th  St.;  2  hrs.  a  day; 
1  day  a  week;  6  weeks.  Fee  $50.  Contact 
Gerald  J.  Margolis,  M.D.,  Coordinator,  Insti¬ 
tute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Phila¬ 
delphia  19139. 

Philadelphia;  April  7— May  12,  1971 

l/AMA— D  RUGS:  PSYCHOTROPIC, 
PSYCHEDELIC  AND  ADDICTING;at  Hahn¬ 
emann;  every  Wed.;  6  weeks;  12  hrs.  AAGP 
credit  requested;  $50  fee.  Contact  Paul  J. 
Fink,  M.D.,  Dir.  Psych.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 

Philadelphia;  March  24— May  26,  1971 

l/AM  A— ADOLESCENCE  AND  THE 


YOUTH  CULTURE;  by  Hahnemann;  at 
Dept,  of  Psychiatry;  every  Wed.;  10  weeks; 
10  hrs.  AAGP  credit  requested;  $75  fee. 
Contact  Paul  J.  Fink,  M.D.,  Dir.  Psych.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


CONTINUOUS  COURSES 


Sessions  of  the  following  courses  will  con¬ 
vene  continuously  until  completed. 


ANESTHESIOLOGY 

May  27—29,  1971;  Pittsburgh 

C/LIFE  SUPPORT-MAJOR  ORGAN 
SYSTEM  FAILURES  (Fifth  Annual  Sym¬ 
posium  on  Acute  Medicine)  by  Amer.  Soc. 
of  Anesthesiologists;  at  Pittsburgh  Hilton; 
$100  fee.  Contact  Bulent  Kirimli,  M.D., 
c/o  Dept,  of  Anesthes.,  V.A.  Hosp.,  Pitts¬ 
burgh  1  5240. 

CARDIOVASCULAR  DISEASE 

March  18-19,  1971;  Philadelphia 

C/AMA-HYPERLIPI  DEMI  A  AND  ATH¬ 
EROSCLEROSIS;  by  U.  of  Pa.;  at  Univer¬ 
sity  Museum;  1  4  hrs.  AAGP  credit  requested; 
$75  fee.  Contact  Office  of  Grad.  Med.  Educ, 
U.  of  Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

March  29,  1971;  Philadelphia 

C— CAR  DIOPULMONARY  RESUSCI¬ 
TATION  INSTRUCTORS'  TRAINING 
COURSE;  for  physicians,  dentists,  registered 
nurses  and  administrators;  by  Pa.  Heart 
Assoc,  of  Southeastern  Pa.;  at  Emergency 
Care  Research  Institute;  $20  fee;  limit -30. 
Contact  Emergency  Care  Research  Institute, 
913  Walnut  St.,  Philadelphia  19107. 

March  29— April  2,  1971;  Philadelphia 

C/AMA-CORONARY  HEART  DIS¬ 
EASE-CLINICAL  MANIFESTATIONS 
AND  TREATMENT  FOR  PHYSICIANS 
AND  NURSES;  by  Hahnemann;  at  Marriott 
Motor  Hotel;  30  hrs.  AAGP  credit  requested; 
$125  fee.  Contact  William  Likoff,  M.D., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 

May  6—7,  1971;  Pittsburgh 

C-EXPLORING  SURGICAL  TREAT¬ 
MENT  FOR  MYOCARDIAL  INFARCTION; 
by  Pa.  Heart  Assoc.  (21st  Annual  Scientific 
Sessions);  at  Chatham  Center;  $25  fee  (med¬ 
ical  students,  residents  and  interns  free); 
$5  additional  for  ea.  luncheon.  Deadline 
for  advance  registration:  April  22.  Contact 
Pa.  Heart  Assoc.,  P.O.Box  2435,  Harrisburg 
17105. 

July  19—21,  1971 ;  Philadelphia 

C/AMA-BEDSIDE  DIAGNOSIS  OF 
HEART  DISEASE;  by  Hahnemann;  at  Mar¬ 
riott  Motor  Hotel;  7  hrs.  ea.  day;  21  hrs. 
AAGP  credit  requested;  $125  fee.  Contact 
Bernard  L.  Segal,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 

CHEST  DISEASES 

March  17,  1971;  Reading  Hospital 

C-ENVIRONMENTAL  LUNG  DIS- 
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EASE;  by  Pa.  Chapt.  Amer.  Coll,  of  Chest 
Physicians  and  Reading  Hosp.  Contact  Mrs. 
Joan  Hamilton,  Reading  Hosp..,  Reading 
19602. 

April  28-30,  1971;  Philadelphia 

C/AMA— RESPI  RATORV  INTENSIVE 
CARE  UNIT;  by  U.  of  Pa.;  at  Annenberg 
Auditorium  (on  campus);  7  hrs.  ea.  day; 
21  hrs.  AAGP  credit  requested;  $125  fee. 
Contact  Office  of  Grad.  Med.  Educ.,  288 
Med.  Labs.  Bldg.,  Philadelphia  19104. 

ENDOCRINOLOGY 

March  1-26,  1971;  Philadelphia 

PG/AMA-ENDOCRINOLOGY  (DIA¬ 
BETIC)  TUTORIAL  COURSE;  at  Hahne¬ 
mann;  7  hrs.  per  day;  20  days;  140  hrs. 
AAGP  credit  requested;  $100  per  week. 
$350  entire  course.  Contact  Mrs.  Sage  Cor¬ 
dell,  Asst.  Dir.  Postgraduate  Educ.,  Hahne¬ 
mann,  230  N.  Broad  St.,  Philadelphia  19102. 

March  10,  1971;  Sharon 

C/AMA— MEDICAL  AND  SURGICAL 
ASPECTS  OF  THYROID  DISEASE:  by 
Jefferson  and  Penn  State;  3  hrs.  AAGP  credit 
requested.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 

FORENSIC  MEDICINE 

April  14,  1971 ;  William  Penn  Hotel,  Pitts¬ 
burgh 

O-MALPRACTICE  IN  THE  EMER¬ 
GENCY  ROOM;  by  CES;  3  hrs.  AAGP  credit 
$5  fee.  Contact  Comm,  on  Emerg.  Med. 
Serv.,  Pennsylvania  Medical  Society,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

GENERAL  MEDICINE 

March  12,  1971;  Hershey  Medical  Center 
C-SELECTED  TOPICS  FOR  EMER¬ 
GENCY  ROOM  CARE;  by  Pa.  Committee 
on  Trauma  of  Amer.  Coll,  of  Surgeons  and 
Pa.  Nurses'  Assoc.;  AAGP  credit  requested; 
registration  limited  to  150;  $7.50  fee  (in¬ 
cludes  luncheon),  payable  to  Pa.  Committee 
on  Trauma,  A.C.S.  Contact  W.  E.  DeMuth, 
M.D.,  Chrm.,  17  S.  West  St.,  Carlisle  17013. 
April  3,  1971;  Harrisburg 

C  — DIABETES;  by  CES  and  Pa.  Osteo¬ 
pathic  Assoc.;  at  Holiday  Inn  Town;  6  hrs. 
AAGP  credit  applied  for.  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 

As  Requested,  1971;  Philadelphia 

PG-ACUTE  CARE  MEDICINE  FEL¬ 
LOWSHIP  (retraining  program  for  women 
physicians);  by  Woman's;  6  hrs.  per  day; 

1  yr.  duration.  Contact  Ethel  Weinberg, 
M.D.,  Assoc.  Dean,  Woman's,  3300  Henry 
Ave.,  Philadelphia  19129. 

INTERNAL  MEDICINE 

March  22-23,  1971;  Philadelphia 

C/AMA-SMALL  BOWEL;  by  U.  of  Pa.; 
at  Grad.  Hosp.  of  U.  of  Pa.;  14  hrs.  AAGP 
credit  requested;  $75  fee.  Contact  Office  of 
Grad.  Med.  Educ.,  288  Med.  Labs.  Bldg., 
Philadelphia  19104. 

May  19-21,  1971;  Philadelphia 

C/AM A-PATHOPHYSIO LOGY  OF  PUL¬ 
MONARY  DISEASE;  by  U.  of  Pa.;  at 
Annenberg  Center  of  Communications;  7  hrs. 
ea.  day;  21  hrs.  AAGP  credit  requested; 
$125  fee. Contact  Office  of  Grad.  Med.  Educ., 


U.  of  Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

MALIGNANT  DISEASE 

March  26,  1971;  Franklin  Hospital 

C-CANCER  OF  THE  PROSTATE;  by 
Western  Pa.  RMP;  2  hrs.  Contact  John  B. 
Dunne,  Chief  Area  Liaison  Rep.,  WP/RMP, 
3530  Forbes  Ave.,  Pittsburgh  15213. 

NEUROLOGY 

May  26-28,  1971;  Philadelphia 

C/AMA-NEWER  ASPECTS  OF  NEU¬ 
ROLOGY  AND  NEUROSURGERY;  by  U. 
of  Pa.;  at  Hospital  of  U.  of  Pa.,  7  hrs.  ea. 
day;  21  hrs.  AAGP  credit  requested;  $100 
fee.  Contact  Office  of  Grad.  Med.  Educ., 
288  Med.  Labs.  Bldg.,  Philadelphia  19104. 


OBSTETRICS  &  GYNECOLOGY 

April  15,  1971;  Hershey  Motor  Lodge 

C-12TH  ANNUAL  MATERNAL  & 
CHILD  HEALTH  INSTITUTE;  by  CES 
and  Pa.  Dept,  of  Health;  $10  fee;  4  hrs. 
AAGP  credit  applied  for.  Contact  Comm,  on 
Maternal  &  Child  Health,  Pennsylvania  Medi¬ 
cal  Society,  20  Erford  Road,  Lemoyne 
17043. 


OPHTHALMOLOGY 

April  28-30,  1971;  Pittsburgh 

C/S-OPHTHALMOLOG  1C  MICRO-SUR¬ 
GERY;  by  Pitt;  at  Eye  and  Ear  Hospital; 
24  hrs.;  $400  fee.  20  limit.  Contact  Kenneth 
T.  Richardson,  M.D.,  Eye  and  Ear  Hospital, 
230  Lothrop  St.,  Pittsburgh  15213. 

May  5-7,  1971;  Pittsburgh 

C/S— STRABISMUS  (A  Comprehensive 
Symposium  in  Diagnosis  and  Treatment);  by 
Pitt;  at  Eye  and  Ear  Hospital;  24  hrs.; 
$200  fee;  20  limit.  Contact  David  A.  Hiles, 
M.D.,  Eye  and  Ear  Hospital,  230  Lothrop 
St.,  Pittsburgh  15213. 

August  2—6,  1971;  Pittsburgh 

C/S-THE  MANAGEMENT  OF  RETI¬ 
NAL  DETACH M E NT;  by  Pitt.;  at  Eye  &  Ear 
Hosp.;  8  hrs.  ea.  day;  5  days;  $300  fee.  Con¬ 
tact  William  G.  Everett,  M.D.,  Dir.,  Eye  & 
Ear  Hosp.,  230  Lathrop  St.,  Pittsburgh 
15213. 


OTOLARYNGOLOGY 

April  1-2,  1971 ;  Philadelphia 

C/AMA-THERAPY  IN  OTOLARYN¬ 
GOLOGY;  1971  (Postgraduate  symposium); 
by  Jefferson;  $50  fee  ($10  to  residents), 
includes  luncheon  both  days  and  one  dinner. 
Contact  William  Baltzell,  M.D.,  Dept,  of 
Otol.,  Jefferson,  1025  Walnut  St.,  Phila¬ 
delphia  19107. 

April  26— May  7,  1971;  Philadelphia 

C/AMA-PRACTICAL  COURSE  IN 
BRONCHO-ESOPHAGOLOGY;  by  U.  of  Pa.; 
at  Grad.  Hosp.  of  U.  of  Pa.,  7  hrs.  ea.  day; 
70  hrs.  AAGP  credit  requested;  $250  fee. 
Contact  Office  of  Grad.  Med.  Educ.,  U.  of 
Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 


PEDIATRICS 

March  29— April  2,  1971;  Philadelphia 

C/AMA-A  FIVE-DAY  REFRESHER 
COURSE  FOR  PEDIATRICIANS  AND  GEN¬ 
ERAL  PRACTITIONERS;  by  U.  of  Pa.;  at 
Children's  Hosp.;  27  hrs.  AAGP  credit 
approved;  $185  fee.  Contact  F.B.  Becker, 
M.D.,  Chrm.,  Post  Grad.  Educ.  Committee, 
1740  Bainbridge  St.,  Philadelphia  19146. 

May  5-7,  1971;  Philadelphia 

C/AMA  — BRONCHIAL  AND  ESOPHA¬ 
GEAL  DISEASE  I  N  I  N  FANCY  AND  CH I  LD- 
HOOD;  by  U.  of  Pa.;  at  Grad.  Hosp.  U.  of 
Pa.;  21  hrs.  AAGP  credit  requested;  $75  fee. 
Contact  Office  of  Grad.  Med.  Educ.,  U.  of 
Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 

May  11-14,  1971;  Philadelphia 

C-TWENTIETH  ANNUAL  SEMINAR 
IN  PEDIATRICS;  by  Temple;  at  St.  Christo¬ 
pher's  Hosp.,  for  Children;  28  hrs.  AAGP 
credit  requested;  $100  fee.  Contact  John  B. 
Bartram,  M.D.,  St.  Christopher's  Hosp.  for 
Children,  2600  N.  Lawrence  St.,  Philadel¬ 
phia  19133. 

March  31,  1971;  Philadelphia 

C/AMA-PUBLIC  EDUCATION  AND 
THE  MENTAL  HEALTH  SCIENCES;  by 
Hahnemann;  at  Holiday  Inn;  8  hrs.;  $35  fee. 
Contact  Paul  J.  Fink,  M.D.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 

SURGERY 

March  29— April  2,  1971;  Philadelphia 

C/AMA-MAXILLOFACI  ALAN  ATOMY 
ANDSURGERY;  by  U.  of  Pa.;  7  hrs.  ea.  day; 
35  hrs.  AAGP  credit  requested;  $175  fee 
($1 00-anatomy  only;  $100-surgery  only). 
Contact  Office  of  Grad.  Med.  Educ.,  U.  of 
Pa.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 
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obituaries 

o  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O  William  J.  Goetz,  Elizabethtown; 
Jefferson  Medical  College,  1913;  age 
80;  died  October  29,  1970.  He  was  a 
past  president  of  the  Berks  County 
Medical  Society.  Dr.  Goetz,  a  car¬ 
diologist,  was  among  the  first  class  of 
fellows  chosen  by  the  American 
College  of  Cardiology  in  1951  and  in 
1957  he  was  named  a  fellow  of  the 
American  College  of  Chest  Physicians, 
the  highest  honor  a  heart  specialist  can 
receive.  He  is  survived  by  his  wife  and 
a  stepdaughter. 

O  Harry  S.  Good,  Womels- 
dorf;  University  of  Rochester  School 
of  Medicine  and  Dentistry,  1934;  age 
61;  died  November  16,  1970.  Dr. 
Good  had  been  a  member  of  the  staff 
of  Reading  Hospital  since  1935  while 
maintaining  his  private  practice  until 
1967  when  he  became  associated  with 
Wernersville  State  Hospital.  Surviving 
are  his  wife,  a  son  and  daughter,  a 
brother  and  a  sister. 

O  John  C.  Kelly,  McKeesport;  Uni¬ 
versity  of  Pittsburgh  School  of  Medi¬ 
cine,  1910;  age  88;  died  November  12, 
1970.  Until  his  death  Dr.  Kelly 
remained  an  active  civic  leader, 
sportsman  and  physician.  He  is  sur¬ 
vived  by  a  son  and  a  brother. 

O  Violet  H.  Kidd,  Zelienople;  Hah- 
lemann  Medical  College,  1936;  age 
;59;  died  November  3,  1970.  Dr.  Kidd 
was  medical  director  of  the  Lutheran 
Did  Peoples  Home  in  Zelienople.  She 
vas  known  for  her  work  in  geriatrics. 
She  is  survived  by  her  husband,  Paul 
school,  M.D.,  and  two  daughters. 

O  James  W.  Levering,  Jenkintown; 
University  of  Pennsylvania  School  of 
vledicine,  1914;  age  79;  died  October 
’6,  1970.  Dr.  Levering,  a  surgeon,  had 
>een  affiliated  for  nearly  fifty  years 
vith  Abington  Hospital  before  retiring 
n  1963.  His  wife,  a  son,  a  daughter 
tnd  a  sister  survive. 

O  Edward  V.  Ocelus,  Bridgeport; 
Temple  University  School  of  Medi- 
:ine,  1938;  age  58;  died  November  12, 
970.  Dr.  Ocelus  served  in  the  Army 
yledical  Corps  during  World  War  II. 
survivors  include  his  wife,  two  daugh¬ 


ters,  three  sons,  a  sister  and  two 
brothers. 

O  Joseph  A.  Perrone,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1928;  age  64;  died  No¬ 
vember  7,  1970.  Dr.  Perrone,  a  pio¬ 
neer  in  the  field  of  bronchology,  per¬ 
formed  the  first  laryngectomy  in  Pitts¬ 
burgh.  His  wife,  three  daughters,  five 
brothers  and  a  sister  survive. 

O  Francis  X.  Bauer,  Natrona 
Heights;  Jefferson  Medical  College, 
1940;  age  57;  died  November  7,  1970. 
Since  1950  Dr.  Bauer  had  served  as  a 
surgeon  in  Allegheny  Valley  Hospital, 
Natrona  Heights  and  Citizens  General 
Hospital.  His  wife,  three  daughters, 
four  sons  and  his  mother  survive. 

O  Clarence  E.  Baxter,  Coudersport; 
Hahnemann  Medical  College,  1938; 
age  60;  died  October  26,  1970.  During 
1970  he  had  served  as  president  of  the 
Potter  County  Medical  Society.  Sur¬ 
viving  are  his  wife,  a  son  and  a  daugh¬ 
ter. 

O  Dorothy  C.  Blechschmidt,  River¬ 
side,  Calif.;  The  Medical  College  of 
Pennsylvania,  1907;  age  85;  died  Oc¬ 
tober  31,  1970.  She  was  former  chief 
of  general  surgery  at  both  the  Doctor’s 
Hospital  and  the  former  Woman's 
Hospital  of  Philadelphia.  Dr. 
Blechschmidt  was  the  founder  and 
chief  of  staff  of  the  Cancer  and  Health 
Clinic  at  Doctor’s  Hospital  which  was 
named  in  her  honor.  Five  grand¬ 
children  survive. 

O  Chalmers  E.  Cornelius,  Jenkin¬ 
town;  University  of  Pennsylvania 
School  of  Medicine,  1926;  age  68; 
died  November  25,  1970.  Dr.  Cor¬ 
nelius  was  the  chief  of  the  otolaryngo- 
logical  services  at  Abington  Hospital 
until  his  retirement  in  1964.  He  was 
also  an  associate  professor  of  medicine 
at  the  University  of  Pennsylvania's 
Graduate  School  of  Medicine.  Sur¬ 
vivors  include  his  wife,  a  son,  two 
daughters  and  a  sister. 

O  Joseph  C.  Fulmer,  Deland,  Fla.; 
Jefferson  Medical  College,  1910;  age 
85;  died  May  25,  1970.  No  survivors 
are  listed. 


O  John  A.  Schoff,  Norristown;  Uni¬ 
versity  of  Pennsylvania  School  of 
Medicine,  1935;  age  63;  died  August 

4,  1970.  Two  sons  survive. 

O  Francis  E.  Wiedmann,  Philadel¬ 
phia;  Jefferson  Medical  College,  1952; 
age  44;  died  October  28,  1970.  Dr. 
Wiedmann  was  a  pathologist  at  the  Al¬ 
bert  Einstein  Medical  Center,  northern 
division,  for  ten  years.  He  is  survived 
by  his  wife,  two  daughters,  his  mother, 
three  brothers  and  two  sisters. 

Harold  H.  Mlorris,  St.  Simons 
Island,  Ga.;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1908;  age 
86;  died  December  17,  1970.  After 
serving  as  a  medical  missionary  in 
China  for  thirty-eight  years  he  re¬ 
turned  to  Philadelphia  to  join  the  staff 
of  the  Pennsylvania  Hospital.  He  is 
survived  by  his  wife,  two  sons,  Harold 
H.  Morris,  Jr.,  M.D.  and  C.  C.  Morris, 
M.D.,  two  daughters,  a  sister  and  a 
brother. 

M.  Rozella  Popp,  New  Castle; 
Loyola  University  Stritch  School  of 
Medicine,  Chicago,  1927;  age  76;  died 
October  4,  1970.  A  sister  survives. 

F.  Willis  Smith,  Levittown;  George 
Washington  University  School  of 
Medicine,  1938;  age  60;  died  January 

5,  1970.  His  wife  survives. 

Hugh  T.  Bigg,  Jamestown,  N.Y.; 
McGill  University,  1949;  age  52;  died 
November  7,  1970.  He  recently  as¬ 
sumed  duties  with  the  Family  Guid¬ 
ance  Clinic  in  Sharon  while  main¬ 
taining  his  private  practice  in  James¬ 
town.  Survivors  include  his  wife  and 
five  children. . 

Miodestus  W.  Buechele,  Altoona; 
Jefferson  Medical  College,  1926;  age 
70;  died  August  3,  1970.  A  sister  sur¬ 
vives. 

Oscar  B.  Griggs,  Camp  Hill,  Hah¬ 
nemann  Medical  College  and  Hospital, 
1933;  age  61;  died  December  15, 
1970.  He  was  employed  by  the  Penn¬ 
sylvania  State  Department  of  Health  in 
the  division  of  chronic  respiratory 
diseases.  Surviving  are  his  wife,  Sara 
Mercer  Griggs,  M.D.,  two  daughters 
and  a  son. 
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With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


new  members 

These  M.D.  s  have  joined  the  State  Society 
in  recent  months: 

CENTRE  COUNTY: 

Elmer  M.  Reed,  M.D.,  Ritenour  Health  Center,  University 
Park  16802. 

CLINTON  COUNTY: 

Michael  R.  Greenberg,  M.D.,  Woolrich  17779. 

DELAWARE  COUNTY: 

Onnik  Bazirganian,  M.D.,  22  N.  Edmonds  Ave.,  Haver- 
town  19083. 

LEHIGH  COUNTY: 

David  Prager,  M.D.,  901  N.  Nineteenth  St.,  Allentown 
18104. 

MONTGOMERY  COUNTY: 

Eli  W.  Zucker,  M.D.,  256  S.  York  Rd.,  Hatboro  19040. 

PHILADELPHIA  COUNTY: 

Alfredo  Alvarado,  M.D.,  6063  Roosevelt  Blvd.,  Philadel¬ 
phia  19149. 

Proctor  L.  Child,  M.D.,  307  Colket  Ln.,  Wayne  19087. 

Joel  L.  Chinitz,  M.D.,  7200  Valley  Ave.,  Philadelphia 
19128. 

Sang  Yon  Cho,  M.D.,  Hopkinson  House  Inc.,  Apt.  2014, 
Washington  Square,  S.  Philadelphia  19106. 

Leon  Cudkowicz,  M.D.,  164  Marple  Rd.,  Haverford  19041. 

Jacques  E.  DeCaestecker,  M.D.,  Treetops,  Scottsdale  Rd., 
Lansdowne  19050.  I 

Anthony  R.  Gennaro,  M.D.,  3401  N.  Broad  St., 

Philadelphia  19140. 

Leslie  Iffy,  M.D.,  509  Bridle  Rd.,  Glenside  19038. 

Jung  Sun  Kim,  M.D.,  7901  Rolling  Green  Rd.,  Cheltenham 
19012. 

James  R.  Leonard,  M.D.,  367  Brookway,  Merion  Station 
19066. 

Patria  D.  Luistro,  M.D.,  2401  Pennsylvania  Ave., 

Philadelphia  19130. 

Robert  A.  Mogil,  M.D.,  1303  W.  Tabor  Rd.,  Philadelphia 
19141.  1 

Howard  Myers,  M.D.  730  Brighton  St.,  Philadelphia 
19111. 

Luis  E.  Nunez,  M.D.,  1602  Summer  St.,  Philadelphia 
19103. 

Helen  C.  Oels,  M.D.,  3347  Indian  Queen  Ln.,  Philadelphia 
19129. 

Arthur  J.  Press,  M.D.,  300  Lancaster  Ave.,  Wynnewood 
19096. 

David  E.  Rosenthal,  M.D.,  921  Cheltenham  Ave., 
Philadelphia  19126. 

Joan  G.  Stern,  M.D.,  6100  Henry  Ave.,  Philadelphia 
19128. 
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meetings 


APRIL 

efferson  Medical  College  of  Thomas  Jefferson  University 
presents  a  postgraduate  symposium  on  the  “Therapy  of 
Otolaryngology  —  1971,”  April  1-2,  1971,  Phil¬ 
adelphia.  For  information  contact:  General  Chairman, 
William  H.  Baltzell,  M.D.,  Department  of  Otolaryngo¬ 
logy,  Jefferson  Medical  College,  1025  Walnut  St., 
Philadelphia,  19107. 

econd  Annual  Workshop  sponsored  by  the  Western  Penn¬ 
sylvania  Institute  of  Alcohol  Studies,  April  18-23, 
1971,  University  of  Pittsburgh,  Pittsburgh.  For  infor¬ 
mation  contact:  Western  Pennsylvania  Institute  of 
Alcohol  Studies,  Department  of  Special  Education  and 
Rehabilitation,  University  of  Pittsburgh,  Pittsburgh, 
15213. 

jThe  Hospital  Library”  sponsored  by  the  Pennsylvania 
Medical  Society,  April  14,  1971,  at  Hershey  and  April 
15,  1971,  at  the  University  of  Pittsburgh,  Pittsburgh. 
Advance  registration  through  the  Council  on  Educa¬ 
tion  and  Science,  Pennsylvania  Medical  Society,  20 
Erford  Road,  Lemoyne,  17043. 

ennsylvania  Medical  Society  Officers’  Conference,  April 
28-29,  1971,  Penn  Harris  Motor  Inn,  Camp  Hill. 
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With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

wwmwwwmww 

A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  1k  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 

Syracuse,  New  York  13201 
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CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional  word; 
$1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical  Society. 
Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding  month 
of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By-pass  and  Er- 
ford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such  ad¬ 
vertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  hyphenated 
words.  Count  name  and  address  as  five  words,  telephone  number  as  one,  and 
“Write  Department . . . ,  Pennsylvania  Medicine,”  as  five. 


PHYSICIANS  WANTED 

Board  certified  anesthesiologist  for 

270-bed  hospital.  Fee  for  service.  Ac¬ 
tive  OB  department.  Night  call  in  hos¬ 
pital.  Give  details  first  letter.  Apply 
Director,  Department  of  Anesthesia, 
Lower  Bucks  Hospital,  Bristol,  Pa. 
19007. 

Additional  physician  needed  for 
emergency  room  coverage.  For  further 
information  call  Braddock  General 
Hospital  (412)  351-3800,  extension 
230. 

Physician  —  Industrial.  Industrial 
plant  in  lower  Bucks  County  desires 
physician  to  perform  employment  ex¬ 
aminations,  treat  industrial  injuries 
and  review  health  claims.  Part  time. 
Salary  open.  Reply  with  qualifications 
to:  T-26,  P.O.  Box  2066,  Philadelphia, 
Pa.  19103. 

Fellowship  in  family  planning  and 

population  dynamics  in  city-wide 
HEW  Population  Council  sponsored 
projects  in  Phila.,  Pa.  M.D.  with 
previous  training  in  Ob-Gyn  and/or 
public  health  desirable.  ECFMG  cer¬ 
tificate  and  permanent  visa  status 
required  for  foreign  graduates.  Posi¬ 
tion  available  January-June  1971. 
Send  resume  to  P.O.  Box  2161,  Phila., 
Pa.  19103. 

Approved  General  Practice  Resi¬ 
dency,  available  July  1,  1971.  274-bed 
accredited  general  hospital.  ECFMG 
Certification  required  for  foreign 
physicians.  Write:  Administrator, 
Lower  Bucks  Hospital,  Bristol,  Penn¬ 
sylvania  19007. 


Radiologist — Board  certified  or  eli¬ 
gible.  Immediate  opening  in  230-bed 
general  hospital.  Active,  expanding  x- 
ray  dept.  35  miles  west  of  Philadel¬ 
phia.  Salary  negotiable.  Contact  J. 
James  Cancelmo,  Jr.,  M.D.,  Coates- 
ville  Hospital,  300  Strode  Ave.,  Coa- 
tesville.  Pa.  19320,  or  call  (215)  MU 
8-5102  after  6:30  p.m. 

FOR  SALE 

For  Sale  used  office  furniture: 
Picker  floroscope  and  Raytheon 
Diathermy  $750.  Zimmerman  Storage, 
Chambersburg,  Pa.  Telephone  (717) 
263-9278. 


PRACTICE  AVAILABLE 

General  medical  practice  for  sale; 
built  over  43  years;  south  side  of 
Bethlehem,  Pa.  Patients  are  apprecia¬ 
tive,  working  people.  Name  your 
price!  Telephone  L.  Comens  (215) 
866-5637. 

Family  Physician — full  or  part  time 
to  assume  excellent  practice  and  office 
in  Pittsburgh  suburb.  Present  physi¬ 
cian  entering  residency  training.  Day 
off  and  weekend  coverage  available. 
Write  Department  584,  Pennsylvania 
Medicine.  Confidential. 


RESIDENCY  IN  PHYSICAL  MEDICINE  AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academic  and  clinical 
emphasis  under  the  supervision  of  five  physiatrists.  Three  year  pro¬ 
gram  with  opportunity  for  research  and  pursuit  of  special  interests 
both  in  medical  school  and  private  hospital  settings.  One  year’s 
credit  for  four  years  of  general  practice  experience  or  training  in 
another  specialty.  Partially  tax  free  stipends  from  $8800.00  to 
$10,000.00  depending  on  qualifications.  Gl  schooling  benefits  avail¬ 
able  for  veterans.  Berry  plan  deferments  are  usually  obtainable  for 
physicians  anticipating  military  service.  We  will  pay  for  visits  in 
selected  cases.  Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Professor  and  Chairman 

Department  of  Rehabilitation  Medicine 

Thomas  Jefferson  University  Hospital 

11th  and  Walnut  Streets 

Philadelphia,  Pa.  19107 

Telephone:  (215)  829-6573 
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(diethylpropion  hydrochloride,  N.  F.) 


works  on  the  appetite 
noton  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a  rela¬ 
tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
I  patients  with  severe  hypertension  or  severe  cardiovascular  diseose.  Do  not  use  dur- 
1  ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
1  pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
j  in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
|  occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  iitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m,);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-103/  2/71/  u.s.  patent  no.  3,001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500, tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


P  tm 

Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


When  Constipation 
is  a  Concern . . . 


Doxidan  relieves  constipation: 

■  gently— minimal  laxative  side  effects 

■  predictably— overnight  results 

■  conveniently— one  or  two  capsules  at 

bedtime 

■  economically— costs  less  per  effective 

daily  dose* 

Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30, 100  (FSN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100's 

ha  w  i  rv  — \ 


Toonbufoi 


©The 

Logical 

Laxative 


(laxative  with  stool  softener) 


*based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-168 


"Around  the  World 
in  80  Days”. . . 

.  .  .An  expense-paid  trip  with  one  hitch  -- 
a  60-day  hitch  in  a  South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 

American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 

Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


In  the  removal  of 
facial  sebum 
and  dirt,  ^ 

hvperpHaze 
is  twice  as  effective 
as  the  leading 
antibacterial 
bar  soap  and 
50%  more  effective 

than  the  leading 
antibacterial 
liquid  skin  cleanser* 

♦  As  shown  by  in  vivo  tests  comparing  actual  use 
concentrations  of  hyperpHaze  and  the  other  products. 
hyperpHaze  has  also  been  shown  to  be  markedly  superior 
in  antibacterial  action,  because  it’s  buffered  to  maintain 
the  pH  range  in  which  hexachlorophene  is  most  effective. 

When  the  treatment  you  prescribe  includes  a  strict  cleansing 
regimen,  consider  recommending  mild,  effective  hyperpHaze. 

For  complete  test  details  and  professional  samples,  write: 

Pharmaceutical  Division/Professional  Services  Department 

COLGATE-PALMOLIVE  COMPANY 

740  North  Rush  Street/Chicago,  Illinois  60611 

<P 


Contains:  Hexachlorophene  3%,  ethoxylated  lanolin, 
carbamide  and  tight  liquid  petrolatum. 

Available  in  6-oz.  and  16-oz.  sizes  at  pharmacies  everywhere. 


The  hypochondriac 

fugitive  from  anxiety 

For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a  device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCI), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a  dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a  contributory  factor 


LibriurrilO  mg 

(chlordiazepoxide  HCl) 

1  or  2  capsules 

t.i.d./q.Ld. 


Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos¬ 
sible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com¬ 
plete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol¬ 
lowing  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten¬ 
tial  benefits  be  weighed  against  its  pos¬ 


sible  hazards. 

Precautions:  In  the  elderly  and  debili¬ 
tated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0  mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther¬ 
apy  with  other  psychotropics  seems  indi¬ 
cated,  carefully  consider  individual  phar¬ 
macologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi¬ 
tors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag¬ 
gressive  children.  Employ  usual  precau¬ 
tions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui¬ 
cidal  tendencies  may  be  present  and  pro¬ 
tective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occa¬ 
sionally  observed  at  the  lower  dosage 
ranges.  In  a  few  instances  syncope  has 
been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyrami-  I 
dal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con¬ 
trolled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocy¬ 
tosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N.J.  07110 
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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi¬ 
cant  that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive¬ 
ness  is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade¬ 
quacy,  frustration  and  resentment.”2 


By  chance?  A  lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper¬ 
acidity  acquired  through  mutation  to  serve 
a  purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a  male 
dealt  with  a  foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con¬ 
cludes,  that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Big  boys  don’t  cry.  If  more  men  cried,  H 
maybe  fewer  would  wind  up  with  duodenal, 
ulcers.  But  men  will  be  men— the  sum  total  of  U 
their  genes  and  what  they  f 
are  taught.  Schottstaedt  j 
observes  that  when  a 
mother  admonishes  her  I 
son  who  has  hurt  himself 
that  big  boys  don’t  cry,  she  i 
is  teaching  him  n 
stoicism.4  Crying  is  the  u 
negation  of  everything 
society  thinks  of  as  manly.  | 
A  boy  starts  defending  his  [ 
manhood  at  an  early  age. , 


Take  away  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a 
role  in  the  etiology  of  duodenal  ulcer. 
Alvarez5  observes  that  many  a  man  with  an 
ulcer  loses  his  symptoms  the  day  he  shuts  up 
the  office  and  starts  out  on  a  vacation.  The 
problem  is,  the  type  of  man  likely  to  have  an 
ulcer  is  the  type  least  likely  to  take  long 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  of 
Librax.®  For  most  patients,  the  rest  cure  is 
as  unrealistic  as  it  is  desirable.  Still,  the 
stress  factor  must  be  dealt  with.  And  here 
is  where  the  dual  action  of  adjunctive  Librax 
can  help.  Librax  is  the  only  drug  that  com- 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M., 
et  al.  (eds.) :  Harrison’s  Principles  of  Internal  Medicine,  ed. 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1444. 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff’s 
Stress  and  Disease,  ed.  2,  Springfield,  Ill.,  Charles  C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt, 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practice, 
Chicago,  Ill.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  163. 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  B. 
Saunders  Company,  1951,  p.  384. 


Ities  the  tranquilizing 
ition  of  Librium® 
ihlordiazepoxicle 
]C1)  with  the  potent 
aticholinergic 
ition  of  Quarzan 
(lidinium  Br) 

Protects  man  from  his  own  hungry  per- 
snality.  The  action  of  Librium  reduces 
aixiety — helps  protect  the  vulnerable  patient 
fbm  the  psychological  overreaction  to  stress 
tat  clutches  his  stomach.  At  the  same  time, 
te  action  of  Quarzan  helps  quiet  the  hyper- 
altive  gut,  decreasing  hypermotility  and 
bpersecretion. 

An  inner  healing  environment  with  1 
c  2  capsules,  3  or  4  times  daily.  Of  course, 
tere’s  more  to  the  treatment  of  duodenal 
izer  than  a  prescription  for  Librax.  The  pa¬ 
tent — with  your  guidance — will  have  to  acl- 
jst  to  a  different  pattern  of  living  if  treat- 
ifent  is  to  succeed.  During  this  adjustment 
priod,  1  or  2  capsules  of  Librax  3  or  4  times 
dily  can  help  establish  a  desirable  environ- 
lint  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
lit  it  can  usually  make  it  easier  for  men  to 
coe  with  the  discomfort  of  stress— both 
pychic  and  gastric — that  can  precipitate 
ad  exacerbate  duodenal  ulcer. 

Ibrax:  Rx  #60  1  cap.  ax.  and  2  h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over¬ 
sedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi¬ 
ness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a  few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys¬ 
function  have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/ or  low 
residue  diets. 


in  the  treatment  of 
duodenal  ulcer 
*i  adjunctive 

Librax 

Each  capsule  contains  5  mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Mho’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  tor  enemaphobia. 

It  can  do  almost  anything  an  enema  can  -  except  look  scary. 

Just  one  suppository  usually  assures  a  predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a  suppository  the  next  morning  usually  cleans  the  bowel  thor¬ 
oughly.  Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax I.. it’s  predictable 

bisacodyl 


GElOY  PHARMACEUTICALS,  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION,  ARDSLEY,  NEW  YORK  10502  UNDER  LICFNSE  FROM  BOEHRINGER  INGELHEIM  G.  M.  B.  H. 


Loridine  LM 

Cephaloridine 


1.5  to  3  Gm.  daily 
successfully  treats  many 
moderately  severe 
infections 


•  bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonias  following  surgery 
abscesses 

wound  infections 

infections  following  compound  fractures 
urinary  tract  infections 

•  broad-spectrum  activity 

•  relatively  painless  I.M.  injection 

•  logical  I.M.  follow-up  to  I.  V. 
cephalosporin  therapy 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1 .  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4  Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage) .  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  ( see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Gm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


f  loridine 

|  ™  CEPHALORIDINE 


Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog¬ 
nized  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or  i 
red-blood-cell  count  were  ascribable  to  ad¬ 
ministration  of  Loridine.  However,  all  of  ! 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval¬ 
uation  before  and  after  a  ten-day  course  of 
cephaloridine  in  dosages  of  2  Gm.  per  day  de¬ 
veloped  impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a  small 
number  of  patients.  The  possi¬ 
bility  of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom¬ 
mended  doses.  Acute  tubular 
necrosis  has  been  found  in  affect¬ 
ed  patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in¬ 
tramuscular  injection  was  noted  in  less  than 
3  percent  of  patients.  In  only  one  patient  in 
a  series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra¬ 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— Be¬ 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 


Intramuscular  Injection— Loridine  is  usu¬ 
ally  injected  into  a  large  muscle  mass. 

The  usual  adult  dosage  for  many  infec¬ 
tions  of  moderate  severity  is  500  mg.  to  1  Gm. 
three  times  a  day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a  day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1  Gm.  four 
times  a  day.  A  single  2-Gm.  dose  is  recom¬ 
mended  for  the  treatment  of  acute  gonor¬ 
rhea.  Early  syphilis  may  be  treated  with  500 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4  Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin,! 
Lilly)  may  be  preferred  when  doses  larger 
than  4  Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2  Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital-  j 
ized.  In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus¬ 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body  : 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se¬ 
vere  infections.  A  daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections.  I 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac¬ 
teremia)  or  when  any  infection  seems  over¬ 
whelming,  intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti-  j 
ble  organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms, 
and  for  serious  infections,  2  to  4  Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha¬ 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1  Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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hvperpHaze 
deliver? 
more  effective 
antibacterial  action 

than  the  leading 
antibacterial 
bar  soap  or 
liquid  skin  cleanser* 

*  As  shown  by  in  vivo  and  in  vitro  tests  of  actual  use 
concentrations  against  the  most  common  skin  bacteria. 

Because  hyperpHaze  is  a  superior  vehicle  for 
hexachlorophene,  it  has  greater  antibacterial  action  initially 
and  for  longer  periods  of  time.  It  is  also  more  effective  in  the 
removal  of  facial  sebum  and  dirt. 

When  the  treatment  you  prescribe  includes  a  strict 
cleansing  regimen,  consider  recommending  mild,  effective 
hyperpHaze. 

For  complete  test  details  and  professional  samples,  write: 

Pharmaceutical  Division 
Professional  Services  Department 
COLGATE-PALMOLIVE  COMPANY 
740  North  Rush  Street 
Chicago,  Illinois  60611 

<P 


Contains:  Hexachlorophene  3%,  ethoxylated  lanolin, 

carbamide  and  light  liquid  petrolatum.  4 
Available  in  6-oz.  and  16-oz.  sizes  at  pharmacies  everywhere. 


(methyprylon) 

one  capsule 
for  the  rest 

of  the  night 

■  "  -  ! 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper¬ 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef¬ 
fects  with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir¬ 
ing  complete  mental  alertness,  such  as  op¬ 
erating  machinery  or  driving  a  motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
lild. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal¬ 
gesic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

L  ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
f  been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 
lated  to  the  drug. 


Roche 


<  ROCHE >  rvu^iic 

\  /  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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M.D. -Guided  Group  Malpractice  Plan  Approved 

The  PMS  Board  of  Trustees  has  approved  a  plan  for  professional  lia¬ 
bility  insurance  coverage  for  State  Society  members  with  a  history¬ 
making  degree  of  physician  control  over  coverage  decisions.  The  con¬ 
tract  is  with  a  top-rated  insurance  carrier,  Argonaut  Insurance  Co. 
of  California,  for  a  guaranteed  five-year  minimum.  Rates  are  guar¬ 
anteed  not  to  exceed  other  rates  for  similar  coverage  and  may  be 
less.  Administrator  will  be  the  brokerage  firm  of  Parker  and  Co.  of 
Pennsylvania.  Details  will  be  in  a  letter  this  month  from  PMS  Presi¬ 
dent  William  A.  Limberger ,  M.D.,  to  each  PMS  member  and  will  appear 
in  the  next  issue  of  PENNSYLVANIA  MEDICINE.  The  unique  feature  of 
the  plan  provides  for  physician  review  of  the  carrier's  financial 
records  involving  the  group  coverage  and  physician  participation 
through  a  PMS  commission  and  district  committees  of  underwriting  de¬ 
cisions  in  individual  cases.  Effective  target  date  is  June  1  but 
coverage  consideration  is  available  immediately  for  those  whose  re¬ 
newal  occurs  before  June  1  or  for  those  with  immediate  coverage  prob¬ 
lems.  The  contact--A.  John  Smither ,  vice-president  of  Parker  and  Co., 
py  telephoning  (215)  545--1700.  The  action  follows  years  of  study  by 
the  PMS  Council  on  Medical  Service  and  encouragement  from  the  House 
Df  Delegates . 

FOUNDATION  INCORPORATION  FILING  APPROVED  With  a  bill  pending  in 

the  legislature  that 

would  affect  the  structure  of  health  care  foundations,  the  PMS  Board 
of  Trustees  has  approved  articles  of  incorporation  of  the  Pennsylva¬ 
nia  Medical  Care  Foundation  and  has  directed  legal  counsel  to  file 
them.  The  House  of  Delegates  approved  the  foundation  in  principle 
and  will  have  the  chance  to  review  the  incorporation  articles  this 
fall.  The  filing  was  to  allow  for  a  possible  advantage  under  exist¬ 
ing  law  and  to  give  the  House  the  opportunity  to  consider  that  ad¬ 
vantage.  The  foundation  would  have  a  potential  for  administering 
nealth  maintenance  and  other  pre-payment  plans,  for  contracting  with 
government  for  medicare  and  medicaid,  "Pennsycare , "  and  for  developing 
Deer  review  functions.  The  Board  named  members  of  the  PMS  Subcommit- 
:ee  on  Medicare  Care  Foundation  as  the  incorporators  and  interim 
directors.  They  are:  Robert  P.  Dutlinger,  M.D.,  Harrisburg;  Robert 
3.  Edmiston,  M.D.,  Harrisburg;  John  Helwig,  Jr.,  M.D.,  Philadelphia; 
latthew  Marshall,  Jr.,  M.D.,  Pittsburgh;  George  R.  Moffitt,  Jr.,  M.D., 
larrisburg;  William  G.  Ridgway,  M.D.,  Akron;  and  Robert  A.  Schein, 
I.D.,  Pittsburgh.  The  June  issue  of  PENNSYLVANIA  MEDICINE  will  carry 
letails . 
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PMS  OFFICIALS  TESTIFY  AT  BLUE  CROSS  HEARINGS  PMS  President  William 

A.  Limberger,  M.D., 

and  Matthew  Marshall,  Jr.,  M.D. ,  Pittsburgh,  chairman  of  the  Subcom¬ 
mittee  on  Medical  Care  Foundation,  testified  at  a  hearing  of  the  Penn! 
sylvania  Insurance  Commission  in  Philadelphia  on  a  request  for  a  rate 
increase  of  50  per  cent  by  Philadelphia  Blue  Cross.  The  occasion 
marked  the  first  public  explanation  of  the  PMS  plan  for  a  Medical 
Care  Foundation  to  assist  in  controlling  the  cost,  quality  and  quan-  r 
tity  of  health  and  medical  care  for  all  state  residents.  Despite  or¬ 
ders  by  Dr.  Herbert  S.  Denenberg,  insurance  commissioner  of  the  Com¬ 
monwealth,  to  hospitals  in  the  Philadelphia  area  to  cut  costs,  he  in¬ 
dicated  following  the  hearings  that  the  requested  rate  increase 
probably  would  be  granted. 

OTHER  MARCH  BOARD  ACTIONS  The  PMS  Board  has:  Voted  unanimously  to 

reiterate  to  the  new  Commonwealth  admin¬ 
istration  the  PMS  position  that  all  matters  relating  to  the  health  of 
the  residents  should  be  under  the  aegis  of  the  Department  of  Health.., 
Moved  to  submit  names  of  possible  replacements  on  the  Drug,  Device  ant 
Cosmetic  Board  for  George  E.  Farrar,  Jr.,  M.D.,  who  has  left  the  statt 
. . .Approved  a  "white  paper”  on  emergency  medical  services  as  recomment 
ed  by  the  Council  on  Education  and  Science,  and  authorized  its  publi¬ 
cation  .. .Viewed  the  hour-long  TV  documentary  prepared  by  the  Council  t 
Public  Service,  entitled  "Health  Care--the  Coming  Crisis" .. .Nominated 
for  the  AMA  Sheen  Award  John  H.  Gibbon,  Jr.,  M.D.,  Philadelphia,  who 
perfected  the  heart-lung  machine .. .Heard  the  report  of  William  J. 
Kelly,  M.D„,  Pittsburgh,  PMS  representative  to  the  State  Board  of  Medi 
cal  Education  and  Licensure,  that  rewriting  of  the  medical  practice 
act  has  been  completed,  and  may  be  introduced  in  the  Legislature  soon, 
Moved  to  rename  the  Advisory  Committee  to  the  Executive  Director. 

It  will  be  called  the  Executive  Committee,  "invested  with  the 
appropriate  authority  implicit  in  its  name,  specifically  the  author¬ 
ity  to  take  policy  action  on  behalf  of  the  Board  of  Trustees  between 
meetings  of  the  Board  when  this  is  necessary."  The  action  is  subject 
to  approval  of  the  1971  House  of  Delegates. 

COUNCIL  PLANS  D.C.  VISIT  The  Council  on  Governmental  Relations  has 

scheduled  its  annual  congressional  visit 
to  Washington,  D.C.,  chairman  Edgar  W.  Meiser,  M.D. ,  Lancaster,  has 
announced.  Selected  physicians  will  visit  their  representatives  and 
senators  to  discuss  the  Society’s  position  on  federal  legislation. 

AMA  staff  members  will  explain  various  proposals  for  national  health 
insurance,  particularly  the  status  of  the  AMA’s  "Medicredit"  proposal, 
on  which  committee  hearings  have  begun. 

NEW  APPOINTMENTS  MADE  The  Board  of  Trustees  approved  the  appoint¬ 
ments  of  Roland  A.  Loeb ,  M.D.,  Lancaster,  to 
the  Council  on  Education  and  Science;  and  Dominic  A.  Donio,  M.D., 
Allentown,  delegate  and  Herman  Rudolph,  M.D.,  Reading,  alternate  dele¬ 
gate,  from  the  Pennsylvania  Academy  of  Physical  Medicine  and  Rehabi¬ 
litation,  to  the  Society's  Interspecialty  Committee. 
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PENNSYLVANIA 

MEDICINE 


newsfronts 


Society  officers  meet  in  annual  conference 


Medicine  in  the  seventies  — quality 
control,  financing  and  delivery  of  med¬ 
ical  care — is  the  theme  of  this  year's 
meeting  of  state  and  county  medical 
society  officials  at  the  annual  PMS  Of¬ 
ficers’  Conference,  April  28  and  29  at 
the  Penn  Harris  Motor  Inn,  Camp 
Hill. 

The  keynote  address  on  the  financ¬ 
ing  of  health  care  will  be  delivered  by 
William  A.  Limberger,  M.D.,  PMS 
president.  A  panel  discussion  on 
/arious  health  care  plans  in  existence 
n  other  countries  will  follow.  Panel 
nembers  will  include  a  representative 
)f  the  Canadian  Medical  Association; 
Seorge  Dunlop,  M.D.,  president  of 
Massachusetts  Blue  Shield;  and 
dorace  Cotton,  president  of  Horace 
2otton  Associates  and  president  of  the 
National  Association  of  Business  Con- 
1  ultants. 

i  The  chairman  of  the  PMS  Subcom¬ 
mittee  on  Medical  Care  Foundation, 

■  /latthew  Marshall,  M.D.,  Pittsburgh, 

■  nd  Donald  C.  Harrington,  M.D., 
nedical  director  of  San  Joaquin  Medi- 

i  al  Care  Foundation,  California,  will 
liscuss  and  answer  questions  regarding 
he  Pennsylvania  Medical  Care  Foun- 
.  ation. 

The  chairman  of  the  PMS  Officers' 
Conference  Committee,  Orlo  G. 
JcCoy,  M.D.,  Canton,  will  preside 
ver  the  entire  session.  Thursday 
r  lorning's  general  session  is  entitled 
Quality  Control  in  Pennsylvania 
Jedicine.”  Robert  L.  Evans,  M.D., 


vice-president  of  medical  affairs  at 
York  Hospital,  and  Rutledge  Howard, 
M.D.,  Chicago,  of  the  continuing  edu¬ 
cation  department  of  the  American 
Medical  Association,  will  discuss  con¬ 
tinuing  education  requirements  of 
PM  A — the  reasons  for  it  and  an  analy¬ 
sis  of  what  it  is. 

Norman  Sterns,  M.D.,  director  of 
the  Postgraduate  Medical  Institute  of 
Boston,  serving  the  Massachusetts 
Medical  Society,  and  John  H.  Moyer, 


DR.  STEARNS 


M.D.,  chairman  of  the  department  of 
medicine  at  Hahnemann  Medical  Col¬ 
lege,  will  explain  the  PMS  Continuing 
Education  Institute.  A  discussion, 
“Peer  Review  for  Quality  Control,” 
which  will  consider  a  plan  already  in 
existence,  will  conclude  the  morning’s 
deliberations. 

Park  M.  Horton,  M.D.,  New  Mil¬ 
ford,  chairman  of  the  PMS  Board  of 
Trustees  and  Councilors,  will  preside 
at  the  Thursday  luncheon. 


DR.  HARRINGTON 


Public  press  makes  known  malpractice  dilemma 


j  The  public  press  is  becoming  more 
ware  of  the  rising  incidence  of  malpr- 
;:tice  suits  against  physicians.  A 
;cent  supplement  of  The  Philadelphia 
unday  Bulletin  carried  an  article  on 
be  subject.  It  indicates  that  in  Canada 
talpractice  suits  are  rare  largely 
ecause  lawyers  consider  it  unethical 
)  accept  clients  on  a  contingency 
iksis,  whereas  in  the  United  States 

Swyers  are  regularly  agreeing  to  take 
ises  on  a  split-fee  basis. 

The  Bulletin  lists  this  as  one  reason 
hy  malpractice  suits  in  America 
gainst  doctors  are  reaching  crisis 


proportions,  with  some  awards  run¬ 
ning  as  high  as  a  million  dollars.  As  a 
direct  result  of  this  fact,  insurance 
companies  hiked  the  cost  of  insurance 
65  per  cent  last  year. 

In  order  to  avoid  liabilities,  doctors 
are  prescribing  countless  x-rays  and 
tests,  and  they  are  hospitalizing  pa¬ 
tients  longer  than  necessary,  causing 
increases  in  costs. 

This  article  says  that  the  most 
common  causes  of  suits,  according  to 
Mary  C.  McLaughlin,  M.D.  of  the 
New  York  City  Health  Commission, 
are  (1)  a  foreign  body  left  in  a  patient 


during  surgery  (2)  bad  effects  from 
too-tight  casts  (3)  technical  surgical 
errors  (4)  lack  of  informed  consent  (5) 
errors  made  by  residents,  interns  or 
nurses  (6)  adverse  reactions  to  peni¬ 
cillin  or  tetanus  shots  (7)  abandonment 
of  obstetric  patients  (8)  burns  from  x- 
rays  or  chemicals  (9)  failure  to  proper¬ 
ly  attend  a  surgical  cardiac  arrest. 

The  suggestion  is  made  that  one  way 
to  free  doctors  and  patients  from  the 
worry  of  suits  would  be  a  low-cost,  no¬ 
fault  insurance  system,  which  could  be 
provided  as  part  of  the  patient’s  daily 
room  rate. 
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Dr.  Farrar  retires  from  Wyeth 


% 


George  E.  Farrar,  Jr.,  M.D., 
director  of  medical  services  at  Wyeth 
Laboratories,  Radnor,  Pa.,  has  retired 
after  thirty  years’  service  with  the  firm. 
He  is  a  past  president  of  the  Pennsyl¬ 
vania  Medical  Society. 

Dr.  Farrar  has  been  a  leading  figure 
in  the  fields  of  medicine  and  education 
as  well  as  business  for  many  years. 


DR.  FARRAR 

From  1949  to  1962  he  was  medical 
director  at  Wyeth,  after  serving  as  con¬ 
sultant  to  the  firm’s  advertising  depart¬ 
ment  from  1940.  He  was  appointed 
medical  services  director  in  1962, 
representing  Wyeth  in  its  relations 
with  organized  medical  groups,  so¬ 
cieties  and  schools. 

In  1936  Dr.  Farrar  became  assistant 
professor  of  medicine  and  chief  of  the 
hematology  clinic  at  Temple  Universi¬ 
ty  School  of  Medicine  and  Hospital, 
becoming  associate  professor  in  1944. 


During  World  War  II,  he  organized 
personnel  and  facilities  in  the  Philadel¬ 
phia  area  for  a  physical  therapy  tech¬ 
nicians’  course  for  U.S.  Navy 
Corpsmen.  Since  1950  he  has  been  a 
member  of  the  Committee  of  Revision 
of  the  U.S.  Pharmacopeia,  and  in  1970 
was  elected  vice-president. 

Dr.  Farrar  is  president  of  United 
Health  Services,  a  United  Fund  agency 
in  Philadelphia;  and  is  a  past  president 
of  the  Philadelphia  County  Medical 
Society. 

Following  retirement,  Dr.  Farrar 
will  serve  as  a  field  representative  for 
the  Joint  Commission  on  Accredita¬ 
tion  of  Hospitals,  a  group  formed  to 
ensure  the  quality  of  American  hospi¬ 
tals  and  hospital  care.  Its  board  is 
comprised  of  members  of  the  Ameri¬ 
can  Hospital  Association,  the  Ameri¬ 
can  Medical  Association,  the  Ameri¬ 
can  College  of  Surgeons  and  the 
American  College  of  Physicians. 

Milbank  funds  study 

L.E.  Burney,  M.D.,  executive 
director  of  the  Milbank  Memorial 
Fund,  has  announced  an  award  of 
$9,800  to  the  American  College  of 
Preventive  Medicine  for  a  conference 
on  public  health  residency  training  to 
be  held  in  Haverford  May  13  and  14. 
Other  grants  awarded  to  the  American 
College  of  Preventive  Medicine  in¬ 
clude  a  Merck  Foundation  award  of 
$10,000  “in  support  of  the  College’s 
program  for  development  of  new 
approaches  toward  delivery  of  medical 
services,”  and  an  award  of  $1,000  by 
Smith,  Kline,  and  French  Laboratories 
“in  support  of  college  programs.” 


GEORGE  A.  HAHN,  M.D.,  Pres¬ 
ident  of  the  Philadelphia  County 
Medical  Society  accepts  a  check 
for  $500  from  Mrs.  Richard  A. 
Brunner,  president  of  the  society’s 
woman’s  auxiliary.  The  money  is  for 
S.S.  Hope  a  volunteer  project  for  Dr. 
Hahn,  who  spends  a  month  on  Hope 
every  year.  The  money  was  raised 
by  the  auxiliary  at  its  annual  fall 
benefit,  a  luncheon  and  fashion 
show.  In  presenting  the  check,  Mrs. 
Brunner  said  “We  honor  Dr.  Hahn 
and  all  doctors  whom  we  recognize 
and  remember  with  pride  for  their 
distinguished  service  to  S.S.  Hope.” 

New  department  formed 
at  Pittsburgh  hospital 

A  department  of  maxillofacial 
prosthetics  established  by  the  board  of 
directors  of  the  Eye  and  Ear  Hospital 
of  Pittsburgh  is  the  eighth  such  facility 
in  the  U.S.  It  will  be  directed  by  Ber¬ 
nard  W.  Segall,  D.M.D.,  who  is  on  the 
faculty  of  Schools  of  Medicine  and 
Dental  Medicine  at  the  University  of 
Pittsburgh.  Funds  have  been  provided 
by  the  Sara  Mellon  Scaife  Foundation 
for  this  public  service. 


Preliminary  Call  to  the  1971 
Annual  Session  of  the  House  of  Delegates 


The  1971  Annual  Session  of  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society  will  be  called  to 
order  in  Ballroom  One  of  the  Pittsburgh  Hilton  at  7:30 
p.m.,  Monday,  October  4,  1971.  The  second  and 
concluding  meeting  of  the  House  of  Delegates  is 
scheduled  for  Wednesday,  October  6,  1971  at  9:00  a.m. 

All  proposed  amendments  to  the  Constitution  must 
be  submitted  to  the  Office  of  the  Secretary  of  this  Soci¬ 
ety  on  or  before  June  4,  1971.  Such  amendments  may 


be  proposed  upon  the  written  petition  of  fifteen  Active, 
Senior  Active,  ‘Resident  or  Intern  members  of  the  Soci¬ 
ety,  or  by  the  Committee  on  Constitution  and  By-laws. 

(*  Due  to  a  printing  oversight,  Resident  and  Intern 
members  were  not  included  in  Article  XV,  (subsection 
ii)  of  the  Constitution  when  it  was  last  printed  on  Oct¬ 
ober  7,  1970.) 

Raymond  C.  Grandon,  M.D. 

Secretary 
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Society  foundation  plans  shared  at  session 


Representatives  of  more  than  two 
dozen  state  and  national  health,  labor, 
governmental,  insurance,  industrial 
and  legislative  organizations  have  met 
with  the  Pennsylvania  Medical  Society 
to  hear  about  its  plans  for  changes  in 
the  financing  of  health  care  for  Penn¬ 
sylvanians. 

The  meeting  was  called  by  the  medi¬ 
cal  society’s  Subcommittee  on  the 
Pennsylvania  Medical  Care  Founda¬ 
tion,  chaired  by  Matthew  Marshall, 
Jr.,  M.D.,  of  Pittsburgh,  to  explain  the 
concept  of  the  foundation  and  to  an¬ 
swer  questions  about  it. 

According  to  Dr.  Marshall,  the  plan 
would  impose  certain  controls  on 
physicians  who  in  turn  would  expect 
others  in  the  health  care  field  to  accept 
similar  regulations. 

It  was  an  eye-opener  for  those  who 
have  been  casting  doctors  and  their  or¬ 
ganizations  in  "bad  guy”  roles. 

The  plan  would  establish  cost,  quali¬ 
ty  and  quantity  controls  and  reward 
the  prevention  of  illness.  It  would  es¬ 
tablish  a  statewide  medical  care  foun¬ 
dation  involving  the  public,  physi¬ 
cians,  hospitals  and  other  medical  fa¬ 
cilities,  the  Blue  Plans,  commercial  in¬ 
surance  companies,  state  and  federal 
government,  labor  unions,  industry 
and  other  employers  and  incorporated 
medical  care  groups. 

The  foundation  plan  still  is  in  its 
formative  stages.  A  number  of  steps 
must  take  place  before  it  can  come 
into  being.  As  an  example,  although 
the  foundation  plan  is  a  Pennsylvania 
Medical  Society  concept  approved  by 
the  House  of  Delegates  in  1970,  the 
precise  structure  is  subject  to  the  dele¬ 
gates’  approval  at  this  year’s  meeting. 
The  plan  also  requires  participation  of 
and  funding  from  other  sources. 

Among  a  number  of  services  and 
functions,  the  foundation  would: 

•  Offer  a  mechanism  for  prepay¬ 
ment  medical-health  insurance  plans 
akin  to  Kaiser  Permanente  prepay¬ 
ment  plans  on  the  west  coast  and  else¬ 
where; 

•  Provide  mechanisms  to  make  hos- 
aital  stays  minimal  and  prevent  unnec- 
;ssary  hospital  admissions; 

•  Contract  with  the  federal  govern- 
nent  to  provide  the  full  range  of 


health  services  to  medicare  recipients; 

•  Contract  with  state  government 
to  provide  the  full  range  of  health  and 
medical  care  services  to  medicaid  re¬ 
cipients; 

•  Provide  committees  that  would 
review  health  and  medical  care  costs, 
quality  and  quantity — -an  extension 
and  coordination  of  activities  already 
being  carried  out  by  the  medical  pro¬ 
fession  in  the  state. 

One  of  the  major  pressures  for  the 
establishment  of  such  a  foundation 
with  medical  profession  supervision  is 
the  proposal  of  the  U.S.  Senate  Fi- 


Experts  from  the  United  States  and 
Europe  will  meet  April  15-16  in  St. 
Louis  to  consider  how  to  halt  the  rise 
of  venereal  disease  which  has  reached 
epidemic  proportions  in  many  areas  of 
the  world. 

About  150  private  and  public  health 
physicians,  VD  authorities  and  repre¬ 
sentatives  of  medical  societies  from 
every  state  and  several  European 
countries  are  expected  for  the  Interna¬ 
tional  Venereal  Disease  Symposium. 

The  symposium  will  be  cosponsored 
by  the  American  Social  Health  Associ¬ 
ation  (ASHA)  and  Pfizer  Laboratories. 

Bruce  Webster,  M.D.,  chairman  of 
the  National  Commission  on  VD 
recently  established  by  the  U.S.  De¬ 
partment  of  Health,  Education  and 
Welfare,  will  chair  the  symposium.  Dr. 
Webster  also  is  president  of  ASHA  and 
clinical  professor  of  medicine,  Cornell 
University  Medical  College. 

“We  know  that  more  than  two 
million  Americans  will  contract 
venereal  disease,  principally  gon¬ 
orrhea,  this  year  and  the  real  number 
could  be  much  greater  than  that,”  said 
Dr.  Webster. 

“The  incidence  of  venereal  disease 
is  rising  very  rapidly,  faster  than  the 
consumer  price  index,  which  is  a  con¬ 
cept  everyone  understands  in  these 
inflationary  times. 

“I  don’t  like  to  be  an  alarmist,  but 
unless  a  massive,  national  effort  is 


nance  Committee  for  the  establish¬ 
ment  of  Professional  Standards  Review 
Organizations  (PSRO).  A  member  of 
the  staff  of  the  Senate  Finance  Com¬ 
mittee  attended  the  meeting  to  explain 
that  the  foundation,  at  least  in 
federally  funded  health  care  programs, 
would  have  the  responsibility  and  the 
authority  to  establish  standards  af¬ 
fecting  not  only  physicians  but  hospi¬ 
tals,  nursing  homes  and  other  health 
and  medical  care  institutions.  Na¬ 
tionally,  hospitals  are  opposed  to  the 
plan  because  it  would  give  medical 
societies  and  physicians  greater  control 
over  hospital  medical  care  standards. 


made  to  fight  venereal  disease,  espe¬ 
cially  among  our  young  people,  we 
could  be  facing  a  national  tragedy. 
Many  other  countries  face  the  same 
prospect.” 

Speakers  will  discuss  many  aspects 
of  the  problem — medical,  social,  cul¬ 
tural,  economic,  educational  and  be¬ 
havioral.  Dr.  Webster  said  the  first  day 
of  the  symposium  would  be  spent 
“comparing  notes”  on  the  situation, 
and  the  second  day  would  feature 
workshops  devoted  to  searching  out 
new  approaches  to  halting  the  spread 
of  VD. 

Dr.  Thorstein  Guthe,  chief  medical 
officer,  Venereal  Diseases  and  Trepo- 
nematoses,  World  Health  Organiza¬ 
tion,  said  recently  that  the  sharp 
increase  in  VD  amounted  to  an  epi¬ 
demic  in  many  nations. 

ASHA  estimates  there  were 
2,000,000  cases  of  gonorrhea  and 
75,000  new  cases  of  infectious  syphilis 
in  the  United  States  during  the  year 
ending  June  30,  1970.  It  has  found 
that  most  cases  treated  by  private 
physicians  are  not  reported  to  public 
health  officials. 

A  recent  report  to  the  47th  session 
of  the  executive  board  of  the  World 
Health  Organization  in  Geneva  said 
the  spread  of  gonorrhea  is  very 
serious,  with  increases  in  1970  of  7  per 
cent  in  the  United  Kingdom,  and  15 
per  cent  in  Denmark  and  Canada. 


International  symposium  scheduled 
to  study  VD  epidemic  solutions 
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THE  WOMAN’S  AUXILIARY  of  the  York  County  Medical  Society  again  this 
year  has  taken  “positive  action”  to  induce  young  people  to  pursue  careers 
in  health  fields  by  sponsoring  a  career  day  at  York  Hospital.  Over  300 
seniors  from  the  county’s  high  schools  were  introduced  to  twenty  health 
fields  in  need  of  manpower.  Several  of  these  careers  can  be  pursued  after 
completion  of  high  school.  The  career  day  was  the  highlight  of  a  program 
of  continuing  education  over  the  past  several  months  through  which  York 
Hospital  and  the  auxiliary  have  presented  health  careers  ideas  to  school 
guidance  counselors.  One  such  field  is  inhalation  therapy,  as  demon¬ 
strated  above  by  Leon  Shirk,  chief  inhalation  therapist,  to  Ion  Deckman,  of 
Dover. 


State  reports  cancer  deaths  down 

The  Pennsylvania  Department  ot  Health  reports  for  the  first  time  in  ten 
years  a  decrease  in  the  rate  of  cancer  deaths  in  the  state.  Cancer,  howev¬ 
er,  remains  the  second  leading  cause  of  death  being  exceeded  only  by 
heart  diseases,  which  account  for  41  per  cent  of  total  deaths. 


Deaths  per  100,000  1968  1969 

187.7  187.4 

Order  of  Cancer  Mortality  - 1969 


FEMALES 

MALES 

breast 

lung 

colon 

colon 

uterus 

prostate 

lung 

stomach 

ovary 

pancreas 

Changes  Since  1930 


1969 

Respiratory 

+  985.8% 

(both  sexes) 
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+  285.0% 

pancreas 

+  220.7% 

buccal  cavity 

decreased 

liver 

decreased 

stomach 

decreased 

cervix 

decreased 

Auxiliary  sponsors 
VD  training  program 

An  educational  program  on  VD  is 
being  offered  in  Dauphin  County.  The 
Woman’s  Auxiliary  of  the  Dauphin 
County  Medical  Society  and  the  state 
health  department’s  division  of  public 
health  education  sponsored  the  initial 
session  for  ten  school  districts  in¬ 
cluding  administrators,  principals, 
school  nurses,  and  teachers. 

Dauphin  County  currently  ranks 
third  in  the  state  in  reported  incidence 
of  VD.  Mrs.  John  S.  Bray,  president  of 
the  auxiliary,  noted  that  the  county 
project  is  being  conducted  to  promote 
community  awareness  of  the  serious 
consequences  of  venereal  disease  and 
to  promote  local  action  to  curb  the 
problem. 

Psychiatrists  to  meet 
April  16  at  Hershey 

The  annual  meeting  of  the  Pennsyl¬ 
vania  Psychiatric  Society  will  be  held 
April  16-18  at  the  Hershey  Hotel  in 
Hershey.  The  theme  of  the  session  is 
“Encounter  Groups,  Marathons,  and 
Sensitivity  Training.”  The  keynote 
address  is  to  be  given  by  Charles 
Seashore,  Ph.D.,  a  resident  fellow  of 
the  National  Training  Laboratory  In¬ 
stitute.  On  Saturday  micro-lab  demon¬ 
strations  will  be  presented. 

Drug  symposium 
at  pharmacy  college 

The  Philadelphia  College  of  Phar¬ 
macy  and  Science  will  conduct  a  sym¬ 
posium  on  drug  abuse  April  21  at  the 
college.  The  program  includes  the  fol¬ 
lowing  topics:  (1)  reducing  drug  abuse 
through  education,  (2)  international 
illegal  drug  traffic,  (3)  marijuana — a: 
pharmacological  profile,  (4)  abuse  of 
hallucinogenic  agents,  (5)  methadone  I 
treatment  of  narcotic  addiction.  (6)  the 
bridge — a  new  concept  in  resocializa-  jj 
tion.  (7)  psychological  and  sociological 
factors  involved  in  treatment  planning 
for  drug  abusers. 

All  pharmacists  and  others  interest¬ 
ed  in  the  drug  abuse  problem  are  in¬ 
vited  to  attend.  The  registration  fee, 
including  the  cost  of  luncheon,  is 
$5.00. 
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State  loses  919  G.P.’s  in 


From  1967  to  1969  there  was  an 
increase  in  the  total  number  of 
physicians  in  Pennsylvania  and  the  na¬ 
tion,  yet  there  was  a  decline  in  the 
number  of  physicians  taking  care  of 
patients.  Pennsylvania  suffered  a 
whopping  32  per  cent  of  the  national 
decline  in  patient-care  doctors. 

Figures  released  by  the  American 
Medical  Association  show  the  physi¬ 
cian  population  in  Pennsylvania 
during  the  two-year  period  increased 
by  421,  while  physicians  in  patient 
care  showed  a  net  loss  of  565. 

Although  increases  were  registered 


in  some  specialties,  general  practi¬ 
tioners  in  the  state  declined  by  919  and 
physicians  in  surgical  specialties 
dropped  by  193. 

The  greatest  increases  came  under 
the  categories  of  “Other  Professional 
Activity”  and  “Inactive.”  “Other  Pro¬ 
fessional  Activity,”  which  includes 
teaching,  research,  and  administration, 
climbed  by  5 1 1  and  “Inactive”  showed 
a  gain  of  475.  Hospital-based  physi¬ 
cians  increased  by  226. 

Nationally  for  the  same  period  the 
total  number  of  physicians  increased 
by  13,979  while  the  number  of 

1967-1969 


two  years 

physicians  delivering  care  slipped  by 
1,765.  General  practitioners  declined 
by  1 1,404. 

The  major  national  increases,  which 
more  than  counterbalance  the  nearly 
14,000  new  physicians  produced 
during  the  period,  again  occurred  in 
the  areas  of  “Other  Professional  Activ¬ 
ity”  (8,747)  and  “Inactive”  (6,997). 

The  jump  in  the  number  of  inactive 
physicians  has  been  attributed  in  part 
to  high  practice  costs,  such  as  for  mal¬ 
practice  insurance,  which  prevent 
many  older  practitioners  from  taking 
care  of  patients  on  a  part-time  basis. 


PATIENT  CARE 

OFFICE  BASED  PRACTICE 

Date 

Total 

Non- 

Federal 

Physicians 

Total 

General 

Practice 

Medical 

Special¬ 

ties 

Surgical 

Special¬ 

ties 

Other 

Special¬ 

ties 

Hospital 

Based 

Practice 

Other 

Profes¬ 

sional 

Activity 

In 

active 

December  31 , 
1967 

279,418 

249,273 

U.S.  AND  POSSESSIONS 

62,757  40,113  56,636 

30,573 

59,194 

17,247 

12,898 

December  31 , 
1969 

293,397 

247,508 

51 ,353 

41,818 

56,396 

34,788 

63,153 

25,994 

19,895 

TOTALS 

+  13,979 

-  1 ,765 

- 1 1 ,404 

+  1,705 

-240 

+  4,215 

+  3,959 

+  8,747 

+  6,997 

December  31 , 
1967 

17,163 

15,380 

PENNSYLVANIA 

4,101  2,206  3,376 

1,620 

4,077 

1,180 

603 

December  31 , 
1969 

17,584 

14,815 

3,182 

2,272 

3,183 

1,875 

4,303 

1,691 

1,078 

TOTALS 

+  421 

-565 

-919 

+  66 

-193 

+  255 

+  226 

+  511 

+  475 

Hahnemann  checks  cardiac  pacemakers  by  phone 


“Heart  Station”  at  Hahnemann 
dospital  has  concluded  a  test  study  on 
iixty-eight  people  with  pacemakers. 
These  patients  were  checked  weekly  or 
nonthly  by  telephone.  Ronald  S.  Pen- 
itock,  M.D.  reported  to  a  meeting  of 
he  American  College  of  Cardiology  at 
Washington,  D.C.,  that  no  cases  of 
inpredicted  failure  occurred  during 
he  test,  although  eight  failures  were 
txperienced. 

I  Ninety  per  cent  of  all  failures  are 


caused  by  battery  failure.  When  the 
patient  calls  in,  a  technician  monitors 
the  electronic  sensors.  The  patient 
needs  a  small  kit  which  contains  the 
leads  to  send  the  signal  across  tele¬ 
phone  wires.  As  long  as  he  can  get  to  a 
telephone,  he  can  be  checked  on  a  reg¬ 
ular  schedule.  New  pacemakers  are 
checked  once  a  week  for  eight  weeks, 
then  once  a  month  up  to  eighteen 
months,  and  for  the  duration  of  their 
effective  lives  a  weekly  check  is  made. 


Pacemaker  Evaluation  Systems, 
Inc.,  1705  Walnut  St.  in  Philadelphia 
has  a  telephone  with  a  data  coupler,  an 
amplifier  for  the  telephone,  a  digital 
read-out  counter,  and  patient  data 
sheets. 

Results  have  shown  that  the  patient 
is  saved  worry  about  a  sudden  pace¬ 
maker  failure  and  the  frequency  of  re¬ 
placement  can  be  extended  from 
eighteen  to  twenty-four  months,  saving 
both  trauma  and  money. 
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PMS  FIFTY-YEAR  AWARDS  were  made  to  three  Luzerne  County 
physicians  recently  at  a  banquet  which  featured  the  installation  of  the  new 
officers  of  the  Luzerne  County  Medical  Society.  Shown  above,  left  to  right, 
are  PMS  Board  of  Trustees  Chairman  Park  M.  Florton,  M.D.,  who  presented 
the  awards;  Mrs.  Horton;  Lewis  S.  Reese,  M.D.,  an  awardee;  Mrs.  Reese; 
Mrs.  Marsden;  W.C.  Marsden,  M.D.,  and  George  W.  Taggart,  M.D.,  both  of 
whom  received  the  awards.  George  B.  Davis,  M.D.,  of  Kingston,  was  in¬ 
stalled  as  president  of  the  society. 

State  to  aid  municipalities 
planning  solid  waste  management 


Pennsylvania’s  Solid  Waste  Manage¬ 
ment  Advisory  Committee  wants  the 
state  to  continue  its  policy  of  reim¬ 
bursing  municipalities  half  of  what  it 
costs  them  to  prepare  official  solid 
waste  management  plans. 

At  a  recent  meeting  the  advisory 
committee  went  on  record  as  en¬ 
dorsing  a  request  by  the  Department 
of  Environmental  Resources  for  suf¬ 
ficient  funds  to  fulfill  the  Common¬ 
wealth’s  commitments  to  municipal¬ 
ities  whose  applications  for  solid  waste 
planning  grants  have  been  approved. 
Pennsylvania’s  Solid  Waste  Manage¬ 
ment  Act  authorizes  the  department  to 
assist  counties,  municipalities  and 
authorities  by  administering  grants  to 
pay  up  to  50  per  cent  of  the  costs  of 
preparing  official  plans  for  solid  waste 
management. 

Precedent  for  reimbursing  munici¬ 
palities  at  the  maximum  rate  under  the 
act  was  set  in  February  1968  when  the 
advisory  committee  adopted  the  “Con¬ 
ditions  and  Procedures  of  Grant  for 
Solid  Waste  Management  Planning.” 
Subsequently,  the  committee  recom¬ 
mended  that  each  agency  receive  half 
of  its  reimbursement  allocation  at  the 


onset  of  planning  and  the  other  half 
after  the  completed  plan  has  been 
approved  and  adopted. 

Each  municipality  with  a  popula¬ 
tion  density  of  300  or  more  persons 
per  square  mile  must  prepare,  approve 
and  submit  a  plan  for  solid  waste  man¬ 
agement  systems  serving  areas  within 
its  jurisdiction.  Through  resolutions, 
municipalities  may  join  together  with 
neighboring  communities  for  planning 
or  may  decide  to  plan  either  on  the 
county-wide  or  regional  level  as  rec¬ 
ommended  both  by  the  Department 
and  the  Advisory  Committee. 


Medical  assistants 
meet  in  Pittsburgh 

The  fourteenth  annual  convention 
of  the  Pennsylvania  Society  of  the 
American  Association  of  Medical  As¬ 
sistants  is  meeting  May  13-16  at 
Chatham  Center  in  Pittsburgh.  Pitts¬ 
burgh  Mayor  Peter  Flaherty  has 
proclaimed  May  14  as  Medical  Assis¬ 
tants’  Day.  Governor  Milton  J.  Shapp 
has  designated  the  entire  Week  Medical 
Assistants’  Week.  Because  of  growing 
demand  for  qualified  assistants,  the 
week  will  be  dedicated  to  launching  an 
extensive  career  recruiting  campaign, 
the  society  announced. 

Doctors  can  help  support  this  con¬ 
centrated  effort,  the  society  says,  by 
encouraging  their  secretaries,  tech¬ 
nicians,  and  other  assistants  to  attend. 
There  will  be  a  preconvention  tour  of 
the  “new  Pittsburgh”  on  Thursdays 
May  13.  Convention  seminars  will  be 
presided  over  by  clinicians  and  in¬ 
structors  in  the  medical  sciences  who 
are  assisting  in  the  presentation  of 
“Horizons  Unlimited,”  the  theme  of 
the  convention. 

PMS  co-sponsors  forum 

A  number  of  agencies  including  the 
Pennsylvania  Medical  Society  are 
sponsors  of  the  First  Pennsylvania 
Comprehensive  Health  Care  Forum  to 
be  held  April  6-7  at  the  Penn  Harris! 
Motor  Inn  conference  center  in  Camp 
Hill. 

The  purpose  of  the  forum  is  to  study 
national  and  state  proposals  for  the 
delivery  of  health  care  to  the  citizenry  ; 
of  Pennsylvania  and  to  bring  before 
and  exchange  with  health  profes¬ 
sionals,  industry,  civic  and  consumer 
leaders  the  varied  proposals  being  in¬ 
troduced  which  could  affect  Pennsyl¬ 
vania’s  health  care  delivery  system. 


Review  of  patient  needs  required  by  law 


New  federal  regulations  imple¬ 
menting  a  Social  Security  Act  amend¬ 
ment  have  been  announced  by  John  D. 
Twiname,  administrator  of  the  SociaJ 
and  Rehabilitation  Service.  These  new 
regulations  will  require  that  the  health 
needs  of  medicaid  patients  in  skilled 
nursing  homes  and  mental  institutions 
must  be  reviewed  and  evaluated  at 
least  once  a  year. 

State  medicaid  agencies  will  provide 
a  medical  review  and  treatment  plan 
for  each  patient,  together  with  a  reha¬ 


bilitation  plan  where  applicable. 

Whereas  former  regulations  have 
dealt  with  the  proper  licensing  and  the 
control  of  overcharges  and  excessive 
costs,  the  new  medical  review,  accom¬ 
panied  by  short  notice  inspection 
requirements,  will  change  the  focus  to 
meeting  the  needs  of  the  individual.  I 

Objectives  are  to  determine  whether 
each  patient  is  in  an  institution  appro¬ 
priate  to  his  condition,  with  emphasis 
on  the  kind  and  quality  of  care  being 
given. 
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AM  A  environmental  meeting  in  New  York 


New  York’s  Governor  Nelson  A. 
Rockefeller  will  give  the  keynote 
address  at  the  1971  annual  Congress 
on  Environmental  Health  of  the 
American  Medical  Association  April 
26-27  at  the  Essex  House  in  New  York 
City. 

Theme  of  the  1971  Congress  will  be 
“Solid  Waste  Management — Today 
and  Tomorrow.” 

Luncheon  speakers  for  each  of  the 
two  days  of  the  congress  will  be  of¬ 
ficials  of  the  two  top  federal  agencies 
dealing  with  environmental  pollution. 
Gordon  J.  MacDonald,  Ph.D., 
member  of  the  Council  on  Environ¬ 
mental  Quality,  Washington,  D.C., 
will  give  the  luncheon  address  April 
26.  William  D.  Ruckelshaus,  adminis¬ 
trator  of  the  Environmental  Protection 
Agency,  Washington,  D.C.,  will  be  the 
luncheon  speaker  Tuesday,  April  27. 

Welcoming  addresses  at  the  opening 

Malpractice  plan  tested 

I  The  Hartford  Insurance  Group  has 
nitiated  an  experimental  malpractice 
nsurance  program  in  Los  Angeles  and 
ix  adjacent  counties  in  California 
ailed  “Comprehensive  Professional 
liability  Insurance  Plan  for  the 
iouthern  California  Physicians 

!rouncil.” 

The  “peer  review”  of  doctor’s  per- 
ormance  is  considered  a  vital  step 
oward  solving  the  mounting  crisis  in 
professional  liability  coverage  by  the 
Hartford  Group.  Fellow  physicians 
vould  act  on  fee  complaints,  evaluate 
he  diagnostic,  medical  and  surgical 
procedures  used,  judge  on  ethical  con- 
luct,  and  take  disciplinary  action.  In 
he  last  analysis  the  insurance  industry 
nust  have  the  support  and  cooperation 
>f  the  medical  fraternity  in  order  to 
olve  the  problems  of  malpractice  in- 
urance,  the  Hartford  Group  feels. 

The  company  feels  that  the  inability 
f  insurance  companies  to  write  mal- 
iractice  coverage  at  a  profit  can  be  at- 
ributed  to  deteriorating  doctor-patient 
elationships,  extraordinary  jury 
wards  for  commonplace  injuries,  con- 
ngency-fee  practices  in  the  legal 
ystem,  mounting  public  sophistication 
i  medicine  and  unhappiness  over 
ledical  fees. 


session  will  be  given  by  Wesley  W. 
Hall,  M.D.,  Reno,  Nev.,  president¬ 
elect  of  AMA,  and  George  Himler, 
M.D.,  president  of  the  Medical  Society 
of  the  State  of  New  York. 

The  congress  will  be  held  under  the 
auspices  of  the  Council  on  Environ¬ 
mental  Health  of  the  AMA.  John  S. 


A  scientific  seminar  on  diabetes  for 
doctors  of  medicine  and  osteopathy 
will  be  held  at  the  Hershey  Medical 
Center  April  17,  1971,  starting  at  9 
a.m.  and  lasting  the  full  day. 

Introductions  will  be  made  by 
Raymond  C.  Grandon,  M.D.,  Harris¬ 
burg,  and  a  welcoming  address  will  be 
given  by  George  T.  Harrell,  Jr.,  M.D., 
dean  of  Pennsylvania  State  University 
College  of  Medicine  at  Hershey. 

A  film,  “Diabetes:  Puzzling  but 
Promising,”  will  be  shown,  with 
Charles  W.  Worrell,  D.O.,  Harrisburg, 
acting  as  moderator  for  the  discussion 
of  the  film.  For  the  remainder  of  the 
morning  session,  Ralph  Tomei,  D.O., 
Philadelphia,  will  act  as  moderator. 
Subjects  and  speakers  will  in¬ 
clude:  “Current  Concepts  of  the  Etio¬ 
logy  of  Daibetes,”  Joseph  J.  Rupp, 

Health  council  meeting 
studies  role  of  patient 

The  Pennsylvania  Health  Council 
will  hold  its  twenty-first  annual  meet¬ 
ing  April  19-20,  1971,  at  the  Hershey 
Motor  Lodge  at  Hershey.  Registration 
for  the  two-day  meeting  on  the  theme 
“The  Individual — Keystone  to  Health 
Maintenance,”  will  begin  at  8  a.m. 

The  morning  will  be  devoted  to  a 
business  session.  George  T.  Harrell, 
Jr.,  M.D.,  dean  of  the  Pennsylvania 
State  University  College  of  Medicine, 
Hershey,  will  serve  as  moderator  of  the 
afternoon  sessions  on  predictive  medi¬ 
cine,  family  health  maintenance  and 
developments  in  bio-technology. 

Other  sessions  will  discuss  new  di¬ 
rections  in  health  maintenance,  new 
directions  for  public  and  voluntary 
health  agencies  and  preventive  health 
maintenance. 


Chapman,  M.D.,  of  Dallas,  is  council 
chairman.  Dr.  Chapman  is  assistant 
dean  of  the  University  of  Texas  South¬ 
western  Medical  School  at  Dallas  and 
also  is  editor  of  the  Archives  of  Envi¬ 
ronmental  Health,  the  AMA’s  profes¬ 
sional  journal  dealing  with  this  aspect 
of  medicine. 


M.D.,  Philadelphia;  “The  Pregnant 
Diabetic,”  Harvey  Knowles,  M.D., 
Cincinnati,  O.;  and  “Ketotic  and  Non- 
Ketotic  Acidosis  and  Coma,”  Alex¬ 
ander  Marble,  M.D.,  Cambridge, 
Mass. 

All  morning  speakers  will  partici¬ 
pate  in  the  afternoon  session,  “Thera¬ 
py  of  Diabetes.”  Charles  Bordin, 
M.D.,  Philadelphia,  will  moderate  the 
panel  discussions  which  will  have  three 
subjects.  The  first  is  “Oral  Agents  and 
the  University  Group  Diabetic  Pro¬ 
gram  (UGDP)  Controversy.”  Other 
subjects  are  “Diet”  and  “Present  Day 
Use  of  Insulin  and  Control  of  Coma.” 

Last  year’s  initial  M.D.-D.O.  semi¬ 
nar  was  on  hypertension  and  vascular 
diseases  and  featured  experts  in  that 
field. 

A  trio  of  Pennsylvania  physi¬ 
cians:  Gilbert  M.  Rothrock,  M.D., 
York'  Edward  G.  Dailey,  M.D., 
Harrisburg;  and  William  H.  Druck- 
emiller,  M.D.,  Erie,  accompanied 
by  their  wives,  attended  the  annual 
winter  meeting  of  the  American 
Medical  Tennis  Association 
(AMTA)  held  at  the  T  Bar  M 
Tennis  Ranch,  New  Braunfels,  Tex. 
The  meeting  included  daily  scientif¬ 
ic  meetings  and  tennis  competition. 
Dr.  Rothrock  won  the  open  singles, 
defeating  Robert  Ouwendijk,  M.D., 
Ventura,  Cal.,  in  the  finals,  6-2,  6- 
4.  In  the  open  doubles,  Dr. 
Rothrock  and  Dr.  Dailey  teamed  to 
win  the  championship,  defeating  a 
doubles  team  from  Oklahoma  City. 

Physicians  wishing  to  have  fur¬ 
ther  information  concerning 
AMTA  may  contact  William 
Drake,  Executive  Secretary,  Box 
183,  Alton,  Ill.  62002. 


M.D.  -  D.O.  diabetes  seminar 
at  Hershey  Medical  Center  April  17 
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New  Kensington  Alcoa  wins  safety  award 


The  Aluminum  Company  of 
America's  New  Kensington  Opera¬ 
tions  received  the  Pennsylvania  Medi¬ 
cal  Society’s  1970  Occupational 
Health  Award  March  10  at  the  New 
Kensington  Area  Chamber  of  Com¬ 
merce  annual  meeting. 

C.  L.  Kamperman,  M.D.,  Alcoa’s 
New  Kensington  medical  director,  ac¬ 
cepted  the  statewide  honor  from 
Joseph  J.  Schwerha,  M.D.,  Finleyville, 
chairman  of  the  PMS  Commission  on 
Environmental  Health. 

$42  billion  spent 
on  health  in  1969 

Americans  spent  a  record  $42 
billion  on  health  care  in  1969,  reports 
the  new  edition  of  the  Source  Book  of 
Health  Insurance  Data. 

Per  capita  expenditures  for  medical 
care  rose  to  $208  in  1969 — a  98  per 
cent  increase  over  the  $105  of  1959. 

The  twelfth  annual  edition  of  the 
publication  of  the  Health  Insurance 
Institute  contains  (1)  latest  informa¬ 
tion  on  types  of  insuring  organizations 
in  U.S.,  (2)  amounts  of  premiums 
received  and  benefits  paid,  and  (3) 
data  on  costs  of  medical  care  and 
frequency  of  illness. 

Coverage  figures  are  given  for  the 
live  major  types  of  health  insurance; 
hospital  expense  insurance,  surgical 
expense  insurance,  regular  medical  ex¬ 
pense  insurance,  major  medical  ex¬ 
pense,  and  short  term  disability  insur¬ 
ance.  A  breakdown  is  furnished  for 
policyholders  under  and  over  the  age 
of  sixty-five. 


APHA  backs  Kennedy  bill 

The  American  Public  Health  Asso¬ 
ciation  (APHA)  has  described  S.B.3 
and  H.R.22,  the  Congressional  bills 
proposing  a  national  health  insurance, 
as  “meeting  the  needs  of  the  nation,” 
and  has  pledged  full  support  of  the 
proposals.  The  bills  were  introduced  in 
the  Senate  and  House  of  Represent¬ 
atives  by  Sen.  Edward  M.  Kennedy 
(D-Mass.)  and  Rep.  Martha  W.  Grif¬ 
fiths  (D-Mich.),  with  a  number  of 
cosponsors. 
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“The  comprehensive  medical  pro¬ 
gram  at  Alcoa’s  New  Kensington 
plant,  research  laboratories  and  tech¬ 
nical  center  was  an  outstanding  one, 
and  a  model  that  other  companies 
should  seek  to  emulate,”  Dr.  Schwerha 
said  in  commenting  on  the  company's 
program. 

The  occupational  health  awards  are 
given  annually  to  motivate  companies 
in  the  state  to  establish  or  improve 
medical  services  for  their  employees. 
Alcoa's  New  Kensington  Operations 


The  annual  meeting  of  the 
Wainwright  Tumor  Clinic  Association 
will  be  held  May  11,  1971,  at  the  Har¬ 
risburg  Polyclinic  Hospital,  with  Wil¬ 
liam  Tyler  Douglass,  Jr.,  M.D.  pre¬ 
siding.  Drs.  Charles  A.  Waltman, 
Easton;  Richard  C.  Putnam,  Philadel¬ 
phia;  M.  Peter  Scibetta,  Erie;  and 
David  W.  Clare,  Pittsburgh;  will 
present  case  reports  under  the  title 
“From  the  Four  Corners  of  the 
State — The  Most  Challenging  Cases  of 
the  Year.” 

A  unique,  high  speed  ambulance 
unit  designed  exclusively  for  use  with 
heart  victims,  is  presently  saving  150 
lives  yearly,  according  to  Dr.  J.  Frank 
Patridge,  chief  cardiologist.  Royal  Vic¬ 
toria  Hospital,  Belfast,  Ireland. 

Nicknamed  “The  Flying  Column,” 
the  ambulance,  packed  with  sophis¬ 
ticated  portable  heart-testing  equip¬ 
ment  and  a  team  of  four,  including  two 
resident  physicians,  a  staff  nurse  and 
an  intern,  can  race  from  the  hospital  to 
the  victim’s  side  in  an  average  of 
twelve  minutes  time.  The  ambulance 
uses  a  special  telephone  number  per¬ 
mitting  doctors,  patients,  and  incom¬ 
ing  calls  to  bypass  the  hospital  switch¬ 
board. 

Once  the  emergency  alarm  is 
sounded,  the  team  rushes  into  action, 
en  route  to  the  victim. 

Upon  reaching  the  patient,  the  ECG 
is  quickly  attached  to  his  body,  with 
the  team  receiving  heart-rhythm 
readings  within  two  to  three  minutes. 
The  electrocardiogram  changes  are 
also  noted  and  primary  aid  begins. 


was  selected  in  the  large  company  cat¬ 
egory.  Winner  of  the  small  category 
award  was  the  National  Lead  Com¬ 
pany,  Philadelphia  Branch. 

The  Alcoa  program  was  nominated 
for  the  state  award  by  the  West¬ 
moreland  County  Medical  Society, 
represented  at  last  night’s  meeting  by 
two  Greensburg  physicians,  Alan  W. 
Shriver,  M.D.,  chairman  of  the  soci¬ 
ety’s  Industrial  Health  Committee,  and 
Donald  M.  Blatchley,  M.D.,  a  com¬ 
mittee  member. 


Four  specialists  will  participate  as  I 
discussants:  Johathan  E.  Rhoads,  I 
M.D.,  chairman  of  the  department  of 
surgery.  Hospital  of  the  University  of 
Pennsylvania;  John  A.  Finkbeiner,  I 
M.D.,  Memorial  Hospital  of  New  j 
York  City;  Frank  Batley,  M.D.,| 
chairman  of  the  department  of  radia-  I 
tion  therapy  at  Ohio  State  University  J 
Medical  School;  and  William  Shelley,  I 
M.D.,  director  of  laboratories  of  Me-  I 
morial  Hospital  at  Charlotte,  North 
Carolina. 

'Dial  Access’  program 
initiated  by  VA 

The  VA's  5,000-plus  physicians  and 
an  equal  number  of  residents,  interns,  I 
and  consulting  physicians  will  have 
access  to  a  new  service  for  the  | 
exchange  of  medical  information  j 
called  "Dial  Access  Medical  Lec¬ 
tures.”  This  represents  an  addition  to 
the  two  million  dollars  a  year  program  | 
including  motion  pictures,  closed  cir-  i 
cuit  television,  video  tape  recorders 
and  replay  facilities,  open  broadcast 
videotapes,  cartridged  film,  and 
telephone-radio  conference  facilities 
currently  being  widely  used. 

Doctors  at  most  of  VA’s  166  hospi-  : 
tals  can  now  have  instant  access  to 
short  lectures  on  specialized  medical 
subjects  prepared  by  specialists.  A 
catalog  of  the  lectures  and  a  federal 
telecommunications  service  telephone 
are  all  that  is  necessary  for  receiving 
medical  information  on  a  variety  of 
subjects  ranging  from  “Blood  and 
Lymphatics”  to  “Suicidal  Threat.” 

PENNSYLVANIA  MEDICINE 


Wainwright  Tumor  Clinic  meets  May  11 


IWhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
'support  for  the  weight  control  program  you  recommend. 
jTEPAN I L  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a  rela¬ 
tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 

1>atients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ng  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
oleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
Dccasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 


and  iitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIl  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmoming  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  r- 107/4/7 t/u.s.  patent  no.  3,001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —  Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


PRIR1ER 

PLUS 

Flexoplnsf 


A  practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi¬ 
cated  bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a  more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre¬ 
quent  changing  of  the  dressing  is  elimi¬ 
nated.  The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


•  ••  Edward  Taylor  Ltd.  •••• 

A  Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□  literature 

□  samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name . M.D. 

Address  . 

City . 

State . Zip . 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase 
in  the  number  of 
5-year  survivals,  our 
programs  reflect 
increasing  concern 
with  the  future  of  the 
cancer  patient— with 
the  quality  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  ofcancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec¬ 
tomies,  amputations, 
and  other  drastic 
treatments  for  cancer. 

Our  “Reach  to 
Recovery”  program  is 
a  dramatic  example. 
This  program  helps 
the  physician  meet 
many  special  needs  of 
the  postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the 
benefit  of  our 
rehabilitation  program. 


Supported  by  the 
Society,  the  Inter¬ 
national  Association 
of  Laryngectomees, 
through  its  local  IAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to 
new  patients,  safety 
training,  public 
education  and  social 
activities. 

Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide 
the  physician  with 
vital  aids  necessary 
to  improve  the  quality 
of  survival. 


American  Cancer  Society^  ? 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
:lass.  And  they  really  respond. 

She  has  another  plan  just 
:or  herself.  A  medication  plan 
:or  her  hypertension.  And  she's 
ilso  responding  beautifully. 

More  than  just  another 
mtihypertensive,  Ser-Ap-Es 
:an  be  a  whole  medication  plan 
or  living  with  hypertension. 

Does  it  get  good  marks  for 
omfort? 

Excellent.  Because 
>er- Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of  each 
omponent  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz- 
ng  side  effects.  However,  side 
meets  may  occur  (see  prescrib- 
ng  information). 

Designed  with  the  kidney 
nmind? 

Hydralazine  maintains 
>r  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
:erebral  vascular  tone.  And 
I  jeserpine  has  beneficial  calm- 
]  ng  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

JL  reserpineO.l  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 

25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey  a/4624 


she  has  a  plan 
that  works 
for  living  with 
hypertension 

Ser-Ap-Es' 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

CIBA 


PENNSYLVANIA 

MEDICINE 


m.d 


In  a  joint  resolution,  the  board  of 
irectors  and  medical  staff  of 
Rochester  General  Hospital  have 
onored  Thomas  W.  McCreary,  M.D., 
y  designating  the  hospital  laboratory 
s  the  Thomas  W.  McCreary  Patho- 
jgical  Laboratory.  Dr.  McCreary 
mnded  the  laboratory  in  1929  and 
eaded  it  since  that  time  until  his 
;tirement  December  31,  1970.  Al- 
tough  retired,  he  has  continued  to 
wk  at  the  laboratory  several  days  a 
reek,  and  will  serve  in  the  future  as  a 
iboratory  consultant. 

Five  Luzerne  County  doctors  have 
jen  honored  at  a  dinner  meeting  of 
ie  Luzerne  County  Medical  Society 
lith  certificates  in  recognition  of  fifty 
ears  of  service  in  the  profession.  They 


ink  Conlon,  M.D.,  Pittston;  L.  S. 
jese,  M.D.,  Kingston;  W.  C. 
larsden,  M.D.,  Wilkes-Barre;  and 
jorge  Taggert,  M.D.,  Hazleton. 

Jack  Edeiken,  M.D.,  has  been  ap- 
pinted  chairman  of  the  department  of 
diology  at  the  Jefferson  Medical 
pllege  and  Thomas  Jefferson  Univer- 
ly  Hospital.  Dr.  Edeiken,  who  stud- 
d  under  Eugene  P.  Pendergrass, 
.D.,  at  the  University  of  Pennsyl- 
inia  Medical  School,  is  currently 
vising  his  book,  The  Roentgen  Diag- 
>sis  of  Diseases  of  Bone. 


>R.  EDEIKEN  DR.  DEGENNARO 


Brent  S.  Follweiler,  M.D.,  has  been 
ipointed  to  head  the  department  of 
iesthesiology  at  Paoli  Memorial  Hos- 
j:al.  Edward  R.  Deverson,  M.D.,  is 
12  new  director  for  John  J.  Kane 
bspital,  Pittsburgh.  He  will  also  serve 
<  executive  director  of  the  county  in- 
slution  district,  being  a  senior 
jysician  in  geriatric  medicine.  Other 
iw  hospital  appointments  are  those  of 
iomas  F.  Fletcher,  M.D.,  associate 
rector  for  medical  affairs  at  Harris- 
Irg  Hospital,  and  Patrick  J.  DeGen- 
iro,  M.D.,  Danville,  associate  in  the 
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department  of  radiology  at  Geisinger 
Medical  Center.  Dr.  Fletcher  will  also 
serve  as  a  medical  staff  liaison  with  the 
Milton  S.  Hershey  Medical  Center, 
coordinating  the  curriculum  for  the 
hospital,  which  serves  as  a  clinical 
teaching  facility  for  third  and  fourth 
year  students.  Dr.  DeGennaro  has 
recently  returned  after  serving  in  the 
U.S.  Army  Hospital  in  Japan. 

New  president  of  the  Central  Penn¬ 
sylvania  Academy  of  Medicine  is  R. 
Edward  Steele,  M.D.,  succeeding 
Thomas  E.  Bowman,  Jr.,  M.D. 

The  Bucks  County  Psychiatric 
Center  has  moved  to  a  new  location  in 
Chalfont.  The  new  facilities  include 
five  professional  offices,  two  business 
offices  and  a  waiting  room.  Thomas 
Woodman,  M.D.,  of  Point  Pleasant,  is 
now  medical  director. 

A  five-year  National  Institutes  of 
Health  Research  Development  award 
and  grant  has  been  received  by  Marcus 
M.  Reidenberg,  M.D.,  of  Temple  Uni¬ 
versity  School  of  Medicine.  His  work 
will  investigate  the  metabolism  of 
drugs  in  patients  with  kidney  disease. 

Sol  Sherry,  M.D.,  chairman  of  the 
board  of  medicine  at  Temple  Universi¬ 
ty  School  of  Medicine,  was  awarded 
the  Franz  M.  Groedel  Medal  by  the 
American  College  of  Cardiology.  Dr. 
Sherry,  together  with  a  group  of  col¬ 
leagues,  demonstrated  clinically  late 
last  year  that  a  chemical  extracted 
from  urine,  called  urokinase,  can  ef¬ 
fectively  dissolve  blood  clots  in  the 
lungs. 

Arthur  H.  Keeney,  M.D.,  ophthal- 
mologist-in-chief  to  Philadelphia’s 
Wills  Eye  Hospital  and  chairman  of 
the  department  of  ophthalmology  of 
Temple  University  School  of  Medi¬ 
cine,  has  been  named  chairman  of  the 
American  National  Standards  Institute 
Z-80  committee  on  ophthalmic  lenses. 

The  Beaver  County  Medical  Associ¬ 
ation  has  honored  J.  Willard  Smith, 
M.D.,  for  thirty-one  years  of  service  as 
secretary-treasurer.  A  $500  grant,  the 
J.  Willard  Smith,  M.D.  Scholarship, 
will  be  awarded  to  a  student  majoring 
in  nursing  at  Beaver  County  Commu¬ 
nity  College. 

Joseph  A.  Cipcic,  M.D.,  clinical  in¬ 
structor  at  the  University  of  Pittsburgh 


School  of  Medicine  and  Department  of 
Speech,  is  serving  on  the  faculty  of  a 
workshop  on  maxillofacial  fractures 
co-sponsored  by  the  American  Aca¬ 
demy  of  Facial  Plastic  and  Recon¬ 
structive  Surgery,  Inc.,  and  the  Uni¬ 
versity  of  Cincinnati  Medical  Center. 
Joel  Porter,  M.D.,  will  serve  as  an  in¬ 
structor  of  ophthalmology  for  the  eye 
clinic  at  Temple  University  Hospital. 
He  will  be  responsible  for  coordinating 
the  out-patient  department  and 
training  residents  as  well  as  teaching 
medical  students. 


DR.  PORTER  DR.  SHAW 


William  W.  Brubaker,  M.D.,  is  the 

newly  appointed  corporate  medical 
director  for  Hershey  Foods  Corpora¬ 
tion.  Another  industrial  appointment 
is  that  of  Daniel  L.  Shaw,  Jr.,  M.D.,  to 
vice-president  of  medical  affairs  for 
Wyeth  Laboratories.  Dr.  Shaw  will  be 
responsible  for  advising  the  company 
on  matters  of  a  medical  nature  and 
acting  as  liaison  on  international  medi¬ 
cal  projects. 

The  appointment  of  Gerald  H.  Es- 
covitz,  M.D.,  as  chief  of  Regional 
Medical  Program  activities  and  coor¬ 
dinator  of  community  programs  at  the 
Medical  College  of  Pennsylvania  has 
been  announced.  The  College  of  Medi¬ 
cine  at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi¬ 
ty  announced  the  appointment  of 
Richard  P.  Sacks,  M.D.,  as  assistant 
professor  of  radiology.  He  will  serve  as 
a  diagnostic  radiologist,  teach  medical 
students,  interns  and  residents,  and 
continue  his  research. 

Archibald  Laird,  M.D.,  retired  Brig¬ 
adier  General  in  the  Pennsylvania 
Army  National  Guard,  and  former 
opthalmologist  in  Wellsboro,  has 
written  a  book  entitled,  Monuments 
Marking  the  Graves  of  the  Presidents. 
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the  night  shift 
of  depression... 
insomnia 


Depression  is  a  24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
!  helpful  when  you  have  arrived  at  such  a  diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
h  ELAVIL  HCI  embodies  a  mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
i  occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
:  electroshock  therapy  may  increase  the  hazards  of  therapy; 
l  such  treatment  should  be  limited  to  patients  for  whom  it  is 
i  essential.  Discontinue  the  drug  several  days  before  elective 
(surgery  if  possible. 


I!^ontraindicatio^S:  Known  hypersensitivity.  Should  not  be  given 
:oncomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
if  a  monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
:autiously  with  gradual  increase  in  dosage  until  optimum  response  is 
ichieved.  Not  recommended  during  the  acute  recovery  phase  following 
nyocardial  infarction  or  for  patients  under  12  years  of  age. 

Varnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
icting  compounds.  Should  be  used  with  caution  in  patients  with  a  history  of 
;eizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
ntraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
vatched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
induction  time  have  been  reported,  particularly  with  high  doses; 
nyocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
:lass.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
eceiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
equired  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
r  driving  a  motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
een  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
ecome  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
Ihiotherand  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
iepressed  patients  may  experience  a  shift  toward  the  manic  phase,  and 
aaranoid  delusions,  with  or  without  associated  hostility,  may  be 
;xaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
he  dose  of  amitriptyline  HCI,  or  to  use  a  major  tranquilizing  drug,  such  as 
lerphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a  few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramida!  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  &  Dohme,  Division  of  Merck&Co.,lnc.,  West  Point,  Pa.  19486 
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The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 


physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


ndroid 

(thyroid-androgen)  tablets 
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Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 
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Choice  of  4  strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2. 5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  Of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ....64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (*/4  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCL . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .  10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin  . 5  mg. 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano,  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962  4.  Heilman,  l.,  Bradlow,  H.  1.,  Zumoff,  B.,  Fukushima,  0.  K.,  and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936, 
1959.  5.  Farris.  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J  Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila¬ 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A  Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR 


17% 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole .  100  mg. 

Nicotinic  Acid .  100  mg. 

Ascorbic  Acid .  100  mg. 

Thiamine  HCI .  25  mg. 

1-Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin . 2  mg. 

Pyridoxine . .  3  mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100  ,  500,  1000  capsules. 

Also  elixir  8 oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 
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The  health  care  of  the  poor  ' 


How  Temple  meets  a  need 

ARTHUR  D.  NELSON,  M.D.  and  JAMES  N.  SNIPE,  M.P.A. 
Philadelphia 


ALTHOUGH  questions  are  being 
raised  about  all  elements  of  our 
health  care  delivery  system,  there  is 
little  disagreement  that  the  problems 
of  access  to  the  system  and  equity  in 
enjoying  its  benefits  are  at  their  worst 
in  the  urban  core  setting.  The 
Comprehensive  Health  Services  Pro¬ 
gram  of  Temple  University  was 
designed  to  attack  these  problems  by 
bringing  the  socio-economically  disad¬ 
vantaged  urban  patient  back  into  the 
mainstream  of  medicine.  Here  are 
some  preliminary  observations  and 


comments  upon  the  program,  together 
with  a  few  throughts  for  the  future. 

A  measure  of  the  difficulty  of 
delivering  health  care  in  the  inner  city 
is  the  number  of  physicians  who, 
having  found  it  impossible,  are  now 
practicing  in  the  affluent  suburbs.  If 
traditional  modes  of  delivery  have 
failed,  for  whatever  reason,  then  surely 
a  new  approach  is  warranted.  Temple 
University’s  Health  Sciences  Center,  in 
cooperation  with  the  City  of  Philadel¬ 
phia,  the  Office  of  Economic  Opportu¬ 
nity  (OEO),  HEW,  and  others,  has 


been  working  to  develop  a  system  of 
comprehensive  patient  and  family-cen¬ 
tered  care  which  includes  neigh¬ 
borhood  health  centers  tied  into  ex¬ 
isting  health  delivery  resources.  The 
program  began  with  the  assumption 
that  from  an  established  base  more 
than  one  center  could  be  operated, 
with  attendant  economy  of  scale.  One 
objective  has  always  been  to  find  ways 
in  which  to  make  the  new  delivery 
system  self-sustaining  and  independent 
of  grant  support. 

Early  discussions  with  community 
groups  led  us  to  understand  that  access 
to  primary  care  was  a  major  consider¬ 
ation.  Therefore,  we  placed  ambula¬ 
tory  centers  right  in  the  areas  to  be 
served. 

The  Comprehensive  Group  Health 
Services  (CGHS)  Center  was  es¬ 
tablished  in  a  former  loft  building  al¬ 
ready  housing  a  Children  and  Youth 
Program  sponsored  by  St.  Chris¬ 
topher’s  Hospital  for  Children.  This 
center  offers  medical,  dental,  mental 
health  and  other  services  to  economi¬ 
cally-disadvantaged,  geographically- 
defined  residents  of  the  community. 
The  availability  under  one  roof  of  lab¬ 
oratory,  x-ray,  and  optometric- 
opthalmologic  services,  in  addition  to 
the  usual  professional  services,  makes 
care  more  convenient  than  in  the  frag¬ 
mented  clinic  settings  which  have  been 
inadequate  to  the  needs  of  the  commu¬ 
nity.  Within  two  years  after  this  center 
opened,  104  per  cent  of  the  designed 
patient  load  had  enrolled. 

An  attempt  has  been  made  to  set  up 
comprehensive  services,  also,  at  the 
West  Nicetown-Tioga  Center,  where 
we  have  experienced  most  of  the  dif¬ 
ficulties  known  to  man.  First,  we  ran 
into  deep-seated  community  distrust, 


April,  1971 


31 


and  even  animosity,  toward  the  spon¬ 
soring  institution.  Next,  preparation  of 
architectural  changes  to  the  only  large 
building  in  the  area,  and  legal  dif¬ 
ficulties  in  acquiring  the  property,  held 
us  up.  Then,  when  we  were  ready  to  go 
to  bid,  OEO  withdrew  its  grant  au¬ 
thorization  for  renovation  and 
required  that  the  institution  secure  a 
loan  and  apply  for  an  FHA  guarantee 
as  a  group  practice  and  diagnostic  and 
treatment  center  to  cover  acquisition 
and  renovation  costs.  As  an  interim 
approach  we  decided  to  deliver  ser¬ 
vices  in  trailers  which  themselves  had 
to  be  renovated.  Then  began  the  ex¬ 
tended  negotiations  needed  to  bring 
lawyers  from  the  City  of  Philadelphia 
and  its  Anti-poverty  Commission;  the 
mortgagor,  Penn  Mutual;  OEO;  the 
General  State  Authority;  FHA;  and 
Temple  University  all  together  in  a 
common  agreement.  Lawyers  are  con¬ 
stitutionally  disposed  to  argue.  How  so 
many  finally  managed  to  agree,  we’ll 
never  know.  Renovation  is  now  more 
than  90  per  cent  complete.  More  than 
three  years  after  funding,  we  are  begin¬ 
ning  to  provide  some  services  in  the 
permanent  facility.  There  is  an  impor¬ 
tant  lesson  here.  It  is  easier  to  concep¬ 
tualize  than  to  implement.  No  magic 
switch  exists  to  turn  off  all  our 
problems,  or  turn  on  solutions. 


PROGRAM  OPERATIONS 

Despite  our  difficulties,  the  project 
has  enrolled  over  18,000  individuals. 
We  not  only  give  service,  but  use  our 
data  system  to  keep  track  of  what  we 
do.  This  has  given  us  some  insights 


into  the  real-world  medicine  problems 
our  patients  face.  We  have  learned 
that,  in  addition  to  acute  upper  respi¬ 
ratory  infections,  diseases  or  disorders 
most  frequently  encountered  in  our 
area  are  hypertension,  cardiovascular 
and  pulmonary  diseases,  diabetes, 
obesity,  and  neuroses. 

Our  experience  reflects  the  validity 
of  Dr.  John  Fry’s  old  dictum, 
“Common  diseases  occur  frequently. 
Rare  diseases  are  seldom  seen.”  The 
implications  for  undergraduate  medi¬ 


cal  education  are  obvious:  greater  em¬ 
phasis  on  the  commonplace  might 
result  in  better  care  for  many  more 
people.  It  would  seem  the  Carnegie 
Commission  is  absolutely  right  in 
emphasizing  the  needs  for  health 
delivery  models  in  medical  education. 

We  find  that  allied  health  profes¬ 
sionals  and  ancillary  health  workers 
can  provide  essential  supportive  activi¬ 
ties  following  very  basic  orientation 
and  training.  However,  the  develop¬ 
ment  of  well-integrated  multidis- 


POVERTY  EXISTS  IN  PHILADELPHIA.  It  is  not  a  hidden  commodity. 
Being  poor  in  material  wealth  and  poor  in  health  go  hand  in  hand,  sta¬ 
tistics  indicate.  The  higher  the  number  of  poverty  indicators,  the  fewer 
live  births,  the  shorter  the  lifespan,  the  higher  the  incidence  of  disease, 
especially  controllable  diseases  such  as  gonorrhea  and  syphilis.  The 
photo  above  shows  CGHS  staff  members  offering  counsel  as  to  how  one 
can  survive  in  the  street  depicted  below,  Germantown  Ave.  near  the 
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quoted  unit  costs.  In  any  start-up 
period  they  are  bound  to  be  high. 
Moreover,  there  are  no  costs  with 
which  to  compare  them.  OEO  pro¬ 
grams  focus  more  broadly  than  on 
health  care  alone.  For  example, 
employment  of  indigenous  workers  is 
stressed.  Community  employees  bring 
a  new  dimension  to  the  effort,  but 
there  is  an  added  cost.  Their  training  is 
also  expensive.  Data  collection,  re¬ 
porting,  and  evaluation  activities  are 
more  intensive  than  in  most  private 
practices,  and  cost  more.  The  FHA 
mortgage  with  fast  amortization  con¬ 
tributes  significantly  to  the  cost,  and 
finally,  the  variety  and  intensity  of 
services,  including  social  services  of¬ 
fered,  have  no  parallel  in  private 
health  care  plans. 

Our  hope  is  to  expand  the  geograph¬ 
ical  area  served  by  our  project  and 
thereby  increase  the  number  of  pa¬ 
tients  served.  Experience  to  data 
would  lead  us  to  believe  that  this  could 
be  done  with  little  or  no  expansion  of 
facilities  or  staff.  We  believe  unit  costs 
will  come  down.  Economy  of  scale 
could  result  and  numbers  of  patients 
adequate  to  an  actuarially-sound 
health  maintenance  organization 
(HMO)  could  be  achieved. 

As  matters  now  stand,  comprehen¬ 
sive  health  care  programs  such  as  ours 
are  not  and  cannot  become  self-suf¬ 
ficient  in  low-income  areas.  We  hope 
the  HMO  concept  will  improve  that 
situation,  but  we’ll  have  to  see  the  law 
before  we  can  be  reassured. 

Despite  our  continuing  concern  for 
comprehensive  care,  we  find  our  pa¬ 
tients  tend  to  come  in  when  they  are 
sick.  They  stay  home  when  they  feel 
well.  With  few  exceptions,  under- 
utilization,  not  over-utilization,  has 
been  the  problem.  As  they  have  told  us 
repeatedly,  the  disadvantaged  are  so 
concerned  about  jobs,  housing,  ade¬ 
quate  food  and  clothing,  and  education 
for  their  children  that  health  care  is 
not  their  highest  priority.  What  is  very 
clear  is  that  any  attack  on  poverty  and 
its  consequences  must  be  many¬ 
pronged  and  comprehensive.  Our  na¬ 
tion  cannot  be  content  to  worry  about 
health  care  alone. 

COMMUNITY  INVOLVEMENT 

Community  participation  has  been  a 
mixed  blessing  to  date.  Truly,  their 
inputs  have  been  invaluable  in  under- 


THE  CGHS  child  development  play  area,  shown  above,  is  in  stark  con¬ 
trast  with  the  places  children  play  in  the  area  served  by  this  center. 
Shown  in  the  photo  are  Margaret  Saunders,  family  health  worker,  and 
Gloria  Williams,  child  care  worker.  Below  is  the  pediatric  waiting  area, 
;  equipped  with  items  to  occupy  waiting  patients.  The  windows  look  out 
:  on  the  neighborhood  served  by  the  CGHS  Center. 


ciplinary  teams  has  not  been  easy.  We 
constantly  observe  the  staff  caucusing 
?y  discipline  when  they  should  be  con- 
erring  as  a  team.  Only  on  an  interdis¬ 
ciplinary  basis  can  we  provide  truly 
comprehensive  care  to  our  patients.  If 
itudents  in  all  the  health  professions 
vere  taught  together,  later  they  might 
unction  as  a  team,  rather  than  as 
ugged  individualists. 


Our  financial  data  system  enables  us 
to  break  down  cost  by  cost  centers.  We 
also  collect  demographic  character¬ 
istics  of  the  population  we  serve.  Our 
experience  with  medicaid  and  medi¬ 
care  populations  should  be  useful  in 
analyzing  the  need  for  and  impact  of 
national  health  or  national  major  med¬ 
ical  insurance  plans. 

You  will  note  that  we  have  not 
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standing  the  needs  and  priorities  of  our 
patients.  However,  we  have  had  an  on¬ 
going  difference  of  opinion  as  to  where 
policy  ends  and  administration  begins. 
It  has  been  difficult  to  delegate  author¬ 
ity  and  remain  responsible  for  the 
consequences  of  all  acts.  It  is  under¬ 
standable  that  the  disadvantaged,  once 
they  get  their  hands  on  an  arm  of  the 
establishment,  give  it  a  twist  in  an  ef¬ 
fort  to  effect  instantaneous  solutions 
for  all  the  problems  of  the  ghetto.  It  is 
unfortunate  that  they  are  sometimes 
willing  to  go  to  extreme  ends  in  order 
to  test  their  authority.  We  don’t  have 
answers  to  this  dilemma,  but  we  are 
inclined  to  believe  that  a  health  plan 
corporation,  public  authority,  or 
public  utility  model  with  commensu¬ 
rate  authority  and  responsibility,  and 
with  adequate  representation  from 
consumers  who  utilize  the  services, 
will  more  closely  answer  the  need  for  a 
governing  body. 

FUTURE  OBJECTIVES 

A  sense  of  urgency  to  solve  the  so- 
called  “health  care  crisis”  pervades  our 


nation.  In  the  presence  of  so  many  im¬ 
ponderables,  it  seems  only  logcal  to 
seek  answers  through  collaborative 
research.  This  we  are  doing  under  con¬ 
tract  with  the  National  Center  for 
Health  Services  Research  and  Devel¬ 
opment.  In  addition,  the  trustees  of  the 
American  Medical  Association  and 
Temple  University  have  contracted  to 
do  research  together.  We  plan  to 
analyze  cost  variables  through  use  of  a 
mathematical  model.  We  have  devel¬ 
oped  figures  which  will  enable  us  to 
project  budgets  under  any  circum¬ 
stances  of  changing  support.  We  are 
trying  to  prepare  ourselves  to  provide 
factual  information  when  those  who 
set  policy  ask  for  cost-benefit  analyses 
of  alternative  solutions  to  the  problems 
we  face.  Until  better  solutions  are 
found,  the  landmark  accomplishments 
of  the  early  OEO  programs  can  serve 
as  models  for  others  to  follow.  Until 
all  Americans  can  gain  equity  of 
access  to  health  care  services,  we  must 
continue  the  struggle  to  expand  and 
improve  our  health  care  delivery 
system. 


Dr.  Nelson,  left,  associate  vice-president  of  Temple  University  Health 
Sciences  Center,  presently  is  engaged  in  work  for  the  National  Center 
for  Health  Services  Research  and  Development  “Experimental  Health 
Services  Planning  and  Delivery  Systems  Program.’’  This  is  a  project  of 
the  Health  Services  and  Mental  Health  Administration  of  the  Department 
of  Health,  Education,  and  Welfare.  Mr.  Snipe  has  become  director  of  the 
Temple  University  Comprehensive  Neighborhood  Health  Services  Pro¬ 
gram.  This  presentation  was  made  by  Dr.  Nelson  to  the  1970  Medical 
Services  Conference  in  November  1970. 

Supported  in  part  by  Contract  110-HSRD-146(1 )  National  Center  for 
Health  Services  Research  and  Development. 


COMPREHENSIVE  health  ser¬ 
vices  call  for  a  completely 
equipped  one-stop  facility. 
Shown  above  is  the  center’s  x- 
ray  department.  Below,  Paul  L. 
Jackson,  D.D.S.,  and  Dental  Hy¬ 
gienist  Lola  Dillard  treat  a  pa¬ 
tient.  Services  offered  in  the 
neighborhood  center  also  in¬ 
clude  ophthalmology. 
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special  reports 

The  hospital  library 

JOSEPH  T.  FREEMAN,  M.D.,  F.A.C.P. 
Philadelphia 


A  chapter  in  a  biography  of  Charles  Willson  Peale  opens 
with  the  observation  that:  “A  man  may  be  characterized  by 
his  library,  better,  at  times,  than  by  any  other  evidence.” 
Even  the  libraries  that  a  man  visits  may  be  expressive  of 
some  of  his  traits.  To  add  to  the  point,  libraries  of  a  nation 
can  reflect  national  characteristics.  For  too  long,  libraries 
have  received  the  last  budget  allocation,  first  financial  cut, 
and  lowest  priority  for  special  space,  particularly  in  hospi¬ 
tals.  Changes  must  be  introduced.  The  problem  now  is  to 
cope  with  the  publication  of  more  than  one  million  articles 
published  annually  in  fifty  thousand  journals  estimated  to 
be  “enough  scientific  material  each  day  to  fill  seven 
(complete  sets  of  the  Encyclopedia  Britannica.” 

In  October,  1965,  the  President  of  the  United  States 
jsigned  the  Medical  Library  Assistance  Act  “to  provide  for  a 
jprogram  of  grants  to  assist  in  meeting  the  need  for  adequate 
jmedical  library  services  and  facilities.”  This  was  none  too 
soon,  foresighted  as  it  was,  because  the  fund  of  scientific  in¬ 
formation  has  been  doubling  each  decade.  Individuals  no 
less  than  libraries  are  unable  to  cope  with  the  deluge  of  data 
|by  which  information  rapidly  is  translated  into  practical 
knowledge. 

Although  planning  for  medical  libraries  never  ceases,  and 
awareness  of  urgent  needs  has  been  the  librarian's  daily  por¬ 
tion,  progress  was  slow  until  the  watershed  year  of  1966. 
(Until  then,  the  average  librarian  had  to  run  as  fast  as  his 
jshelfbound  muscles  would  permit  just  to  stay  in  the  same 
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place  without  losing  ground.  When  Congress  created  the 
Medical  Literature  Retrieval  and  Appraisal  System 
(MEDLARS)  and  started  its  machinery  July  1,  1966,  the  ef¬ 
fect  was  immediate.  This  sophisticated  form  of  documenta¬ 
tion  slowed  traditional  deficiencies  in  publication  commu¬ 
nications.  The  new  Act  promised  to  “furnish  space  and  fa¬ 
cilities  for  dealing  with  the  massive  body  of  published  infor¬ 
mation  “...and  also...”  advance  the  processing,  storage  and 
retrieval  of  material  vitally  needed  by  health  professionals.” 

A  1965  study  of  79  medical  schools  found  that  an 
average  of  32,000  square  feet  of  library  space  was  needed 
for  a  total  of  2.5  million  square  feet  for  all  of  the  nation’s 
medical  school  libraries.  Deficiencies  in  publications 
amounted  to  1.3  million  volumes  or  an  average  of  18,000 
periodicals  and  books  per  school.  With  the  appropriation  of 
federal  money,  someone’s  ideas,  someone’s  minority  of  one 
became  national  policy  in  library  programs  and  structures. 
The  time  was  gone  when  the  hospital  library  could  be  taken 
for  granted;  it  had  acquired  the  means  of  exerting  a  force 
proportional  to  its  importance  in  the  distribution  of  scientif¬ 
ic  information.  A  guarantee  for  continuing  medical  educa¬ 
tion  never  had  a  better  friend  than  the  new  library  Act.  But 
here  are  questions: 

Is  the  hospital  library  obsolete?  If  it  is,  what  can  be  the 
alternatives?  Can  obsoletism  be  averted  by  adequate 
measures? 

Can  the  hospital  library  of  the  future  serve  more  complex 
functions  without  undergoing  major  changes? 

Will  stacks  of  journals  give  way  to  microfilm,  and  shelves 
of  books  to  the  microfiche  cards  of  a  film  reader  with  a 
photocopy  printer  attachment? 

Will  books  continue  to  be  produced  in  the  usual  way  or 
will  they  be  ’supplanted  by  master  copies  (aside  from 
standard  texts  and  reference  works)  kept  in  national  or 
regional  library  resource  centers  and  made  available  by  a 
variety  of  duplicating  processes? 

Will  bibliographies  continue  to  be  sought  in  horse-and- 
buggy  fashion  or  will  this  system  be  replaced  in  part  or  in 
whole  by  automatic  scanning  and  recalling  equipment  for  as 
far  back  as  the  computer  has  been  programmed  ? 

Will  the  card  catalogue  file  which  is  the  hub  of  the 
library  be  replaced  by  devices  geared  to  immediate 
responses? 

Will  there  be  the  development  of  even  greater  centers  of 
catalogued  information  of  library  resources,  which  can  be 
questioned  electronically  from  any  library  in  the  system? 

Is  there  a  need  for  a  “Federal  Reserve  System  of  Library 
Resources”  in  scientific  communications? 

If  some  or  all  of  these  things  come  to  pass,  and  probably 
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the  questions  are  short  of  the  mark,  what  then  will  become 
of  the  medical  librarian? 

Congressional  policy  under  the  act  had  seven  headings. 
Each  item  requires  comment  for  the  hospital  library,  past, 
present,  and  future. 

Construction  of  new  facilities 

The  medical  school  library  in  the  United  States  has  an 
average  of  100,000  volumes  and  subscribes  to  more  than 
1,000  journals.  Many  institutions  are  short  of  these  figures 


THE  LIBRARY  is  a  vital  tool  in  the  continuing  educa¬ 
tion  of  all  in  the  medical  profession  and  its  allied  fields. 

and  many  surpass  them.  Space  has  become  a  problem  and 
must  be  evaluated  in  terms  of  use.  Libraries  gamble  on 
numbers;  probably  less  than  1  in  100  books  on  the  shelves 
in  general  institutions  is  used  annually  although  specialized 
libraries  enjoy  a  higher  rate  of  utilization.  Books  in  forms 
such  as  microfilms  in  single  frames  or  reels  can  displace 
shelf  contents  and  update  editions  with  a  saving  in  space 
and  money. 

Medical  librarian  training 

Subsidies  for  continuing  librarian  education  insure 
progress  in  library  procedures.  Librarians  parallel  medical 
school  curriculum  committees  with  plans  for  improvement. 
The  new  act  guarantees  continuing  education  for  this 
special  profession  and  is  an  incentive  for  others  to  enter  the 
field. 

Compilation  and  distribution 
of  material 

Data  processing  and  computer  programming  are  natural 
developments  for  libraries.  Electronic  methods  are  adapted 
readily  to  the  traditional  library.  Better  communications 
from  the  national  library  center  to  regional  resource  centers 
and  satellite  storage  and  service  areas  need  funds  to  facili¬ 
tate  their  cybernetic  message. 


Electronic  ingenuity  is  not  the  problem.  There  is  no  limit 
to  systems  whereby  visitors  to  libraries  can  get  information 
about  shelf  contents.  Almost  as  a  jeremiad  and  a  sigh  for 
the  past,  it  has  been  said:  “At  this  stage  in  our  journey 
through  history. ..signals  are  flashing  to  tell  us. ..that  we  are 
overloading  our  institutions  with  demands  that  exceed  our 
capacity  to  perform.  And  this  gap  between  expectation  and 
performance  widens  every  day.” 

Improvements  in  the  basic- 
resources  of  medical  libraries 

The  hospital  library  is  a  special  form  of  scientific  literacy  ft 
using  and  complementing  the  vocabulary  of  the  profession  ft 
that  it  serves.  It  has  the  potential  to  act  as  a  visiting  M 
professor,  technical  associate,  or  even  as  a  surrogate  for  a 
course  in  continuing  medical  education. 

The  development  of 
regional  medical  libraries 

The  regional  resource  library  is  a  tie  binding  the  national  1 
library  center  and  peripheral  institutions.  If  Congress  had 
done  no  more  than  to  identify  and  to  strengthen  these  ties 
with  funds,  the  legislative  actions  almost  might  have  been 
enough. 

Cushing  pointed  out  the  danger  of  keeping  books 
together  on  shelves.  Books  breed  books  but  such  associa¬ 
tions  have  the  semblance  of  legitimacy.  Journals  are 
brought  together  in  like  fashion;  their  offspring  are  more 
likely  to  be  greater  in  numbers,  and  probably  are  not  as  le¬ 
gitimate. 

Summation 

The  hospital  library  has  a  particular  stake  in  the  past,  a 
hold  on  the  present,  and  an  obligation  to  the  future.  The 
Medical  Library  Association  Act  of  1965  permitted  the  hos¬ 
pital  library  to  make  plans  with  precision.  Obviously  expen¬ 
sive  and  indefinite  stack-loading  tendencies  will  go  by  the 
board.  Data  processing  and  programming  are  moving  front 
and  center.  Libraries  can  be  oriented  to  become  centers  of 
mediyal  education  utilizing  all  of  the  mechanics  of  an  elec¬ 
tronic  age  including  closed-circuit  television  services  and 
individual  auditory  and  visual  aides. 

In  the  12th  century  it  was  pointed  out  that  those  who 
stand  on  the  shoulders  of  giants  have  a  better  view  of  the  fu¬ 
ture.  Libraries  are  literate  man’s  shoulders.  But  even  I 
Prospero  exclaiming:  “My  library  was  dukedom  large 
enough”  could  feel  assured  because  he  had  the  income  of  a 
duchy  as  support.  The  Congressional  Act  did  the  same  for 
libraries  of  later  vintage. 

Dr.  Freeman  presented  this  paper  as  a  preamble  for  the  first 
conference  on  “The  Hospital  Library held  under  the  aus¬ 
pices  of  the  Pennsylvania  Medical  Society  and  a  number  of 
other  sponsoring  organizations.  He  has  been  a  member  of 
the  Council  on  Education  and  Science  and  chairman  of  the 
Commission  on  Geriatrics. 


'The  Hospital  Library--a  partner  of  medical  education’  is  the  subject  of 
meetings  scheduled  for  Lecture  Room  C  at  Hershey  Medical  Center 
on  April  14  and  at  Scaife  Hall,  University  of  Pittsburgh  on  April  15.  .  . 
AAGP,  AMA,  and  ACGP  will  award  four  credit  hours  for  attendance 
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Podiatry  and  medicine  —  partners  in  health  carej 


JOHN  J.  MARLETTE,  D.P.M.  CHAIRMAN 
PPA  Hospital,  Medical  and  Professional  Liaison  Department 


An  effective  exchange  of  ideas  and  information  between 
the  podiatry  and  medical  professions  has  been  initiated 
through  meetings  of  the  committee  on  relationships  with 
allied  professions  of  the  Pennsylvania  Medical  Society  and 
•epresentatives  of  the  Pennsylvania  Podiatry  Association 
PPA).  This  liaison  resulted  from  Resolution  69-29  adopted 
at  the  1969  PMS  House  of  Delegates. 

The  resolution  calls  for  a  dialogue  between  the  two 
iocieties  in  areas  of  mutual  concern  toward  the  goal  of  high 
quality  health  care  for  patients.  The  podiatry  profession 
ecognizes  the  need  to  establish  such  a  dialogue  with  the 
nedical  profession  and  its  organized  institutions. 

Descriptively,  podiatry  is  that  branch  of  the  healing  arts 
laving  to  do  with  the  care  of  the  foot.  By  definition  and  by 
tatute  of  the  Commonwealth  of  Pennsylvania,  “Podiatry 
hall  mean  the  diagnosis  and  treatment,  including 
nechanical  and  surgical  treatment,  of  ailments  of  the  foot 
md  those  anatomical  structures  of  the  leg  governing  the 


biochemistry,  pharmacology,  microbiology,  neurology,  or¬ 
thopedics,  radiology,  pathology,  and  surgery.  In  the  second 
year  work  is  introduced  in  preclinical  podiatry,  foot  roent¬ 
genology,  and  onychopathy.  General  courses  in  medicine, 
diagnosis,  clinics,  community  health,  dermatology,  vascular 
diseases,  anesthesiology,  psychiatry,  and  internal  medicine 
are  required,  along  with  podiatric  surgery,  hospital  podia¬ 
try,  and  foot  roentgenology. 

During  the  third  and  fourth  years  of  professional  school, 
the  student  progresses  in  clinical  and  practical  training.  The 
establishment  of  internships  and  podiatric  residencies  for 
graduate  students  enhances  his  capacity  to  integrate  his 
skills  and  training  into  the  total  care  concept. 

Recognizing  that  this  is  a  critical  period  in  planning  for 
comprehensive  health  care  and  for  improved  delivery  of 
quality  care,  the  podiatry  profession  has  assumed  additional 
responsibilities  in  the  form  of  peer  review  mechanisms,  con¬ 
tinuing  education  programs,  and  professional  and  public 


The  proper  utilization  of  podiatry  |in  the  comprehensive  care  setting 
can  help  in  alleviating  the  manpower  shortage 
in  the  present  system  of  delivery  of  health  care. 


anctions  of  the  foot  and  the  administration  and  prescrip- 
on  of  drugs  incidental  thereto.  It  shall  include  treatment  of 
)cal  manifestations  of  systemic  diseases  as  they  appear  on 
ie  foot,  but  shall  not  include  the  amputation  of  the  foot  or 
:g  or  treatment  of  systemic  diseases  of  any  other  part  of  the 
ijody.” 

The  podiatrist  bases  his  practice  today  on  the  same  mod- 
•n  scientific  principles  of  physiology,  pathology,  phar- 
!  iacology,  etc.,  as  those  adhered  to  in  modern  medical  prac- 
ce.  Podiatry  recognizes  the  contributions  of  those 
lembers  of  the  medical  profession  who  guided  podiatry 
>ward  its  present  professional  status. 

Podiatry's  educational  standards  is  divided.  The  first 
vel  is  a  basic  science-oriented  curriculum  covering  two  ac- 
iemic  years  in  an  accredited  college.  Upon  successful 
>mpletion  of  this  course  of  study  prospective  podiatry  can- 
dates  are  screened  by  the  admission  test  of  the  College  of 
Ddiatric  Medicine.  It  is  noteworthy  that  over  half  of  the 
lected  candidates  have  a  baccalaureate  degree  or  higher. 
The  professional  curriculum  is  based  on  a  minimum  of 
200  hours  of  instruction  distributed  over  four  academic 
:ars.  Instruction  includes  courses  in  anatomy,  physiology, 


relations  projects.  Adoption  and  implementation  of  a  code 
of  ethics  has  long  been  the  policy  of  state  and  national  asso¬ 
ciations  of  podiatry. 

The  Joint  Commission  on  Accreditation  of  Hospitals, 
Bulletin  44,  spells  out  the  means  for  establishment  of  podia¬ 
tric  services  in  accredited  hospitals.  This  document 
streamlines  the  mechanism  for  expansion  of  multiphasic 
hospital  services,  a  step  toward  comprehensive  patient  care. 

Public  Health  Reports  (Vol.  85,  No.  9,  1970)  publishes 
information  under  the  title,  “Podiatry  Screening  Project  for 
Children  in  the  District  of  Columbia.”  This  endeavor  is  an 
example  of  preventive  podiatry.  On  the  other  end  of  the 
scale,  similar  projects  have  been  conducted  in  geriatric 
groups  under  U.S.  Public  Health  Service  sponsorship. 

The  proper  utilization  of  podiatry  in  the  comprehensive 
care  setting  can  help  in  alleviating  the  manpower  shortage 
in  the  present  system  of  delivery  of  health  care. 

The  Pennsylvania  Podiatry  Association  is  devoted  to  the 
concept  of  high  quality  health  care  in  general,  and  quality 
foot  care  in  particular.  PPA  will  continue  the  promotion  of 
this  philosophy  through  interprofessional  channels. 
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capitol  report 


Abortion  bill  introduced 

The  issue  of  legalized  abortion  has  been  revived  in  the 
Pennsylvania  Legislature  with  the  pre-filing  of  a  bill  by 
Representative  Gerald  Kaufman  of  Allegheny  County  with 
the  clerk  of  the  House.  The  action  was  taken  during  that 
body’s  extended  recess  following  passage  of  the  3V2  per  cent 
state  income  tax  early  last  month.  The  bill  would  provide: 
“Any  woman  in  this  Commonwealth  shall  have  the  right  to 
a  medically  safe  abortion  providing  her  request  for  abortion 
is  made  prior  to  completion  of  sixteen  weeks  of  pregnancy.” 

The  bill  further  says:  “Only  a  physician  duly  licensed  to 
practice  medicine  in  this  Commonwealth  shall  perform  an 
abortion. 

Surgical  abortions  shall  be  done  only  in  an  accredited 
hospital  or  other  medical  facility.” 

Abortions  under  this  proposal  would  not  be  permitted  in 
a  doctor’s  office. 

Co-sponsors  of  the  bill  are  Reps.  Charles  Mebus,  Mont¬ 
gomery  County;  Sarah  A.  Anderson  and  Norman  S.  Berson, 
both  of  Philadelphia  County;  Galen  E.  Dreibelbis,  Centre 
County;  and  Jay  R.  Wells,  III,  Allegheny  County. 

The  pre-filing  of  the  bill  during  the  recess  means  a  delay 
in  numbering  the  bill  and  assigning  it  to  committee  until  the 
speaker  of  the  house,  Herbert  Fineman  of  Philadelphia,  is 
in  Harrisburg.  It  is  not  expected  that  there  will  be  quick  ac¬ 
tion  on  the  proposal  in  any  event  since  a  State  Supreme 
Court  ruling  on  a  Centre  County  Court  decision 
invalidating  the  present  law  as  unconstitutional  is  expected 
soon.  The  present  law  prohibits  “unlawful”  abortion  but 
does  not  specify  what  circumstances  can  make  abortion 
legal. 

New  bill  would  prohibit  ads 

A  bill  prohibiting  advertising  by  licensed  practitioners  of 
the  healing  arts  in  the  Commonwealth,  has  been  introduced, 
and  referred  to  the  House  Committee  on  Professional 
Licensure.  Supported  by  the  Pennsylvania  Medical  Society, 
the  bill  H.B.  526,  was  introduced  by  Rep.  Charles  Mebus  of 
Montgomery  County,  with  co-sponsors  Richard  Mc- 
Clatchy,  Montgomery;  Gerald  Kaufman,  Allegheny; 
Norman  Berson  and  Sarah  A.  Anderson,  both  of 
Philadelphia;  Patricia  Crawford,  Chester;  and  James  Pren- 
dergast,  Northampton. 

Aimed  specifically  at  advertising  by  chiropractors,  the 
bill  reads  in  part:  “No  person  licensed  to  practice  medicine, 
dentistry,  osteopathy,  podiatry,  optometry,  chiropractic,  or 
any  healing  art  in  this  State,  shall  solicit  persons  to  become 
patients  by  mail,  card,  newspaper,  pamphlet,  radio,  televi¬ 
sion  or  any  other  media,  or  permit  his  services  to  be  adver¬ 
tised;  provided,  however,  that  such  person  may  publish  a 
brief  announcement  of  the  opening  of  an  office,  or  of  any 
change  of  office  location  or  changes  of  office  hours,  and 


may  cause  to  be  listed  in  the  telephone  directory  in  clas¬ 
sified  advertising  sections  thereof,  his  name,  address,  type 
of  practice  and  office  hours.  Modest  signs  on  doors, 
windows  and  walls  of  the  licensee’s  office,  or  on  the  build¬ 
ing  in  which  he  maintains  an  office,  setting  out  his  name, 
professional  title  in  accordance  with  the  law,  office  hours, 
and  addresses,  will  not  be  considered  as  violations  of  this 
subsection. ..Each  violation  of  subsection  1  of  this  Section 
shall  be  punishable  by  a  fine  of  not  less  than  $250  nor  more 
than  $1,000  or  by  imprisonment  of  not  less  than  one  month 
nor  more  than  twelve  months,  or  both.” 

Health  secretary  sworn  in 

J.  Finton  Speller,  M.D.,  Philadelphia,  was  sworn  in 
March  10  as  Pennsylvania's  Secretary  of  Health,  following 
approval  by  the  Senate  just  before  its  adjournment  until 
March  29. 

Dr.  Speller  succeeds  Acting  Secretary  of  Health  John  R. 
Clark,  D.D.S.,  who  continues  as  deputy  secretary. 

Dr.  Speller,  a  practicing  urologist,  has  held  posts  as  assis¬ 
tant  chief  of  urology  at  Mercy-Douglass  Hospital  and  chief 
of  urology  at  Philadelphia  General  Hospital. 

For  the  past  ten  years,  the  new  secretary  of  health  has 
been  associated  with  the  Philadelphia  Department  of  Health 


DR.  SPELLER 


as  clinical  specialist  in  communicable  disease  control.  He 
was  also  clinical  consultant  in  the  Philadelphia  model  cities 
comprehensive  health  program. 

Dr.  Speller's  professional  affiliations  include  membership 
in  the  Pennsylvania  Medical  Society,  the  Philadelphia 
County  Medical  Society,  the  American  Medical  Associa¬ 
tion,  the  National  Medical  Association,  the  Philadelphia 
Urologic  Society,  and  the  American  College  of  Surgeons.  ■ 

He  is  married  to  Dorothy  R.  Lynn,  M.D.,  chief  of  derma¬ 
tology  at  Mercy-Douglass  Hospital.  Dr.  Lynn  is  also 
medical-specialist  in  the  Philadelphia  Department  of  j 
Health.  One  of  their  three  children,  Marsha  Speller,  M.D.,  j 
is  an  intern  at  Misericordia  Hospital,  Philadelphia. 
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Physician  Shortage?  Here  Are  Answers 


The  search  for  solutions  to  the  problem  of  increasing 
primary  health  care  services  while  maintaining  high  quality 
at  the  lowest  possible  cost  has  produced  two  obvious  an- 
»wers:  (1)  Increase  the  number  of  physicians  by  expansion 
af  class  size  in  established  schools  of  medicine  and  by  in- 
leasing  the  number  of  new  medical  schools.  (2)  Create  a 
lew  breed  of  physician  assistants  to  assume  minor  duties 
and  responsibilities  of  physicians  to  permit  the  physician  to 
lecome  more  productive  in  his  more  important  responsi¬ 
bilities. 

To  date,  insufficient  time  has  elapsed  to  assess  the  effec- 
iveness  of  these  approaches.  However,  in  this  issue  of 
’ENNSYLVANIA  MEDICINE  there  appears  statistical  data 
eleased  recently  by  the  AMA  showing  the  continuing  trend 
j  pf  physicians  away  from  primary  care  in  spite  of  an  increase 
n  total  numbers  of  physicians.  To  reverse  this  trend  medi- 
:al  schools  must  see  the  need  to  do  so.  Our  non-syndicated 
:  tolumnist,  George  Rowland,  rightfully  emphasizes  the  role 
>f  the  medical  educators  in  determining  the  success  of 
producing  more  physicians  willing  to  undertake  the  respon- 
ibility  of  providing  primary  care.  The  selection  of  service- 
iriented  students  and  the  nurturing  of  these  interests  during 
heir  medical  school  years,  are  essential  to  the  success  of  in- 
jreasing  the  supply  of  primary  physicians. 

Physician  assistants  are  still  in  the  neonatal  period, 
former  HEW  Secretary  Robert  Finch  popularized  this  con- 
ept  by  advocating  the  recruitment  of  medical  corpsmen  to 
tay  in  the  civilian  health  care  field  after  discharge.  Another 
arly  advocate  of  the  civilian  medical  corpsmen  concept 


was  Duke  University.  Duke  instituted  a  program  to  train 
sub-physicians  to  serve  under  physician  supervision  in  areas 
where  physicians  were  in  short  supply.  The  idea  has 
received  favorable  acceptance  to  the  extent  that  Hah¬ 
nemann  Medical  College  and  Hospital  plans  a  two  year  pro¬ 
gram  starting  in  the  fall  to  train  high  school  graduates  to 
perform  as  physician  extenders.  Additional  recognition  has 
been  given  by  the  Veterans  Administration  through  its  es¬ 
tablishment  of  a  category  that  fits  this  concept  and  a 
starting  salary  of  $8400  per  year.  Can  this  new  breed  reduce 
the  need  for  physicians  without  sacrificing  quality?  Careful 
evaluation  in  the  years  to  come  will  provide  the  answer. 

In  the  search  for  answers  little  has  been  said  about  the 
other  health  care  providers — dentists,  podiatrists,  phar¬ 
macists,  optometrists  and  others.  These  seem  to  have  es¬ 
caped  closer  scrutiny  on  how  they  could  contribute  to  the 
common  goal  of  providing  more  time  for  the  physician. 

These  groups  have  established  facilities,  faculties  and 
licensing  bodies  that  could  provide  a  base  for  comprehen¬ 
sive  review  of  their  curricula  and  their  patterns  of  practice 
and  ultimate  inclusion  in  the  health  care  team.  The  scope  of 
their  services  perhaps  could  be  expanded  and  be  coordi¬ 
nated  to  meet  the  needs  of  the  future.  Broadening  and 
improving  the  inter-relationships  between  primary  care 
physicians  and  these  groups  seems  to  me  to  be  the  next  logi¬ 
cal  step  in  insuring  the  continuing  comprehensive  care  the 
public  demands. 

DAS 


Treating  Venereal  Diseases 


Ampicillin  for  the  treatment  of  gonorrhea  is  reported  to 
e  less  effective  than  Penicillin  G.  In  this  issue  of  PENN- 
YLVANIA  MEDICINE,  on  page  52,  Drs.  Leonard  Shapiro 
nd  John  Lentz  report  their  experiences  in  treating  99  cases 
f  acute  gonococcal  urethritis  in  males.  They  observed  no 
lilures.  There  have  been  reports  in  the  literature  that  sup- 
ort  their  contention  that  Ampicillin  is  of  value  in 
enicillin  G  resistant  cases  of  N.  gonorrhoae.  It  should  be 
oted,  however,  that  no  Ampicillin  treatment  dosage  sched- 
le  has  been  established  for  syphilis  and  that  careful  follow- 
p  of  patients  so  treated  is  necessary  to  avoid  missing  those 
atients  with  mixed  infections. 

Venereal  disease  has  become  a  source  of  increasing  con- 
rn  to  the  Pennsylvania  Department  of  Health  because  of 
e  marked  increase  in  incidence  among  junior  and  senior 
gh  age  groups.  As  the  incidence  increases  more  physicians 
ill  be  called  upon  to  treat  these  diseases,  particularly 
morrhea  and  syphilis,  and  the  need  to  remain  up  to  date  in 
eir  management  is  obvious. 


Aqueous  Procaine  Penicillin  G  remains  the  treatment  of 
choice  in  a  dose  of  2.4  million  units.  Smears  and  cultures 
should  be  repeated  in  forty-eight  hours  and  if  positive  a 
repeat  dose  is  necessary.  A  third  dose  is  indicated  if  the 
smear  and  culture  are  still  positive  after  another  forty-eight 
hours. 

In  the  event  the  patient  is  allergic  to  Penicillin,  Te¬ 
tracycline  orally  500  mgm  every  6  hours  for  a  total  dose  of 
3  grams  or  12  doses  is  the  preferred  alternate  drug  regimen. 

Evaluation  of  the  success  of  therapy  must  not  be 
overlooked.  At  least  two  negative  smears  and  cultures  are 
required  before  considering  the  patient  cured.  Follow-up 
serological  tests  for  syphilis  are  essential  to  exclude  a  mixed 
gonococcal-luetic  infection. 

No  patient  with  a  venereal  disease  should  be  discharged 
until  the  physician  has  reported  the  case  to  the  Pennsyl¬ 
vania  Health  Department  for  appropriate  follow-up  of  con- 
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Let  George  Say  It 

The  Breeding  Of  Family  Physicians 

GEORGE  A.  ROWLAND,  M.D. 

Millville 


A  few  months  ago  an  article  by  this  author  on  the  subject 
of  admission  to  medical  schools  aroused  considerable  com¬ 
ment  both  favorable  and  otherwise.  More  to  the  point  it  di¬ 
rectly  resulted  in  responses  from  three  Pennsylvania  medi¬ 
cal  schools  indicating  that  these  schools  at  least  are  not 
guilty  of  the  slipshod  admission  procedures  which  were 
noted  in  the  article. 

It  is  a  source  of  satisfaction  to  me  to  know  that  these 
schools  feel  strongly  enough  about  this  point  to  have  taken 
the  trouble  to  place  themselves  on  record  in  this  way. 
Specifically,  the  article  indicated  that  high  grades  are  the 
overwhelming  determinant  as  to  whether  an  applicant  is  ac¬ 
cepted  by  some  medical  schools;  and  that  factors  which 
might  be  more  pertinent  to  his  later  success  in  the  medical 
profession,  but  not  pertaining  to  scholastic  achievement, 
tend  to  be  neglected. 

After  reading  these  letters  and  giving  due  consideration  I 
have  changed  my  point  of  view  somewhat.  The  admission 
committee,  after  all,  has  a  specific  job  to  do.  It  would  be  fu¬ 
tile  for  them  to  admit  students  to  medical  studies  who 
would  be  unlikely  to  be  able  to  graduate.  As  long  as  medical 
schools  are  organized  much  as  undergraduate  colleges,  the 
kind  of  student  who  does  well  in  college,  other  things  being 
equal,  is  the  one  who  will  be  most  likely  to  succeed  in  medi¬ 
cal  school. 

The  young  man  or  woman  who  learns  to  study  effec¬ 
tively,  who  analyzes  what  the  instructor  wants  from  him, 
who  produces  it  promptly  and  efficiently  from  his  books 
and  notes,  who  knows  how  to  write  learned  papers,  who 
takes  good  notes,  and  above  all  who  has  made  himself  com¬ 
petent  at  the  delicate  art  of  taking  examinations,  will  be 
able  to  get  through  medical  school.  The  fact  that  these 


qualities  are  of  relatively  little  value  to  practicing 
physicians  can  scarcely  be  an  important  concern  of  an  ad¬ 
mission  committee. 

Now  it  is  true  that  these  same  qualities  continue  to  be 
valuable  in  all  phases  of  the  educational  system.  Teachers 
and  researchers  continue  to  study,  take  notes,  write  papers, 
and  take  examinations  throughout  their  careers.  On  such' 
factors  will  their  future  success  be  measured.  It  is  no 
wonder  that  large  proportions  of  medical  graduates  remain 
in  fields  where  the  talents  that  they  have  will  be  needed.  In 
the  meantime  we  continue  to  call  these  institutions  medical 
schools  and  uninformed  people  expect  them  to  turn  out 
doctors  who  will  take  care  of  them. 

We  have  a  tremendous  need  for  purveyors  of  medicals 
care,  primary  physicians.  The  cities  are  full  of  doctors  who 
have  extensive  training  in  highly  specialized  fields.  In  many 
instances  the  demand  for  the  specialized  service  is  inade¬ 
quate  and  they  must  do  a  broader  type  of  practice  than  that 
for  which  they  are  so  well  prepared.  However  much  we  may 
need  narrow  specialists,  the  obvious  truth  is  that  there  are  at 
the  present  time  no  institutions  which  recognize  as  their 
principal  purpose  the  preparation  of  primary  physicians. 
Admissions  committees  admit  the  students  who  are  best 
adapted  to  the  institutions  they  serve.  It  is  no  wonder  that 
the  proportion  of  graduates  going  into  general  practice  has 
been  forced  down  to  less  than  twenty  percent. 

The  Political  Season 

On  a  national  level  they’re  using  the  terms  “medical 
Congress”  or  “health  Congress.”  In  fact,  the  first  bill  in¬ 
troduced  into  the  House  of  Representatives  when  Congress 
convened  in  January  was  one  amending  the  Social  Security 
Act,  making  changes  in  both  medicare  and  medicaid  legisla¬ 
tion. 

On  the  state  level  a  number  of  bills  have  been  introduced 
in  both  the  House  and  Senate  affecting  the  delivery  of 
health  care  to  the  people  of  the  Commonwealth. 

Your  State  Society  has  as  one  of  its  primary  goals 
keeping  the  membership  informed  of  the  status  of  pending 
legislation.  If  you  are  interested  in  further  information  on 
proposed  legislation,  the  Pennsylvania  Medical  Society  can 
provide  it  for  you. 

If  you  wish  to  communicate  with  your  representatives 
your  views  on  issues,  follow  these  rules: 

Be  brief  and  to  the  point.  Mention  the  bill  by  number  in 
your  letter.  Keep  the  letter  original — use  your  own  words. 
State  specifically  the  action  you  believe  should  be  taken  on 
the  issue. 

Keep  in  mind  that  your  representative  is  interested  in 
local  opinion.  He  wants  to  make  sure  that  the  people  "back 
home”  are  satisfied  with  his  activities  on  the  Hill. 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent ,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a  mental  climate  for  purpose¬ 
ful  living. 


Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital . 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) . 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6  hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  &  COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 
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aorazine 

rpromazine 

versatility 

quality 

experience 


Smith  Kline  &  French  Laboratories  SKSf 


When  Preventing  Constipation 
is  a  Concern . . . 


dioctyl  calcium  sulfosuccinate 

(stool  softener) 


Surfak  prevents  constipation: 

■  naturally 

.  .  .  without  bowel  distention 
.  .  .  without  adding  sodium 
to  the  system 

.  .  .  without  requiring  unusual 
intake  of  water 

■  conveniently— one  240  mg 

capsule  per  day 

■  economically— costs  less  per 

effective  daily  dose 


Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
1 000  (FSN  6505-890-1 627)  and  Unit  Dose  1 00's  (10x10 
strips). 


PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


"based  on  actual  drug  store  survey  of  prescribed  dosages 
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Lag  Time  In  Uterine  Cancer  Diagnosis. 

Potential  versus  Performance , 


It  is  hard  to  believe  it  is  more  than 
fifty  years  since  Papanicolaou  reported 
his  now  famous  vaginal  smear  test  for 
the  detection  of  uterine  cancer,  and  al¬ 
most  twenty  five  years  since  his  mono¬ 
graph,  written  in  collaboration  with 
Herbert  Traut.  laid  down  the  guiding 
principles  of  the  method.  In  a  rela¬ 
tively  short  time  its  effectiveness  was 
proved.  It  can  “red  flag"  a  cervical 
carcinoma  years  before  anything  is  vis¬ 
ible  to  the  most  searching  unaided  eye. 
and  with  an  accuracy  approaching  per¬ 
fection.  It  can  do  almost  as  well  with 
cancer  of  the  uterine  fundus.  It  has  the 
potential  of  eliminating  deaths  from 
this  disease. 

Such  a  test  deserves  the  widest 
application.  Yet  it  is  variously  es¬ 
timated  that  less  than  25  per  cent  of  el¬ 
igible  women  have  ever  had  a  Pap  test. 
About  13,000  women  will  die  of 
uterine  cancer  in  1971.  The  reason  for 
inadequate  use  of  the  Pap  test  must  be 
blamed  on  both  patient  and  physician. 
Those  women  who  visit  physicians'  of¬ 
fices  or  clinics  must  be  informed  of  the 
test  and  convinced  of  the  need  to  have 
it  done.  The  women  who  for  various 
reasons  cannot  or  will  not  see  a 
physician  or  attend  a  clinic  must  be 
reached,  if  possible,  with  the  self-ad- 
ministered  irrigation  smear. 

The  physician,  for  his  part,  must  be 
constantly  alert  to  seek  out  those  of  his 
patients  who  have  not  had  a  Pap  smear 
and  pelvic  examination.  He  should  do 
these  or  see  that  they  get  done.  If  there 
is  to  be  any  deficiency  let  it  not  be  due 
to  the  physician.  Well  then: 

WHO  SHOULD  HAVE 

A  VAGINAL  SMEAR? 

1 .  All  women  over  age  20. 

2.  Women  of  any  age  who  have  had 
sexual  experience. 


HOW  OFTEN  SHOULD 

IT  BE  DONE? 

1 .  Annually  up  to  age  35.  then  every 
six  months. 

2.  Before  starting  contraceptive 
measures. 

3.  After  treatment  for  uterine  car¬ 
cinoma.  whether  it  be  surgery  or 
radiation. 


Dr.  Papanicolaou  developed 
the  test  for  uterine  cancer 

which  bears  his  name 


HOW  ARE  SMEARS  MADE? 

1.  Minor  details  may  vary  within 
the  cytopathologist  interpreting 
the  smears  but  these  are  the  basic 
rules. 

2.  The  patient  should  not  have 


douched  or  taken  a  tub  bath 
within  twenty  four  hours  of  the 
test. 

3.  Use  no  lubricant  jelly  before  test 
is  completed. 

4.  Have  all  equipment  at  hand  so 
there  is  no  delay  in  applying  fixa¬ 
tive  solution  to  the  wet  smear. 

5.  Aspirate  the  first  specimen  with 
glass  tube  and  rubber  bulb, 
placing  the  tube  tip  into  the  pos¬ 
terior  vaginal  pool.  Blow  the 
aspirate  onto  a  glass  microslide, 
spread  smear  with  the  side  of  the 
tube  and  immediately  cover  with 
fixative.  Either  drop-on  or  spray 
fixative  can  be  used.  Most  labora¬ 
tories  provide  their  physicians 
with  such  fixative. 

6.  Expose  cervix  with  dry  speculum 
and  scrape  with  wooden  scraper 
or  wipe  cervix  with  cotton-tipped 
applicator.  Try  to  get  the  mucus  1 
plug  which  is  particularly  rich  in 
cells.  Smear  material  on  a  second 
slide  and  fix  immediately  as 
before.  Slides  are  now  ready  to  be 
sent  to  the  laboratory.  You  can 
now  proceed  with  the  usual 
bimanual  pelvic  examination. 

WHO  INTERPRETS 

THE  SMEARS? 

This  should  be  done  only  by  an  ex¬ 
perienced  cytopathologist.  Pennsyl-  I 
vania  has  excellent  cytologic  facilities  j 
and  you  can  probably  be  served  by 
your  local  laboratory. 

The  above  method  can  be  easily 
fitted  into  the  office  routine  and  add 
no  more  than  a  minute  or  so  to  ex¬ 
amining  time.  By  thus  examining  all 
our  women  patients  the  lag  between 
potential  and  performance  of  the  Pap 
smear  can  be  surely  reduced. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science.  The  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer  Forum 
is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Fast.Jong-lasting 
relief  of  aches 
and  pains 
of  colds  and  flu 


u 


ith  the  unique 
timed-release 
aspirin 


k 


Double  strength  Measurin  timed-release  aspirin 
offers  a  new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 

!>,000  microscopic  reservoirs  that  release  aspirin  at  a 
:ontrolled  rate— some  right  away  and  some  later 
in.  This  means  fast  relief  of  symptoms, 
ollowed  by  hours  of  comfort.  Throughout 
he  day,  Measurin  gives  your  patients 
freedom  from  a  4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write.- 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
3.0.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

10  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  •  EFFECTIVE  •  LONG  LASTING  PAIN  RELIEF 
Dosage:  2  tablets  followed  by  1  or  2  tablets  every 
8  hours  as  required,  not  to  exceed  6  tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2  tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


PENNSYLVANIA 

MEDICINE 


original  papers 


Progestin  Therapy  For 


Cancer 

Of  The  Uterine  Corpus 


GEORGE  C.  LEWIS,  JR.,  M.D. 
Philadelphia 


THE  WIDE  variety  of  clinical  chal¬ 
lenges  associated  with  primary, 
persistent,  or  recurrent  cancer  of  the 
uterine  corpus  requires  familiarity  with 
a  fairly  broad  therapeutic  spectrum 
if  patients  are  to  be  offered  the  best 
potential  for  tumor  control  or  pallia¬ 
tion.  Surgery  combined  with  irradiation 
appears  most  effective  for  the  patient 
with  tumors  limited  to  the  corpus, 
although  advocates  of  surgery  or  irradi¬ 
ation  alone  have  demonstrated  compar¬ 
able  results. 14  More  advanced  disease 
still  limited  to  the  pelvis  may  be 
managed  by  extensive  intracavitary 
and  external  irradiation  or  by  radical 
surgery  with  a  reasonable  chance  for 
long  term  tumor  control.  The  most 
difficult  problems  facing  the  gynecol¬ 
ogist  are  those  in  which  the  disease  has 
spread  beyond  the  pelvis,  persisted 
despite  definitive  treatment,  or  recur¬ 
red.  In  such  instances  it  is  not  unusual 
to  give  consideration  to  some  form  of 
medical  management  either  alone  or 
combined  with  some  form  of  surgery 
or  radiotherapy.  Experience  to  date 
suggests  that  progestins  offer  very  low 
toxicity4'9  and  acceptable  response 
rates2'7  in  contrast  to  other  forms  of 
chemotherapy  that  are  limited  by 
hazardous  side  effects.  It  is  the  pur¬ 
pose  of  this  presentation  to  explore 
situations  in  which  they  may  or  may 
not  be  of  value. 

The  development  and  production 
of  progestins  has  permitted  high  dose 
hormonal  therapy  to  be  applied  from 
a  few  weeks  to  indefinite  periods 
of  time  with  apparent  subjective  and 
objective  response.  In  1959  Kistner6 
reported  that  carcinoma  in  situ  could 
be  controlled  by  progestins.  In  1961 
Varga  and  Henrikson,15  and  Kelley 
and  Baker,5  reported  that  17  ct  hy- 
droxyprogesterone  caproate  (Delalu- 
tin®,  Squibb)  could  alter  the  progress 
of  adenocarcinoma  and  adenocantho- 
ma.  A  number  of  subsequent  reports 
have  confirmed  these  observations  rela¬ 
tive  to  this  agent.2'3'4'7'9'11'13'16'17 The 
dose  has  varied  from  several  hundred 
milligrams  to  ten  grams  a  week.  Dura¬ 
tion  of  therapy  has  varied  from  a  few 
weeks  to  many  years.  The  principal 
limitation  of  this  agent  has  been  the 
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fact  that  it  must  be  given  intra¬ 
muscularly. 

A  second  hormonal  preparation  that 
has  gained  acceptance1'4'7'9'12'13  is  a 
6  a-Methyl- 1 7 -a-hydroxy  progesterone 
acetate  (Provera®,  Upjohn).  Quite  a 
variety  of  programs  have  been  em¬ 
ployed.  Some  have  ranged  from  100 
mgm.  to  800  mgm.  or  more  a  month.7 
In  others  400-500  mgm.  weekly  has 
been  given  using  the  ‘Depo’  form.8  The 
oral  preparation  has  been  employed 
in  doses  of  100-300  mgm.  a  day.1 
Another  oral  medication  not  generally 
available  is  Medrogestone. 10'18  This  has 
been  used  in  doses  varying  from  20  to 
1000  mgm.  daily.  Dimethisterone,  a 
drug  that  may  be  administered  orally 
has  been  employed  in  100  mgm. 
doses. 19  A  number  of  other  agents 
have  been  reported  as  effective  in 
tumor  control,  e.g.  AY62022,  ethis- 
terone,  Enovid®  (Searle),12  etc.,  but 
the  experiences  have  been  limited  to 
very  small  series  of  patients. 

On  the  basis  of  the  reports  dealing 
with  progestins  it  has  been  generally 
shown  that  subjective  responses,  such 


as  diminished  pain,  leukorrhea,  and 
bleeding,9  have  occurred  in  approx¬ 
imately  75  per  cent11'12  of  patients. 
Objective  responses  have  varied  from 
19  per  cent  to  more  than  50  per 
cent.6'13  Pulmonary  and  osseous  le¬ 
sions2'10'13  seem  most  responsive  while 
lesions  located  in  previously  irradiated 
tissues  seem  most  resistant.10  Well 
differentiated  tumors  appear  to  re¬ 
pond  more  favorably  than  do  poorly 
differentiated  ones.17  Better  responses 
have  been  noted  in  young  patients  in 
contrast  to  older  individuals. 10  Because 
several  weeks  are  required  to  obtain  a 
response,  the  use  of  progestins  should 
be  limited  to  those  who  will  live  long 
enough  for  the  expected  benefits.  A 
minimum  of  three  months  of  therapy 
is  suggested  before  progestin  failure 
should  be  considered  likely.  1>9 

The  initial  investigations5'6'15  into 
the  hormone  therapy  of  endometrial 
cancer  touched  upon  atypical  hyper¬ 
plasia,  in  situ  cancer,  or  persistent  and 
recurrent  malignancy.  Direct  endo¬ 
metrial  cavity  application  of  a  pro¬ 
gestin  was  reported  as  a  primary  thera- 

TABLE  I 


peutic  procedure,  but  the  adjuvant 
use  of  a  progestin  on  a  double  blind 
investigational  basis  was  not  under¬ 
taken  until  1962  when  a  program 
entitled  “Endometrial  Adjuvant  Chem¬ 
otherapy”8  was  undertaken.  Through 
the  cooperative  efforts  of  a  large 
number  of  institutions,  patients  with 
adenocarcinoma  and  adenocanthoma 
limited  to  the  uterus  were  subjected  to 
standard  procedures  of  surgery  or  sur¬ 
gery  plus  intracavitary  irradiation.  To 
these  standard  procedures  was  added 
the  weekly  injection  of  500  mgm.  of 
Depo  Provera®  (Upjohn)  or  a  placebo 
for  fourteen  weeks.  Between  April  1, 
1962,  and  November  30,  1968,  607 
patients  were  enrolled  and  so  ran¬ 
domized  that  almost  equal  numbers  of 
patients  received  progestin  or  placebo. 
The  findings  in  terms  of  two  to  seven 
years  of  follow-up  do  not  provide 
any  evidence  to  support  the  adjuvant 
use  of  a  progestin  under  the  con¬ 
ditions  set  up  in  the  study.  Not 
enough  patients  have  reached  the  five 
year  limit  to  draw  final  conclusions. 
The  data  at  present  suggest  that  the 


Well  and  Moderately  Differentiated  Adenocarcinoma 
of  the  Uterine  Corpus 

Clinical  Observations  and  Results 


Patient 

Number 

Initials 

Age 

Primary  or  Recurrent 
Sites  of  Involvement 

Associated  Therapy 

Objective 

Response 

Duration  and  Comment 

1. 

F.L. 

59 

Recurrent* 

“frozen”  pelvis 

6  m.e.v.  external 
beam  to  pelvis 

Yes 

2  months 
still  in  remission 

2. 

M.P  . 

62 

Recurrent** 

liver 

None 

Yes 

5  months 

regrew  beginning  at  six 
months 

3. 

E.M. 

104 

Primary  Stage  IV 
lungs,  abdomen, 
abdominal  wall, 
inguinal,  cervical, 
axillary  nodes 

None 

No 

died  1  week  after  initial 
injection 

4. 

D.W. 

54 

Recurrent* 

bladder 

None 

Yes 

25  months  -  regrowth  26  months 
now  controlled  by  Cytoxan 

5. 

P  .W. 

72 

Recurrent* 
pelvis  and  lungs 

6  m.e.v.  external 
beam  to  pelvis 

Yes 

4  months,  then  deceased 
Cerebro-vascular  accident 

6. 

E.T. 

68 

Recurrent*** 

pelvis 

None 

Yes 

8  months  -  rapid  regrowth  at  nine 
months 

*  * 
*  *  * 
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Primary  therapy  surgery  alone 

Primary  therapy  surgery  and  irradiation 

Primary  therapy  external  irradiation  alone 
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TABLE  II 


Poorly  Differentiated  Adenocarcinoma  of  the  Uterine  Corpus 
Clinical  Observations  and  Results 

Patient  Primary  or  Recurrent  Objective 


Number 

Initials 

Age 

Sites  of  Involvement 

Associated  Therapy 

Response 

Duration  and  Comment 

1. 

M.C  . 

70 

Recurrent*  * 
pelvis 

6  m.e.v.  beam 

No 

Patient  developed  abdominal  and  supra¬ 
clavicular  lesions  during  third  month  of 
hormone  therapy 

2. 

M.D. 

53 

Recurrent* 

pelvis 

6  m.e.v.  beam 

Yes 

5  months  -  still  in  remission 

3. 

S.C. 

70 

Recurrent** 
generalized  abdominal 

None 

No 

3  months  therapy  with  no  response 

4. 

E.D. 

72 

Recurrent*** 

pulmonary 

None 

Yes 

4  months,  then  patient  failed  to  receive  Depo 
Provera  for  2  months.  Recurrence  responded  to 
I.V.  HN2  briefly 

5. 

P  .S  . 

44 

Primary  pelvis 

6  m.e.v.  beam 

Yes 

6  months  -  still  in  remission  received  Depo 
Provera  for  2  months  only 

6. 

R.F . 

63 

Primary  lungs, 
bladder,  vagina, 
parametrium, 
uterus,  cervix 

None 

No 

Lived  6  weeks 

7. 

K.B. 

33 

Primary  periaortic, 
inguinal  nodes,  frozen 
pelvis 

6  m.e.v.  beam 

Yes 

2  months 

8. 

M.M. 

84 

Primary  vagina, 
parametrium, 
inguinal  nodes 

6  m.e.v.  beam 
interstitial  vulvar 
and  vaginal  radium 
intracavitary  radium 

Yes 

Nodes  regrew  after  5  months 

9. 

M.K. 

55 

Recurrent** 
periureteral,  omentum, 
pelvic  and  periaortic 
nodes 

None 

No 

1  month  of  therapy  tumor  progressed 
patient  died 

10. 

M.R. 

55 

Recurrent*** 
inguinal  skin  and 

None 

No 

2  months  of  therapy  tumor  progressed 
patient  died 

nodes  supraclavicular 
nodes 


*  Primary  therapy  surgery  alone 

**  Primary  therapy  surgery  and  irradiation 

***  Primary  therapy  irradiation  alone. 


inal  five  year  survival  results  will  be 
igher  than  originally  anticipated;  they 
rill  be  so  high  apparently,  that  it 
rill  be  impractical  to  expect  a  study 
f  similar  design  to  ever  accumulate 
nough  patients  to  demonstrate  at 
fast  a  3  per  cent  difference  between 
rogestin  and  placebo  even  though 
lis  might  be  so.  It  is  possible  that 
)me  other  study  format  might  have 
emonstrated  an  effect  from  a  pro- 
estin,  e.g.  larger  doses,  a  different 
ormone,  more  prolonged  therapy, 


etc.,  but  the  present  study  does  not 
provide,  to  date,  any  basis  for  the 
primary  adjuvant  use  of  a  progestin. 

In  situations  other  than  the  adjuvant 
use  of  progestins,  there  appears  to  be 
accumulating  evidence  of  the  effective¬ 
ness  of  these  hormones  for  cancer  of 
the  uterine  corpus.  Certainly,  when  a 
patient  is  found  to  have  both  local 
pelvic  disease  and  distant  metastases, 
hormone  therapy  should  be  considered. 
The  extrapelvic  disease  may  respond 
to  a  progestin.  Local  irradiation  or 


whole  pelvic  irradiation,  may  satis¬ 
factorily  control  the  extensions  of 
the  tumor  within  the  boney  pelvis. 
Thus,  on  occasion,  the  combination  of 
irradiation  and  hormone  therapy  may 
be  more  effective  than  either  one 
alone.  Care  should  be  taken  to  avoid 
therapy  of  the  essentially  terminal 
patient  because  of  the  time  factors 
required  for  response.  If  some  im¬ 
mediate  response  is  required,  e.g.  to 
control  hemorrhage,  it  may  be  more 
advantageous  and  practical  to  use  ir- 
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radiation,  packing,  ligation,  etc. 

The  patient  who  has  persistent  or 
recurrent  malignancy  poses  a  need  for 
decisions  before  progestins  are  em¬ 
ployed.  In  selected  cases  with  limited 
lesions,  local  irradiation  or  excision 
may  prove  very  effective.  If  irradiation 
has  not  been  previously  employed,  it 
may  be  valuable  in  eliminating  post- 
surgical  recurrence.  However,  when 
radiotherapeutic  or  surgical  control 
is  out  of  the  question,  or  when  the 
disease  has  gone  beyond  the  pelvis, 
progestins  should  be  given  the  first 
trial  basically  because  of  the  minimal 
side  effects. 

At  Hahnemann  Medical  College  and 
Hospital,  beginning  in  1962,  Depo 
Provera  was  employed,  without  the 
use  of  a  control,  for  selected  malig¬ 
nancies  arising  from  the  endometrium. 
This  study  series  did  not  constitute 
part  of  the  “Endometrial  Adjuvant 
Chemotherapy”  program,  although  it 
did  include  one  patient  who  developed 
a  recurrence  one  year  after  primary 
therapy  under  that  program.  Between 
January  1 ,  1962,  and  January  31,  1970, 
there  were  placed  in  the  specially 
selected  group  sixteen  cases  of  ade¬ 
nocarcinoma,  two  of  malignant  mixed 
Mullerian  cell  tumors  and  one  endo¬ 
metrial  sarcoma.  The  protocol  called 
for  the  initial  injection,  i.m.  of  800 
mgm.  of  Depro  Provera.  Thereafter 
400  mgm.  (400  mgm/cc)  was  given 


once  weekly  until  the  tumor  ( 1 )  showed 
no  evidence  of  response  (generally  a 
minimum  of  three  months),  (2)  killed 
the  patient,  or  (3)  the  tumor  escaped 
from  control.  Two  patients  did  not 
fit  the  protocol  but  they  are  included 
in  this  report.  One  (E.M.,  Table  I) 
died  one  week  after  the  first  injection 
from  her  extensive  malignancy.  The 
second  with  disease  clinically  limited 
to  a  frozen  pelvis  received  injections 
for  eight  weeks  (P.S.,  Table  II).  She 
received  in  addition,  6,000  rads  of 
external  beam  irradiation  from  a  6 
m.e.v.  linear  accelerator.  Her  referring 
physician,  feeling  that  she  was  ‘cured’ 
stopped  her  hormone  therapy.  She  has 
been  apparently  free  of  disease  for  six 
months  to  date.  Table  I  indicates  the 
clinical  observations  and  results  for 
patients  receiving  Depro  Provera  when 
the  lesion  was  either  a  well  or  mod¬ 
erately  differentiated  adenocarcinoma. 
The  age  range  was  from  54  to  104: 
The  oldest  patient,  the  only  one  failing 
to  respond  and  living  only  one  week, 
was  essentially  terminal  and  it  was 
thought  that  hormone  therapy  was  the 
least  rigorous  procedure  to  offer  the 
patient.  D.W.,  the  patient  with  a  blad¬ 
der  lesion,  proven  by  biopsy,  is  still 
living  ten  years  after  total  hysterectomy 
for  carcinoma  of  the  corpus.  The 
bladder  lesion  was  discovered  three 
years  after  the  hysterectomy  and 
treated  by  6,000  rads  irradiation  from 

TABLE  III 

Malignant  Mixed  Mullerian  Cell  Tumor 
Endometrial  Sarcoma 

Clinical  Observations  and  Findings 


a  Cobalt  60  source.  Four  years  of 
control  resulted.  When  the  lesion  re¬ 
appeared  Depo  Provera  provided  twen¬ 
ty-five  months  additional  control.  A 
year  ago  the  tumor  reappeared  despite 
hormone  therapy.  Immediate  regres¬ 
sion,  and  control  to  date  has  been 
achieved  with  Cytoxan  therapy. 

Table  II  presents  a  similar  set  of 
observations  for  patients  with  poorly 
differentiated  adenocarcinoma.  In  con¬ 
trast  to  the  first  group  with  five  out 
of  six  objective  responses,  the  poorly 
differentiated  lesions  responded  five 
out  of  ten  times.  It  should  be  noted 
that  for  the  entire  group  of  adeno¬ 
carcinomas,  seven  out  of  ten  patients 
with  objective  response  had  additional 
pelvic  irradiation  of  5,000  to  6,000 
rads  in  five  to  six  weeks.  One  of  the 
seven  patients  (P.W.)  did  not  have 
irradiation  therapy  to  her  lung  me- 
tastases.  Two  other  patients  (K.B.  and 
M.M.)  received  definitive  pelvic  ir¬ 
radiation  but  only  minimal  radiation 
therapy  to  other  sites.  The  three  pa¬ 
tients  who  responded  without  the 
aid  of  additional  irradiation  had  lung, 
liver,  or  bladder  metastases.  For  the 
entire  group  of  ten  responsive  lesions, 
the  duration  of  objective  remission 
varied  from  two  months  to  twenty-five 
months.  Most  of  the  responses  were 
relatively  brief,  two  to  six  months. 
Response  was  defined  as  50  per  cent 
reduction  in  two  dimensions.  Usually 


Duration  and  Comment 

6  months  -  lesion  stable,  then  progressed 
despite  chemotherapy 


6  months  -  lesion  stable,  then  progressed 


1  year  -  changed  to  Frovest  controlled  after 

2  years  of  Provest- 1  year  no  therapy 


Patient 

Number 


Primary  or  Recurrent 
Sites  of  Involvement 


Initials  Age 
MALIGNANT  MIXED  MULLERIAN  CELL 


1. 


R.R. 


57 


Primary  well  dif¬ 
ferentiated  lungs, 
vagina,  abdomen, 
inguinal  nodes, 
liver 


Associated  Therapy 


6  m.e.v.  beam 
Thiotepa 


Objective 

Response 


Yes 


2.  V.H.  61  Recurrent** 

poorly  differentiated 
abdomen 


minimal  6  m.e.v. 


Yes 


ENDOMETRIAL  SARCOMA 

1.  J.  .M.  32  Recurrent* 

pulmonary 
metastases 

*  Primary  Therapy  Surgery  Alone 
**  Primary  Therapy  Surgery  and  Irradiation 


None 


Yes 
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it  was  complete  disappearance  of  a 
mass. 

Table  III  indicates  the  clinical  ob¬ 
servations  and  results  for  three  unusual 
lesions.  The  malignant  mixed  Mullerian 
cell  tumors  did  not  regress.  They  did 
cease  rapid  growth  patterns  established 
just  prior  to  therapy.  Control  was 
maintained  in  both  cases  for  only 
six  months.  Of  usual  interest  is  the 
patient  with  endometrial  sarcoma.* 
One  month  after  surgical  treatment 
she  was  found  to  have  multiple  pul¬ 
monary  metastases.  These  responded 
to  Depo  Provera.  After  one  year  the 
patient  objected  to  injections.  She 
was  changed  to  Provest,  30  mgm.  a 
lay,  P.O.The  patient  has  not  developed 
jvidence  of  reactivity  of  her  tumor 
ifter  two  years  on  the  oral  medication 
ind  a  subsequent  year  with  no  therapy. 

The  results  for  this  series  of  nineteen 
patients  suggests  that  Depo  Provera 
nay  be  of  value  in  the  control  of 
nalignancies  arising  from  the  endo- 
netrium.  The  series  by  itself  is  too 
jmall  to  warrant  rather  positive  con¬ 
clusions  but  associated  with  the  reports 
}f  others  lends  strength  to  the  claims 
pf  value  for  progestins.  It  must  be 
itressed  that  a  number  of  the  respon- 
lers  had  supplemental  associated  ex- 
.ernal  megavoltage  irradiation.  The 
:xtremely  satisfactory  response  for 
hese  patients  suggests  that  therapists 
hould  consider  whenever  possible  ad- 
litional  therapeutic  modalities  when 
irogestins  are  utilized.  For  most  of 
he  patients,  who  showed  an  objective 
esponse,  the  duration  of  the  response 
las  been  essentially  very  brief.  Gen¬ 
erally,  these  patients  whose  tumors 
esponded,  experienced  rapid  regrowth 
>f  tumor  when  they  escaped  from 
ontrol.  Additional  therapy  usually 
ould  not  be  supplied  because  of  the 
apid  downhill  course  or  because  the 
latient  delayed  reporting  until  the 
ecurrence  had  become  widespread. 

Obviously  the  transient  nature  of 
he  responses  reported  in  this  series 
nd  in  many  reports,  leaves  much  to 
■e  desired.  Further  investigation  is 
eeded  to  be  able  to  more  definitely 
ientify  those  who  may  respond  and 
o  uncover  some  means  of  therapy  that 
ffers  a  very  high  incidence  of  pro- 

Gifford  Grimm,  M.D.,  Neptune, 
\l.  J.,  has  very  kindly  supplied  basic 
lata  and  follow-up  for  this  patient. 


longed  control. 

Summary 

Depo  Provera,  800  mgm.,  and  then 
400  mgm.  weekly  thereafter,  was  ad¬ 
ministered  to  nineteen  patients  with 
malignancy  arising  from  the  endo¬ 
metrium.  Sixteen  of  the  patients  had 
an  adenocarcinoma.  Five  of  the  six 
patients  with  well  or  moderately  dif¬ 
ferentiated  lesions  responded  objec¬ 
tively.  A  similar  response  was  seen  in 
five  out  of  ten  patients  with  poorly  dif¬ 
ferentiated  lesions.  Objective  response 
lasted  from  two  months  to  twenty- 
five  months.  Seven  of  the  ten  patients 
with  objective  response  had  been  as¬ 
sociated  with  irradiation  therapy.  Three 
additional  unusual  cases  are  reported. 
Responses  in  general  were  discour- 
agingly  brief.  Further  research  is  needed 
to  identify  patients  who  will  respond 
and  to  establish  new  approaches  that 
will  provide  a  high  incidence  of  response 
for  prolonged  periods  of  time.  Men¬ 
tion  is  made  relative  to  the  adjuvant 
use  of  Depo  Provera  in  conjunction 
with  standard  methods  of  primary 
treatment  of  cancer  of  the  uterine 
corpus.  On  the  basis  of  a  study  that 
is  still  incomplete,  the  adjuvant  use 
of  Depo  Provera  appears  to  provide 


Dr.  Lewis  is  professor  and 
chairman  of  the  department  of  ob- 
stretrics  and  gynecology  at  Hah¬ 
nemann  Medical  College  and  Hos¬ 
pital.  He  is  president  of  the 
Philadelphia  Division  of  the  Ameri¬ 
can  Cancer  Society.  Depo  Provera 
provided  for  this  study  through  the 
courtesy  of  Samuel  W .  Stubbs, 
M.D.,  of  the  Upjohn  Co.  Kala¬ 
mazoo,  Mich. 


no  benefits  beyond  those  usually  antic- 
pated  for  surgery  alone  or  surgery 
combined  with  intracavitary  irradiation. 
□ 
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TABLE  I 


Penicillin  Susceptibility  of  Randomly  Cultured  Strains 
of  N.  gonorrhoeae  in  Philadelphia  in  1965  and  1968 


mcg./ml.  of 

Penicillin 

Number  of  Cultures  Suscep 

1965 

1968 

0.0025 

0 

0. 

0.005 

0.01 

0.05 

4N\ 

52% 

29  / 

58/ 

2 

9 

13 

0.1 

30 

7 

0.15 

14 

9 

0.2 

12 

14 

0.3 

12 

19 

0.4 

4 

7 

0.5 

6 

4 

0.6 

5 

1 

0.7 

1 

3 

0.8 

0 

0 

0.9 

0 

2 

1.0 

0 

1 

1.1 

1 

0 

\ 


26% 


IN  1965  a  study  of  the  susceptibility 
of  N.  gonorrhoeae  to  penicillin  was 
conducted  using  strains  cultured  from 
patients  in  Philadelphia  public  health 
clinics.  Ninety-one  of  176  strains,  or 
52  per  cent,  were  inhibited  by  0.05 
meg. /ml.  or  less  of  penicillin.  When 
another  survey  was  made  in  1968,  it 
was  found  that  only  twenty-four  of 
ninety-one  strains,  or  26  per  cent, 
were  inhibited  by  the  same  concen¬ 
tration  of  penicillin  (see  table  I).  This 
decrease  in  the  sensitivity  of  N.  gonor¬ 
rhoeae  to  penicillin,  noted  here  and  in 
other  parts  of  the  world  for  several 
years,  led  to  our  interest  in  doing  a 
clinical  study  of  ampicillin,  a  synthetic 
penicillin  which  has  been  shown  to  be 
highly  active  in  vitro  against  strains  of 
gonococci  which  are  relatively  resistant 
to  pencillin  G. 1,2 


Total  Cultures  176 

Source:  National  Communicable  Disease  Center. 


Polycillin®  ,  Bristol  Laboratories 
A  me  ill®  ,  Parke-Davis 
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TABLE  2 


Treatment  Results  and  Disposition  of  Patients 


Number 

N.  gonorrhoeae 
isolated 

Cure 

Ampicillin  capsules 

group 

28 

96 

Procaine  penillin  G 

injection  group 

33 

104 

Totals 

61 

200 

Failure 

Reinfected 

Lost  to 
follow-up 

Totals 

0 

3 

85 

212 

3 

4 

56 

200 

3 

7 

141 

412 

Although  ampicillin  has  been  com¬ 
mercially  available  for  seven  years, 
there  have  been  no  extensive  studies 
published  in  which  the  recommended 
500  mg.  t.i.d.  oral  dosage  has  been 
i  used.  Marmell  et  al.3  reported  that 
sixteen  patients  treated  with  this  regi¬ 
men  were  cured.  Heinemann  and 
Vinikoff4  gave  the  drug  in  250  mg. 
oral  doses  every  six  hours  for  six  doses 
md  had  103  cures  out  of  1 1 1  patients 
treated.  Other  investigators  using  vari¬ 
ous  dosages  have  found  ampicillin 
jffective  in  treating  patients  who 
failed  on  penicillin.5'6'7  In  the  present 
itudy  we  compare  the  effectiveness 
<  >f  500  mg.  of  ampicillin  three  times 
laily  to  that  of  2.4  million  units 
ntramuscular  procaine  penicillin  G 
n  210  patients  from  the  clinic  popu- 
ations  where  the  sharp  rise  in  peni- 
:illin  resistance  had  been  noted. 

1 1 

Materials  and  Methods 

I 

Patients  in  this  study  received  either 

II  ,500  mg.  of  ampicillin  trihydrate 
:  me  500  mg.  capsule  three  times  daily 
;  or  one  day,  or  a  single  injection  of 
i  1.4  million  units  of  procaine  penicillin 
1  J.  The  treatment  regimen  to  which 

i  patient  was  assigned  depended  on 
^hich  week  he  entered  the  study.  All 
ihose  entering  during  the  first  week 
jvere  put  into  the  ampicillin  group, 
Ihose  entering  the  next  week  were 
|ut  into  the  penicillin  group,  and  so  on 
ntil  approximately  200  patients  had 
>een  assigned  to  each  group. 

Four  hundred  and  twelve  males 
/ith  clinical  symptoms  of  acute  gonor- 
heal  urethritis  were  admitted  to  the 
tudy  as  they  presented  to  one  or  the 
■therof  two  Philadelphia  public  health 
linics  cooperating  in  the  study.  They 
anged  in  age  from  thirteen  to  sixty-six 
ears,  and  their  weights  ranged  from 


110  pounds  to  233  pounds.  Patients 
were  excluded  from  the  study  only  if 
they  had  (a)  a  history  of  sensitivity  to 
penicillin  or  a  history  of  allergies  which 
caused  the  physician  to  prefer  a  non¬ 
penicillin  antibiotic,  (b)  a  disease  other 
than  gonorrhea  which  required  treat¬ 
ment  with  a  chemotherapeutic  agent, 

(c)  a  history  of  previous  antimicrobial 
treatment  for  the  present  infection,  or 

(d)  a  positive  serological  test  for  syph¬ 
ilis. 

Diagnosis  was  confirmed  in  351 
patients  by  histories  of  recent  sexual 
contact  and  positive  smears  made  from 
urethral  discharge  specimens.  Treated 
patients  were  instructed  to  return  three 
days  later  for  follow-up  examinations 
and  to  abstain  from  sexual  activity 
until  then. 

Of  the  351  treated,  141  failed  to 
report  for  follow-up  examinations, 
leaving  210  in  whom  treatment  could 
be  evaluated.  During  the  second  visit, 
another  smear  was  made  if  a  patient’s 
urethral  discharge  persisted.  If  it  was 
positive  and  reinfection  could  be  ruled 
out,  the  treatment  was  recorded  as  a 
failure.  Patients  without  urethral  dis¬ 
charge  were  recorded  as  cures. 

Results 

Study  results  are  summarized  in 
table  II.  In  the  group  of  1 1 1  treated 
with  2.4  million  units  of  procaine 
penicillin  G  there  were  three  treatment 
failures;  in  the  group  of  ninety -nine 


Drs.  Shapiro  and  Lentz  are  from 
the  section  of  venereal  diseases  con¬ 
trol,  division  of  epidemiology,  com¬ 
munity  health  services  of  the 
Philadelphia  Department  of  Public 
Health. 


treated  with  1,500  mg.  of  ampicillin 
there  were  no  treatment  failures.  No 
serious  side  effects  were  noted  in 
either  group. 

Conclusions  and  Comment 

The  results  of  this  study  indicate 
that  1,500  mg.  of  oral  ampicillin  is 
effective  in  treating  acute  gonococcal 
urethritis  in  males  from  a  population 
in  which  gonococcal  resistance  to  pen¬ 
icillin  has  risen  sharply. 

Odegaard  reported  in  a  brief  cor¬ 
respondence  in  1962  that  although 
ampicillin  showed  a  weaker  affect 
against  most  strains  sensitive  to  peni¬ 
cillin  G,  it  was  conversely  more  active 
against  the  strains  least  sensitive  to 
penicillin  G.  Reyn  and  Bentzon  sup¬ 
ported  this  finding  in  a  more  complete 
report  in  1968.  Thus  it  would  seem 
that  as  the  incidence  of  strains  with 
decreased  sensitivity  to  pencillin  in¬ 
creases  in  a  population,  ampicillin  will 
become  a  more  valuable  antibiotic.  □ 
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Treatment 

Of  Parkinsonism 


AMANTADINE  hydrochloride  (Sym-  I 
metrel®,  du  Pont  de  Nemours)  is  I 
an  anti-A-2  flu  agent  which  has  been  I 
used  recently  in  the  treatment  of 
Parkinsonism.  The  efficacy  of  this 
agent  was  discovered  serendipitously 
in  a  patient  with  Parkinsonism  who 
had  received  amantadine  hydrochloride 
to  prevent  Asian  flu.  Schwab  et  al.1 
reported  that  of  163  patients  with 
Parkinsonism,  66  per  cent  showed 
some  improvement  on  amantadine  hy¬ 
drochloride  in  doses  up  to  100  mgs. 
twice  a  day.  Of  the  patients  with 
improvement,  58  per  cent  had  per¬ 
sistent  improvement  and  the  rest  wor¬ 
sened  after  initial  treatment,  for  a 
sustained  improvement  rate  of  38  per 
cent. 

This  report  involves  thirty-six  pa-  j 
tients  treated  with  this  medication  at  i 
the  Episcopal  Hospital.  The  results  are  L 
much  less  satisfactory.  Only  11  per  j  j 
cent  of  the  patients  showed  a  sustained  jj 
improvement.  Of  the  thirty-six  patients  I 
treated,  thirty -four  presented  with  , 
either  generalized  or  Hemi-Parkinson-  II 
ism  of  the  idiopathic  variety  (Table  I).  1 

TABLE  i 


With 

Amantadine  Hydrochloride 


Types  of  Patients  Treated 

Idiopathic  Parkinsonism  34 

Parkinsonism  and  Cerebro-  1 

vascular  Disease 

Hereditary  Cerebellar  Tremor  1 


One  of  the  patients  had  a  hereditary 
cerebellar  tremor  and  the  other  had 
Parkinsonism  plus  cerebrovascular  dis¬ 
ease. 

Twenty-Four  patients  were  treated 
with  amantadine  hydrochloride  alone 
or  in  conjunction  with  such  anti¬ 
cholinergic  drugs  as  trihexyphenidyl 
hydrochloride  or  benztropine  mesylate 
(Table  2).  Ten  of  the  Parkinsonian 
patients  were  treated  with  levodopa2 
and  amantadine  hydrochloride  togeth¬ 
er.  The  latter  were  patients  who  did  not 
have  optimum  improvement  with  le¬ 
vodopa  and  amantadine  hydrochloride 

Dr.  Greenburg  is  in  the  department  of  neurology  and  is  the  director  of  the  was  added  in  an  attempt  to  improve 
department  of  electroencephalography  at  Episcopal  Hospital,  Philadelphia.  their  status.  Amantadine  hydrochloride 

He  is  also  assistant  clinical  professor  of  neurology  at  Temple  University  was  maintained  at  100  mgs.  twice  a  day 

School  of  Medicine.  in  all  patients. 

One  patient  insisted  upon  taking 

Dr.  Diamond  is  presently  at  Queens  Hospital  in  Long  Island.  New  York.  four  capsules  a  day  contrary  to  his 

instructions.  Of  the  twenty-four  pa- 
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TABLE  II 

Therapy  and  Results  in  Patients  with  "Pure  Idiopathic  Parkinsonism" 


Success  Failure 

Amantadine  Alone  2  10 

Amantadine  Plus  Anticholinergics  2  10 

Amantadine  Plus  Levodopa  0  10* 

•Represents  failure  for  amantadine  hydrochloride  to 
improve  levodopa  effect. 


ients  with  idiopathic  Parkinsonism 
reated  with  amantadine  alone  or 
mantadine  plus  anticholinergic  drugs, 
our  showed  sustained  improvement 
/hich  is  a  success  rate  of  17  per  cent. 
)f  the  ten  patients  with  idiopathic 
'arkinsonism  taking  levodopa  and 
mantadine  combined,  none  showed 
nprovement  over  levodopa  alone.  Four 
atients  had  subjective  improvement 
ut  there  was  no  evidence  of  objective 
nprovement.  The  demented  patient 
vith  long  tract  signs  and  the  patient 
vith  hereditary  cerebellar  tremor  were 
ot  improved.  The  former  patient  was 
Iso  on  levodopa  and  the  latter  on 
mantadine  alone. 

The  failures  fell  into  two  categories. 
>ne  group  (six  patients)  demonstrated 
litial  improvement  which  was  sus- 
iined  for  several  weeks  but  then 
radually  plateaued  and  returned  to 
he  initial  clinical  status:  the  other  group 
twenty-six  patients)  showed  no  im- 
rovement  at  all.  The  improvement  in 
lost  cases  was  not  marked  but  one 
atient  did  progress  from  severe  ak- 
lesia  to  an  almost  normal  clinical 
tate,  returning  in  several  weeks  to  his 
nitial  state.  Four  patients  developed 
Me  effects  and  are  listed  as  failures, 
‘hese  included  agitation,  nightmares, 
aresthesiae  and  anxiety.  In  the  four 
accesses  reported,  two  had  a  Hemi-Par- 
(iinsonian  syndrome,  one  had  bilateral 
igidity  and  akinesia,  and  the  other  had 
ilateral  tremor.  All  of  these  were  im- 
roved  markedly  and  sustained  the 
nprovement  over  five  months.  One  of 
lem  had  to  stop  levodopa  because  of 
rthostatic  hypotension.  The  levodopa 
ad  improved  his  tremor  before  being 
iscontinued.  Amantadine  hydrochlo- 
ide  alone  has  sustained  the  improve- 
lent  for  six  months.  The  patient  with 
kinesia  and  rigidity  could  not  get  out 
f  a  chair  alone  and  had  a  gross  tremor 
n  the  right  side  before  treatment.  He 
Iso  had  a  mild  left  hemiparesis  sec¬ 


ondary  to  a  right  chemothalamectomy 
done  in  the  past.  He  improved  markedly 
on  amantadine  hydrochloride,  the  ak¬ 
inesia  and  tremor  completely  remitting. 
This  patient  refused  to  maintain  the 
dosage  at  twice  a  day.  He  felt  he 
needed  four  a  day  in  order  to  sustain 
the  clinical  effect.  He  has  remained 
improved  for  over  six  months.  This 
patient  was  initially  tried  on  levodopa 
but  could  not  tolerate  the  drug  be¬ 
cause  of  severe  confusional  states  and 
angina. 

Summary 

In  summary,  our  success  with  aman¬ 
tadine  hydrochloride  has  not  approach¬ 
ed  the  success  rate  of  that  reported  by 
the  original  investigators.  We  have 
found  that  amantadine  hydrochloride 
will  not  improve  the  patient  who  has 
reached  maximum  effect  of  levodopa. 
It  is  true  that  amantadine  hydro¬ 
chloride  does  improve  the  signs  of 
Parkinsonism  in  a  small  minority  of 
patients.  There  is  no  known  biochemical 
or  physiological  data  at  the  present 
time  that  would  explain  why  this  is 
true.  It  is  interesting  to  note  that  in  a 
number  of  failures  initial  improvement 
was  present  but  transient.  Amantadine 
hydrochloride  does  have  a  minor  place 
in  the  treatment  of  Parkinsonism.  It 
can  be  used  in  patients  who  cannot 
tolerate  levodopa. 

The  major  question  of  this  report 
is  why  is  there  such  a  difference 
between  our  results  and  those  re¬ 
ported  by  Schwab  et  al.?  We  feel  that 
further  investigation  by  other  groups 
are  indicated  to  settle  this  question. 
□ 
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tDOPA  HAS  been  shown  to  be  the 
*  most  effective  treatment  for  Par¬ 
kinson’s  Disease  thus  far.  The  past 
two  years  have  proven  very  exciting  for 
those  physicians  who  have  been  using 
the  drug  and  for  the  thousands  of  pa¬ 
tients  that  have  been  treated.  The  pur¬ 
pose  of  this  report  is  to  underscore  the 
side  effects  of  the  drug  with  the  hope 
physicians  will  approach  this  drug  with 
great  respect. 

Since  October,  1968,  150  patients 
with  Parkinson’s  Disease  have  been 
treated  at  the  Episcopal  Hospital.  The 
results  of  the  treatment  have  been 
presented  to  the  Philadelphia  Neuro¬ 
logical  Society  at  a  symposium  on  the 
Treatment  of  Parkinson’s  Disease  with 
L-Dopa,  College  of  Physicians,  Phila¬ 
delphia,  Pennsylvania,  May,  1969.  The 
results  of  the  study  are  similar  to  all  of 
the  previously  published  reports.1'2'3 
This  report  concerns  the  first  84 
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TABLE  1 
Side  Effects 


Group  1 

38  patients 

Group  2 
46  patients 

1. 

Nausea 

24 

20 

2. 

Chorea 

(Mouth  only) 

(Mouth  and  Limbs) 

17 

(6) 

01) 

19 

(4) 

(15) 

3. 

Vomiting 

14 

16 

4 

Confusion 

14 

1 

5. 

Hallucinations  and  Nervousness 

1  1 

1  1 

6. 

Orthostatic  Hypotension 

6 

4 

Symptomatic 

1 

1 

7. 

Incessant  Talking 

2 

2 

8. 

Anorexia 

2 

9. 

Weight  Loss 

3 

10. 

Increased  Tremor 

1 

1  1. 

Depression 

4 

patients  treated  in  this  study.  (See 
Table  1)  There  were  43  men  and  41 
women  with  an  average  age  of  60 
years.  The  most  common  side  effect 
was  nausea  which  was  experienced  by 
44  patients.  The  second  most  common 
side  effect  was  a  movement  disorder 
(dyskinesias)  which  was  experienced 
by  36  patients.  Ten  patients  showed 
movements  of  the  mouth  and  tongue 
only,  and  26  patients  had  oral  dy¬ 
skinesias  and  movements  of  the  limbs. 
The  third  most  common  side  effect 
was  vomiting  which  was  experienced 
by  30  patients.  Fifteen  patients  had 
episodes  of  confusion.  Hallucinations 
were  present  in  22  patients.  Ortho¬ 
static  hypotension  was  seen  in  a  total 
of  10  patients  with  only  two  patients 
being  symptomatic.  Of  these  two  pa¬ 
tients,  only  one  had  to  discontinue 
the  drug  because  of  syncopal  attacks 
upon  standing.  The  other  patient  even¬ 
tually  became  asymptomatic.  Two  pa¬ 
tients  talked  incessantly.  Anorexia  was 
seen  in  two  patients,  weight  loss  in 
three,  increased  tremor  in  one  and 
and  depression  in  four  patients.  As 
experience  with  the  drug  grew,  side 
effects  decreased  in  frequency. 

There  were  no  consistent  laboratory 
abnormalities.  One  patient  had  a  tran¬ 
sient  elevation  of  the  SGOT  and  ten 
patients  had  elevated  uric  acid  which 
subsequently  became  normal  without 
any  change  in  treatment.  On  four 
patients,  twenty-four  hour  urine  uric 


acid  was  measured  before  and  after 
treatment,  there  was  no  significant 
change.  It  has  been  suggested  that  the 
elevation  of  uric  acid  is  a  result  of  a 
testing  procedure  rather  than  a  true 
elevation  of  uric  acid.  Electroencepha- 
grams  were  performed  on  patients 
before  and  after  treatment  and  there 
was  no  consistent  change. 

The  slower  one  gave  the  drug,  the 


Dr.  Greenburg  is  in  the  department 
of  neurology  and  is  the  director  of 
the  department  of  electroen¬ 
cephalography  at  Episcopal  Hospi¬ 
tal.  Philadelphia.  He  is  also  assis¬ 
tant  clinical  professor  of  neurology 
at  Temple  University. 


fewer  the  side  effects.  The  dose  had  to 
be  built  up  very  gradually  over  a  period 
of  weeks,  otherwise  the  side  effects 
were  more  severe.  It  was  noted  that 
after  months  on  the  medication  many 
of  the  patients  could  be  treated  with 
a  lower  dose  of  L-Dopa  and  the  side  ef¬ 
fects  would  be  obviated.  This  is  es¬ 
pecially  true  with  nausea,  vomiting 
and  dyskinesia.  Females  did  not  tol¬ 
erate  the  drug  as  well  as  males.  The 
females  were  begun  on  250  mg.  cap¬ 
sules,  B.I.D.  and  the  males  were  begun 
on  500  mgs.,  B.I.D.  Serial  electro¬ 
cardiograms  were  performed  and  there 
were  no  arrhythmias.  Other  groups2'3 
report  cardiac  arrhythmias  occurring 
with  the  use  of  L-Dopa  and  this 
problem  remains  unsolved.  There  were 
two  sudden  deaths  in  this  group,  but 
autopsies  were  not  performed  and  the 
cause  of  death  will  remain  unknown.  A 
third  patient  died  of  carcinoma  of  the 
esophagus  which  was  proven  at  autopsy. 

One  interesting  effect  was  recently 
reported  by  this  author.4  This  was  a 
series  of  four  patients  who  fell  and 
fractured  their  hips.  These  patients 
had  had  a  remarkable  response  to 
L-Dopa  and  upon  assuming  normal 
or  even  excessive  activity,  such  as 
playing  football  and  dancing,  the  frac¬ 
tures  occurred.  Since  the  original  ob¬ 
servation,  another  patient  has  frac¬ 
tured  his  hip.  The  patients  are  being 
advised  to  resume  previous  activities 
slowly. 

Recently,  L-Dopa  has  been  hailed 
as  an  aphrodisiac.  When  questioning 
the  patients  in  this  group,  only  2  per 
cent  have  noted  an  increase  in  their 
potency.  It  is  the  opinion  of  this 
author  that  this  is  a  secondary  affect 
of  overcoming  their  Parkinson’s  Disease 
and  depression  rather  than  being  a 
primary  aphrodisiac  affectO 
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THE  INCIDENCE  of  metas¬ 
tatic  tumor  involving  the  heart 
and  pericardium  during  a  ten  year 
period  at  the  Thomas  Jefferson  Uni¬ 
versity  Hospital  was  reviewed.  During 
this  period  ending  January  1,  1969, 
3,710  autopsies  were  performed.  Of 
these,  1,164  autopsies  were  on  patients 
with  malignant  tumors  and  1,047  of 
these  autopsies  showed  residual  malig¬ 
nancy  with  metastasis.  Evaluation  of 
the  clinical  histories,  charts,  and 
histologic  findings  showed  gross  and 
microscopic  metastatic  involvement  of 
the  heart  and  pericardium  in  147  of 
the  1 .047  autopsies  ( 14. 1  percent). 

No  clinical  pathognomonic  features 
of  metastatic  cardiac  disease  could  be 
determined  from  a  review  of  medical 
records  of  these  patients  for  evidence 
of  myocardial  infarction,  friction  rubs, 
cardiac  murmurs,  significant  elec- 
trocardiographicchanges.  fadiograph- 
ic  abnormalities  or  any  antemortem 
diagnostic  procedures  referrable  to  the 
heart. 

Recent  reports  have  indicated  an 
increased  incidence  of  metastatic 
tumor  involving  the  heart.  62,3  We 
were  fortunate  in  being  able  to  com¬ 
pare  our  series  with  a  series  previously 
reported  from  this  institution  in  1942. 
That  series4  reported  35  to  640  tumor 
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TABLE  I 

Primary  Tumor  Sites 

Diffuse  Cardiac 


Cases 

Metastasis 

Metastasis 

Adrenal 

3 

3 

1 

Bladder 

26 

17 

1 

Breast 

104 

99 

15 

Colon 

105 

87 

2 

Esophagus 

38 

31 

5 

Gallbladder/Liver 

36 

24 

2 

Hodgkin's 

64 

63 

3 

Kidney 

25 

24 

5 

Larynx 

18 

16 

4 

Leukemia 

111 

1  1  1 

22 

Lung 

257 

218 

44 

Lymphosarcoma 

36 

35 

6 

Melanoma 

24 

24 

6 

Mesothelioma 

6 

5 

2 

Myeloma 

15 

15 

0 

Nasopharynx  Sinuses 

Head  and  Neck 

25 

21 

2 

Osteosarcoma 

10 

10 

3 

Ovary 

35 

35 

0 

Pancreas 

47 

45 

6 

Prostate 

28 

18 

0 

Sarcoma 

24 

24 

7 

Stomach 

57 

54 

3 

Testicle 

10 

10 

1 

Thymoma 

3 

3 

1 

Thyroid 

7 

5 

3 

Tongue 

9 

7 

1 

Uterus 

14 

13 

1 

Cervix 

26 

22 

1 

Vagina 

2 

2 

0 

Miscellaneous:  Penis, 

Ampulla  of  Vater,  Ureter 

9 

6 

0 

1,164 

1,047 

147 

TABLE  II 


Heart  Weight  and  Symptomatic  Cases 


Heart  Weight 

Symptomatic  Cases 

Greater  350-400  grams 

26  cases 

Lung  (2) 

401-450 

14 

Hodgkins,  Mesothelioma 

451-500 

5 

Lung  (2) 

501-550 

7 

Thyroid 

551-600 

0 

601-650 

1 

Leukemia 

810 

1 

Larynx 

54  cases 

9  symptomatic 

cases  with  cardiac  involvement  for  an 
incidence  of  5.5  per  cent  in  contrast 
with  our  incidence  of  14.1  per  cent. 

Various  attempts  at  explanation  o  I 
the  increased  incidence  have  beer 
presented.5  New  therapeutic  regimen; 
may  prolong  life  and  allow  a  malig¬ 
nancy  more  time  to  metastasize.  Clini¬ 
cians  have  an  increased  awareness  ol! 
the  possibility  of  neoplastic  involve¬ 
ment  of  the  heart  particularly  when 
symptomatic.  More  microscopic  sec¬ 
tions  from  the  heart,  particularly  with 
leukemia  cases  where  gross  involve¬ 
ment  may  be  absent,  may  increase  the 
reported  incidence. 

A  primary  neoplasm  of  any  tissue! 
may  have  subsequent  cardiac  metas-J 
tasis.  1 ,2, 3, 4. 5, 6, 7, 8  Metastatic  tumor  front 
the  lung,  the  breast,  and  from 
leukemia  resulted  in  the  highest  in¬ 
cidence  in  our  series. 

The  antemortem  diagnosis  of  metas¬ 
tatic  tumor  to  the  heart  has  been 
recorded?-7  8  Seven  of  our  147  cases 
had  clinically  suspected  metastatic  car¬ 
diac  disease.  These  suspicions  were 
based  on  the  development  of  known 
metastatic  visceral  disease,  pericar¬ 
ditis,  sudden  appearance  of  arr¬ 
hythmia,  intractable  congestive  heart 
failure,  previously  unrecorded 
murmurs,  and  clinically  suspected 
myocardial  infarction. 

There  were  sixty-nine  electrocar¬ 
diographic  abnormalities  recorded. 
They  included  pericarditis,  atrial  ab¬ 
normality,  atrial  fibrillation,  right 
bundle  branch  block,  complete  heart 
block,  atrioventricular  dissociation 
and  myocardial  infarction. 

A  diagnosis  of  malignant  neoplasm 
was  not  made  until  autopsy  in  four  of 
our  cases.  The  longest  survival  from 
the  time  of  tumor  diagnosis  until  death 
was  twelve  years.  Over  one  third  of 
our  cases  (65)  developed  metastatic 
cardiac  involvement  within  six  months 
from  the  time  of  diagnosis.  Sixteen  pa¬ 
tients  of  the  147  survived  over  five 
years  from  the  time  of  diagnosis. 

The  highest  incidence  of  metastasis 
was  from  bronchogenic  carcinoma  (44 
of  218  cases).  See  table  I.  Neoplastic 
involvement  of  the  heart  may  occur  by 
direct  extension,  lymphatic  spread, 
and  through  the  blood  stream. 
Neoplasms  with  a  relatively  high  per¬ 
centage  (over  20  per  cent)  of  cardiac 
involvement  included  kidney,9  larynx. 
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TABLE  III 


Histological  Type  of  Tumors  Metastatic  to  Heart 

Adenocarcinoma 

48 

(Breast  15  cases) 

Squamous  Cell 

23 

(Lung  1 1  cases) 

Anaplastic 

22 

(Lung  19  cases) 

Leukemia  lymphoma  (31) 

12 

Lymphocytic  leukemia 

6 

Myelogenous  leukemia 

4 

Monocytic  leukemia 

4 

Reticulum  Cell  Sarcoma 

3 

Hodgkins 

2 

Lymphosarcoma 

Sarcoma  (22) 

6 

Melanoma 

3 

Osteosarcoma 

2 

Leiomyosarcoma 

2 

Synovial  sarcoma 

2 

Fibrosarcoma 

2 

Rhabdomyosarcoma 

2 

Mesothelioma 

1 

Testicular 

1 

Thymoma 

1 

Neuroblastoma 

Transitional  Cell 

1 

1 47  cases  total 


leukemia, 10,11  lung,12  melanoma,13 
mesothelioma,  osteosarcoma,  and  sar¬ 
comas  (rhabdomyosarcoma,  leiomyo¬ 
sarcoma).  Primary  neoplastic  sites 
with  a  low  rate  of  cardiac  involvement 
included  bladder,  colon,  gall  bladder, 
liver,  Hodgkin’s  disease,  myeloma, 
ovary,  prostate,  stomach,  uterus,  and 
cervix.14  Neoplasms  arising  beneath 
the  diaphragm  infrequently  metas¬ 
tasized  to  the  heart  in  this  series. 

For  purposes  of  classification,  we 
divided  cardiac  involvement  into 
pericardium,  pericardium  and  heart, 
and  heart  only.  Fifty  cases  involved 
only  the  pericardium;  forty-six  in¬ 
volved  the  pericardium  and  heart;  and 
fifty-one  involved  only  the  myocar¬ 
dium.  Table  IV  shows  the  relation  be¬ 
tween  the  metastatic  tumor  site, 
symptoms  and  antemortem  diagnosis. 

Twenty-eight  of  our  147  cases  had 
hearts  weighing  from  400  to  810 
grams.  See  table  II.  It  appears  that, 
when  the  heart  is  enlarged  due  to  a 


TABLE  IV 

Symptomatic  Cases 


Tumor  Dx. 

Antemortem 

Primary  Site 

to  Death 

Diagnosis 

Signs/Symptoms 

Cardiac  Involvement 

Hodgkins 

6  months 

No 

Presented  with  SUC  Syndrome  and 
Pericardial  Friction  Rub 

Pericardium/Epicardium, 
left  ventricle/right  atrium 

Kidney 

1  Vi  months 

No. 

600  cc.  Pericardial  Effusion 

Pericardium/Myocardium 

Kidney 

12  months 

No 

Pericarditis  (EKG) 

Pericardium/Epicardium 

Larynx 

15  months 

No 

Myocardial  Infarction. 

Pulmonic  Stenosis 

810  gram  Heart-markedly 
replaced  by  tumor. 

Leukemia 

3  months 

No 

Right  bundle  branch  block 

Septum/Myocardium 

Leukemia 

36  months 

Yes 

Acute  Pericarditis 

Pericardium/Myocardium 

Lung 

(Anaplastic) 

At  PM 

No 

Acute  Congestive  Heart  Failure. 

Tumor  Diagnosed  at  Autopsy 

Pericardial  Effusion  300. 
Epicardium. 

Lung 

(Anaplastic) 

17  months 

No 

Right  atrial  abnormalities. 

EKG. 

Complete  Replacement  with 
tumor. 

Lung 

(Anaplastic) 

22  months 

No 

Pericarditis  (EKG) 

Pericardium 

Lung 

(Anaplastic) 

1  month 

No 

Right  bundle  branch  block 

150  cc.  Pericardial  Effusion. 
Epicardium/Myocardium 

Lung 

(Anaplastic 

6  months 

Yes 

Pericardial  Effusion  2°  to  tumor 

Per  icard  ium/Myocard  ium 

Lung 

(Anaplastic) 

2  months 

Yes 

Pericardial  Friction  Rub 

Pericardium 

Lung 

(Squamous  cell) 

1  month 

Yes 

Cardiac  Tamponade. 

Pulsus  Paradoxicus. 

Pericardium/Epicardium/ 

Myocardium. 

Lung 

(Alveolar) 

4  months 

Yes 

X-ray  Large  Pericardial  Effusion 

1450  cc.  Tumorous  Pericardial 
Effusion. 

Lymphocytic 

lymphosarcoma 

1  month 

Yes 

Complete  Heart  Block 

Massive  Myocardial  Involvement 

Mesothelioma 

24  months 

No 

Pericardial  Effusion 

500  cc.  Effusion.  Pericardium/ 
Epicardium/Myocardium 

Osteosarcoma 

8  months 

Yes 

Pericardial  Friction  Rub 

Pericardial 

Thyroid 

96  months 

No 

Pericardial  Effusion 

920  cc.  Effusion.  Pericardium/ 
Epicardium. 
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TABLE  V 

Cardiac  Metastasis  as  a  Direct  Cause  of  Death 


Kidney 

600  cc.  Pericardial  Effusion 

Died  on  Admission 

Larynx 

Tumor  Thrombus 

Coronary  Artery 

Died  6  weeks  after  Clinical 
Dx.  of  Myocardial  Infarction 

Lung 

Cardiac  Tamponade 

Pulsus  Paradoxicus 

Multiple  Tumor  nodules 

200  cc.  Effusion 

Lung 

1450  Serosanguinous 
Pericardial  Effusion 

Lymphosarcoma 

Complete  Heart  Block 

Lived  one  day  -  Massive 
Myocardial  involvement 

Thyroid 

920  cc.  Hemopericardium 

tumor,  there  is  a  greater  likelihood  of 
significant  symptoms. 

Twenty  patients  had,  at  autopsy, 
pericardial  effusion  of  greater  than  50 
cc.’s.  Cytological  examination  of  the 
effusion  showed  malignant  cells  in 
only  one  case.  The  volume  of  effusion 
is  increased  when  both  the  visceral  and 
parietal  pericardium  are  involved.  In 
our  series  of  eighty-eight  male  and 
fifty-nine  female  patients,  no  age 
group  was  free  of  metastatic  cardiac 
involvement.  The  histological  patterns 
in  our  cases  are  summarized  in  table 
III. 

After  review  of  all  cases  with  metas¬ 
tatic  cardiac  involvement,  eighteen 
were  found  to  have  signs  and 
symptoms  which  should  have  sug¬ 
gested  the  antemortem  diagnosis  of 
metastatic  neoplasm.  See  table  IV. 
Only  seven  of  these  cases  were 
suspected  antemortem.  As  previously 
stated,  only  one  diagnosis  was  verified 
cytologically.  The  incidence  of  signifi¬ 
cant  symptomatic  metastases  is  12.3 
per  cent  (i.e.  18  out  of  147). 

Tumor  metastasis  was  directly 
responsible  for  the  patients’  death  in 
only  six  cases  (4.1  per  cent).  See  table 
V.  In  none  of  the  147  cases  was  the 
heart  the  only  site  of  metastasis.  Soli¬ 
tary  cardiac  metastasis  has  been 
reported.5 

Summary 

A  study  of  metastatic  disease  in¬ 
volving  the  heart  at  the  Thomas  Jef¬ 
ferson  University  Hospital  over  a  ten 
year  period  was  performed. 

147  of  1,047  metastatic  neoplasms 
involved  the  heart.  Of  the  147  patients, 
18  presented  signs  and  symptoms 
referrable  to  cardiac  involvement 


which  should  have  been  determined 
antemortem.  Metastatic  cardiac  in- 


Dr.  Harrer ,  above,  recently  became 
associated  with  Our  Lady  of 
Lourdes  Hospital,  Camden,  N.J., 
after  having  been  assistant  professor 
of  pathology  at  Thomas  Jefferson 
University  Hospital.  Dr.  Lewis, 
below,  is  associate  professor  in  pa¬ 
thology  there.  The  authors  wish  to 
acknowledge  with  gratitude  the  sec¬ 
retarial  assistance  of  Miss  Barbara 
MacTough  and  Miss  Ray  Fin- 
gerhood. 


volvement  was  clinically  suspected  ini 
seven  of  these  patients.  Pathog-I 
nomonic  signs  and  symptoms  of  me- 1 
tastatic  cardiac  involvement  were  not  I 
found. 

The  total  number  of  cardiac  metas¬ 
tases  is  much  higher  than  the  clinically 
significant  number  of  metastases.  In 
only  6  of  the  147  cases  do  we  feel  that 
the  cardiac  metastasis  was  the  direct 
cause  of  death. 

The  primary  site  of  disease  most 
commonly  metastasizing  to  the  heart 
was  the  lung. 
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r  here’s  a  soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it  s  made  by 


PROTEIN  CONTENT/  7  oz.  Serving* 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beef 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  'N  Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen) 

5.4 

When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a  convenient 
supplementary  source  of  that  essential  nutrient. 

*  From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


sterile  solution  (300  mgl  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride ,  U  pjphn) 


and  single-dose  2 1 
disposable  syringe 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  490 


©1970  by  The  Upjohn  Company  JA70  9835  MED  B-4-S  (KZL-5) 


For  your  convenience 
in  2  ml.  and  10  ml.  vials 


wmSM 

Usr  Val  Solution 

Lincocin4^ 

ft'  in  n im i ir  til 

ijtncomywn 

»r*oeWor*d*  Injoctkw) 

MMb  300  m« 

tincomyd 
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A  once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a  seventh  son 
stand  or  walk  on  the  patient's  back. 


for  headache,  a  sovereign  remedy  was 
p  wear  a  snakeskin  round  one’s  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a  hot  roasted  onion  to  the  ear. 


A  realistic 
approach 
to  pain 
relief 


‘Empirin’ 

Compound  with  Codeine 
I  Phosphate  gr.  1/2  No.  3 

|tch  tablet  contains: 
bdeine  Phosphate  gr.  1/2  (Warning- 
lay  be  habit  forming),  Phenacetin  gr.  2  1  /  2, 
ippirin  gr.  3  1  /  2,  Caffeine  gr.  1  /  2. 

;eeps  the  promise 
i  f  pain  relief 

'  w.  &  Co.'  narcotic  products  are 
(jss  "B",  and  as  such  are  available  on  oral 

Jiscription,  where  State  law  permits. 

|jr>  BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC. 

.^1  Tuckahoe,  N.Y. 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A  low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a  high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a  high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with :  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 


The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


//// 


: 


©  E.R.  Squibb  &  Sons,  Inc.  1970 


A 

BUILDING  BLOCK 
TO  RECOVERY 


OHBfiBBEL— . 


e  therapy 


DOUBLE  STRENGTH 


Orenzyme 
Bltabs one  >ab,et q,d  - 

Trypsm:  100.000  N.F.  Units, Chymotrypsin:  8.000  N.F.  Units; 
equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recover*# 


One  fab/etq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□  Accidental  Trauma  □  Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a  known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo¬ 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani¬ 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

|  THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . .  monilia . . .  bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul¬ 
fanilamide  1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos¬ 
sibility  of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  Intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  -  Four-ounce  tube  with  or  without  applicator. 
Suppositories  -  Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


PENNSYLVANIA 
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cardiovascular  brief 


Current  Status  Of  Rheumatic  Fever 

Part  One 


C.  Robert  E.  Wells,  M.D.,  professor 
of  pediatrics,  Temple  Medical  School, 
Philadelphia,  is  questioned  by  William 
G.  Leaman,  Jr.,  M.D. 


What  is  rheumatic  fever? 

Rheumatic  fever  is  a  disease  which 
Dccurs  in  certain  susceptible  individu- 
ds  following  an  untreated  or  inade¬ 
quately  treated  streptococcal  infection, 
it  may  involve  most  of  the  tissues  of 
he  body,  but  the  heart,  joints  and  cen- 
ral  nervous  system  are  especially 
nflamed.  An  antigen-antibody  reac- 
ion  is  suspected. 

Why  any  concern  about  rheumatic 
ever  (RF)  and  rheumatic  heart  disease 
RHD)? 

‘  “Approximately  100,000  new  cases 
if  RF  and  RHD  occur  each  year.  In 
968  about  16,000  deaths  from  acute 
IF  and  chronic  RHD  were  reported  in 
he  U.S.A.  In  1965  there  were  over 
00,000  hospital  discharges  (excluding 
lilitary  and  VA  hospitals)  in  which 
IF  or  RHD  was  the  primary  diag- 
osis,  and  133,000  additional  dis- 
harges  in  which  they  were  the  second- 
ry  diagnosis.  The  estimated  cost  of 
hysicians’  visits  for  RF  and  RHD  in 
iscal  1969  was  about  $28  million.” 
Circulation:  May,  1970). 

It  is  estimated  that  there  are  1.5 
lillion  cases  of  RHD  in  the  United 
tates  today.  Since  the  peak  incidence 
f  acute  RF  is  in  patients  between  the 
ges  of  five  and  fifteen  years,  many  of 
'horn  will  have  chronic  RHD,  the 
ost  of  medical  care  (hospitalization, 
onvalescence,  rehabilitation,  surgery, 
ledicines,  physicians)  over  the  next 
venty  to  forty  years  runs  into 
lousands  of  dollars  for  one  patient. 
Inch  of  this  can  he  prevented. 


In  what  clinical  forms  may  rheumatic 
fever  present? 

It  is  seen  as  (a)  Migratory 
Polyarthritis  involving  the  larger  joints 
(knee,  wrist,  elbow,  ankle).  Severe  pain 
on  palpation  or  movement  is  present  in 
addition  to  signs  of  heat,  redness  and 
swelling,  (b)  Chorea  or  St.  Vitus 
Dance  with  emotional  instability  and 
involuntary  movements  to  the  point  of 
inability  to  talk  intelligibly,  walk  safely 
or  dress  or  feed  oneself,  (c)  Carditis 
which  may  involve  endocardium 
(valvular  insufficiency  and  later  on 
stenosis),  myocardium  (enlargement 
with  poor  function),  or  pericardium 
(pain,  not  observed  alone).  This  in¬ 
volvement  may  be  severe  enough  to 
cause  heart  failure,  (d)  Erythema  Mar¬ 
ginatum,  an  evanescent,  serpiginous 
rash  on  the  trunk  and  extremitis  (post¬ 
streptococcal)  and  subcutaneous  nod¬ 
ules',  firm  movable  lumps  over  the  ex¬ 
tensor  surfaces  of  elbows,  wrists, 
knees,  even  scalp  are  also  listed  as 
major  manifestations  but  are  usually 
associated  with  a,  b,  or  c. 

How  is  the  diagnosis  of  rheumatic 
fever  made? 

This  is  a  clinical  diagnosis.  The 
above  criteria  (Modified  Jones)  are 
useful  as  a  guide.  There  is  no  specific 
laboratory  test. 

What  are  some  of  the  pitfalls  in  the 
diagnosis  of  rheumatic  fever? 

(a)  Mistaking  the  muscular 
“growing  pains”  frequently  occurring 
at  night  to  be  the  same  as  the  objective 
signs  of  migratory  polyarthritis  (heat, 
redness,  swelling,  pain),  (b)  Mistaking 
the  frequently  occurring  innocent 
murmur  to  be  an  organic  murmur  due 


to  rheumatic  valvulitis.  If  uncertain,  a 
consultation  may  help,  (c)  Overin¬ 
terpreting  laboratory  findings.  A 
sedimentation  rate  is  non-specific  evi¬ 
dence  for  the  presence  of  many  active 
infections,  one  of  which  may  be  rheu¬ 
matic  fever.  An  elevated  antis¬ 
treptolysin  O  (ASO)  titre  indicates  a 
recent  streptococcal  infection  and  not 
necessarily  acute  rheumatic  fever. 

Does  rheumatic  fever  always  involve 
the  heart? 

No.  There  may  be  only  migratory 
polyarthritis  or  chorea  from  which 
there  is  complete  recovery.  However, 
some  of  these  patients  may  have  evi¬ 
dence  of  rheumatic  heart  disease  in 
later  years.  It  is  not  known  whether 
this  represents  a  slow,  smouldering, 
unrecognized  process  or  damage  oc¬ 
curring  during  a  recurrence. 

What  is  a  “touch”  of  rheumatic  fever? 

It  is  probably  a  wrong  diagnosis. 
One  should  be  certain  of  the  diagnosis 
before  labeling  a  patient.  Once  the 
diagnosis  has  been  made,  there  is  no 
certain  way  of  erasing  the  diagnosis  in 
the  future.  When  the  diagnosis  of 
rheumatic  fever  is  made,  this  involves 
prophylaxis,  regular  medical  check¬ 
ups,  and  may  affect  job  opportunities 
and  insurance. 

Is  rheumatic  fever  contagious? 

No,  but  the  streptococcal  infection 
which  precedes  an  attack  of  rheumatic 
fever  may  be  transmitted  to  close  con¬ 
tacts  at  home  or  at  school. 

William  G.  Leaman,  Jr.,  M.D., 
edited  this  Brief  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa¬ 
tion. 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a  clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a  tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a  veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic, 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . .  remember  Pro-Banthine. 
Tradition  does. 
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Fro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-Banthine  15  mg. 

.propantheline  bromide 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Dartal  5  mg. 
thiopropazate 
dihydrochloride 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.fl.  30  mg. 

propantheline  bromide 
in  time-release  form 


Pro-Banthine  1V2  mg. 

propantheline  bromide 
Half  Strength 


Pro'Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros¬ 
tatic  hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re¬ 
ported,  theoretically  a  curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri¬ 
asis,  hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu¬ 
ally  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad¬ 
justed  to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
1  muscularly  or  intravenously. 
Pro-Banthine®  15  mg. 

( propantheline  bromide  ) 
with 

I}artal®  5  mg. 

( thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti¬ 
nal  disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar¬ 
cotics.  The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria¬ 
sis,  hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na¬ 
sal  congestion  and  constipation)  and  curare¬ 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac¬ 
tions.  Rarely,  leukopenia  or  allergic  purpura. 
A  generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten¬ 
tiation  of  the  effects  of  atropine,  heat  or  phos¬ 
phorus  insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa¬ 
thy  may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol¬ 
lowing  recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par¬ 
ticular  attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  Orfe  tablet  three  times  a  day. 

Pro-Banthine,®  1 5  mg. 

(propantheline  bromide  ) 
with  •  : 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau¬ 
tions,  Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a  signifi¬ 
cant  degree  of  hypoxia. 

Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau¬ 
tions  and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 

084 


SEARLE 


Research  in  the  service  of  medicine. 
G.  D.  Searle  &  Co.,  Chicago,  III.  60680 


Guide  his  hand 


to  quality 


and  economy 


Specify 

Deltasone  5  mg. 

(pred  n  isonc,  Upjoh  n) 


an  economical 
prednisone 
that's  made 
a  name  for  itself 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


©1970  BY  THE  UPJOHN  COMPANY 


JA70-9779 


K 

Kr 

S3K**i> 


**«*  ■i-f  — 

5SST***«  >«*•<:?*•* 


I#1' 


N»fM« 


f|fj€  45 011 3  80 
UJP*  SpUCU  HOSH 


DELTASONE®  TABLETS -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute-herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur¬ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub¬ 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re¬ 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re¬ 
sulted  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow¬ 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There¬ 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom¬ 
mended.  Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper¬ 
tension  due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a  sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti¬ 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi¬ 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra¬ 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica¬ 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra¬ 
vation  or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in¬ 
cluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
psychic  disturbances  especially  abnormal  euphoria;  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi¬ 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac¬ 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop¬ 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5  mg.,  scored- 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  ME0  B  „  (KOfl  s) 
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To  the  Editor: 

As  one  who  is  concerned  with  rising  hospital  costs  and 
even  more  so  with  those  who  are  upset  by  rising  costs,  how 
does  one  go  about  seeking  and  bearing  witness  to  the  truth? 

If  true  hospital  costs  were  made  known,  acknowledged  as 
such,  and  agreed  upon,  maybe  then  and  only  then  can  we 
understand  and  define  the  problem  and  seek  its  solution. 

Since  solutions  are  only  as  good  as  the  facts  upon  which 
the  problem  is  based  let  us  examine  hospital  costs  from  an 
analysis  of  figures  submitted  by  representative  non-govern¬ 
mental,  non-profit,  general  short  term  stay  Allegheny 
County  hospitals  and  published  in  the  August  1,  1968  issue 
of  “Hospitals”,  a  Journal  of  the  American  Hospital  Associa¬ 
tion. 

Study  of  figures  would  indicate  that  as  the  size  of  hospi¬ 
tals  increase  costs  increase.  However,  I  am  not  sure  that  this 
is  necessarily  the  impact  of  the  more  and  varied  services  of¬ 
fered  by  the  larger  institutions  as  it  is  that  overall  efficiency 
tends  to  decrease  with  “bigness”  (this  may  be  a  natural  phe¬ 
nomenon  over  which  there  is  little  control). 

Next,  looking  at  the  spread  of  average  costs  per  admis¬ 
sion  in  the  smaller  hospital  bed  group  as  compared  to  the 
larger  hospital  bed  group  one  sees  a  36  per  cent  increase  in 
the  latter  group. 

However,  the  greatest  spread  in  cost  from  one  hospital  to 
another  (in  this  instance  Suburban  General  Hospital  and 
Presbyterian  University  Hospital)  is  1 12  per  cent. 

If  we  look  at  the  average  cost  per  patient  day  we  realize 
an  increase  of  only  15  per  cent  between  the  smaller  and 
larger  hospitals  with  the  greatest  individual  hospital  spread 
being  85  per  cent. 

It  is  also  interesting  to  note  that  depending  upon  the 
method  of  ranking  (either  according  to  cost  per  admission 
or  cost  per  patient  day)  the  position  of  a  hospital  within  its 
group  may  change.  The  most  striking  example  of  this  is 
Magee  Hospital  which  on  the  basis  of  cost  per  admission 
costs  $103  less  than  the  average  for  the  group  but  if  ranked 
according  to  cost  per  patient  day  would  be  the  highest  in 
the  group.  This  observation  certainly  raises  serious  ques¬ 
tions  as  to  which  index  may  be  validly  used  when  com¬ 
paring  costs  of  similar  hospitals. 

Most  hospitals  have  a  personnel  to  patient  ratio  of  2.5  to 
1  with  their  payrolls  accounting  for  approximately  two- 
thirds  of  hospital  costs.  Rising  costs  in  this  area  have  some¬ 
times  been  blamed  for  the  general  rise  in  overall  hospital 
costs.  Yet  we  note  that,  in  some  of  the  most  expensive  hos¬ 
pitals,  payroll  as  a  per  cent  of  total  costs  is  among  the 
owest  for  the  group  (St.  Margaret’s  Hospital,  Presbyterian 
University  Hospital,  and  Montefiore  Hospital). 

It  might  also  be  logically  assumed  that  cost  per  patient 
day  should  vary  inversely  with  length  of  hospital  stay  but 
this  is  not  borne  out  by  the  data. 

Needless  to  say  the  problem  of  hospital  costs  needs  much 
clarification.  But  is  hospital  cost,  which  essentially  is  the 
price  tag  on  room  and  board,  nursing  care,  diagnostic  and 
therapeutic  services,  the  real  problem  or  is  the  problem  that 
of  putting  a  price  tag  on  health  as  if  it  were  some  tangible 
product  readily  defined  and  easily  measured? 

In  reality  we  have  no  way  of  measuring  the  product,  if 


health  is  a  product,  and  even  if  one  were  able  to  quantitate 
it  how  does  one  qualitate  it? 

Juries  have  been  known  to  award  hundreds  of  thousands 
of  dollars  for  loss  of  life,  limb,  sight,  mental  anguish  and 
total  and  partial  disability.  Many  similar  awards  are  often 
made  out  of  court.  If  these  “settlements”  are  justified  how 
much  more  is  a  life,  limb,  or  sight  worth  when  these  are 
saved? 

What  price  tag  do  you  put  on  the  relief  of  suffering  and 
anxiety  of  patients  which  generally  follows  admissions  to 
hospitals  or  visits  to  physicians  for  complaints  real  or 
imagined? 

We  are  being  told  that  this  nation  is  in  a  health  crisis. 
This  crisis,  I  propose,  stems  not  from  the  imperfections  of 
the  existing  health  care  system,  which  is  constantly  under¬ 
going  change  but  rather  stems  from  the  attempt  of  one  im¬ 
perfect,  albeit  coercively  powerful  system,  to  plan  and 
direct  the  course  of  the  other. 

Since  scientists  tell  us  that  every  effect  must  have  a  cause, 
the  government  must  now  look  around  for  some 
scapegoat — preferably  some  placid,  successful  professional 
group  which  is  feeding  off  of  the  fruits  of  inflation  and  is 
not  likely  to  kick  up  too  much  of  a  fuss.  Since  any  educated 
and  informed  American  knows  that  American  medicine  is 
not  the  best,  and  is  not  the  envy  of  the  entire  world — the 
logical  sacrificial  lambs  should  be  physicians  and  hospitals 
which  form  the  core  of  American  medicine. 

Hospitals  and  physicians  are  now  denounced  as  wickedly 
causing  the  price  rise  and  the  government  conveniently  uses 
these  attacks  as  an  excuse  for  extending  its  control  of  health 
in  America  under  the  guise  of  “public  interest.” 

Many  national  health  insurance  schemes  have  already 
been  proposed  and  many  more  will  come,  and  the  Ameri¬ 
can  public,  God  bless  them,  looking  for  “pie  in  the  sky”  and 
“something  for  nothing”  will  have  no  choice  but  to  accept 
one  of  them. 

Is  it  too  late  for  those  directly  concerned  with  the  health 
of  America  to  coordinate  medicine’s  diverse  activities 
without  coercion? 

Joseph  M.  Behun,  M.D.,  Department  of  Radiology 
Mercy  Hospital,  Pittsburgh 

To  the  Editor: 

Reading  “Reflections  on  the  Feast  of  the  circumcision" 
by  Dr.  Rowland  arouses  my  own  reflections.  My  memory 
goes  back  to  the  time  when  I  was  a  Battalion  Surgeon  in  the 
Second  World  War.  One  of  our  duties  was  commonly 
known  as  “Short  Arm  Inspection.”  I  can  still  remember  the 
disgusting  sights  and  odors  which  greeted  me  and  my  as¬ 
sociates  when  the  foreskin  was  pulled  back.  In  those  days 
dentists  were  impressed  into  this  duty,  and  one  of  them, 
who  was  not  Jewish,  was  heard  to  remark  “My  God!  Don’t 
you  ever  clean  that  thing?” 

As  regards  maiming  the  male  infant,  Jewish  men  have 
been  maimed  like  this  for  over  two  thousand  years  and  do 
not  have  appeared  to  be  the  worse. 

Morris  Rosen  M.D. 

Philadelphia 


April,  1971 
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INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi¬ 
cal  education  which  include  a  series  of  two  or 
more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  con¬ 
tact  the  director  at  the  address  given  in  the 
course  listing. 


GASTROENTEROLOGY 
Philadelphia;  January  14 — April  18,  1971 

l/AMA— SYSTEMATIC  REVIEW  OF  GAS¬ 
TROENTEROLOGY;  by  U.  of  Pa.;  at  Lecture  Room 
A;  4  hrs.  ea.  day;  1  day  ea.  week;  8  weeks;  32  hrs. 
AAGP  credit  requested;  $150  fee.  Contact  Aaron 
D.  Freedman,  M.D.,  Assoc.  Dean,  U.  of  Pa.,  288 
Med.  Labs.  Bldg.,  Philadelphia  19104. 


GENERAL  MEDICINE 

Aliquippa-Rochester  Flosps.  (rotation);  third  Wed., 
ea.  mo. 

Altoona  Hospital;  fourth  Thurs.  ea.  mo. 

Greensburg  (Westmoreland  Hosp.);  first  Tues.  ea. 
mo. 

Johnstown  (Conemaugh  Valley  Mem.  Hosp.);  first 
Thurs.,  ea.  mo. 

Natrona  Heights  (Allegheny  Valley  Hosp.);  second 
Tues.  ea.  mo. 

Uniontown  Hospital;  last  Mon.  ea.  mo. 

Washington  Hospital;  first  Wed.  ea.  mo. 

O/l— DIAGNOSIS  AND  MANAGEMENT  OF 
HYPERTENSION;  by  Western  Pa.  Regional  Medi¬ 
cal  Program  and  Pitt;  AAGP  credit  applied  for. 
Contact  Alvin  P.  Shapiro,  M.D.,  Project  Dir.,  501 
Flannery  Bldg.,  3530  Forbes  Ave.,  Pittsburgh 
15213. 


Allentown;  September  2,  1970 — May  5,  1971 

I— TEAM  APPROACH  TO  PA¬ 
TIENT  CARE  (Fall-Winter  Education  Program);  at 
Sacred  Heart  Hosp.;  first  Wed.  ea.  mo.;  3  hrs. 
each  day;  AAGP  credit  applied  for.  Contact  Vin¬ 
cent  J.  Jerant,  M.D.,  Chm.  House  Staff  &  Educ., 
Sacred  Heart  Hosp.,  4th  &  Chew  Sts.,  Allentown 
18103. 


Altoona  Hospital;  October  15,  1970 — May  20,  1971 
I—  AM  A  —  A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  every  other  Thurs.;  7  months;  30 
hrs.  AAGP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Bethlehem;  September  17,  1970 — May  20,  1971 
I—  AM  A  —  A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Luke’s  Hosp.;  third  Thurs. 
ea.  mo.  (except  December);  8  mos.;  AAGP  approv¬ 
al  requested.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bradford/Kane;  October  20,  1970 — May  18,  1971 
I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  alternately  at 
Bradford’s  Penn  Hills  Club  and  Kane  Manor;  third 
Tues.  ea.  mo.,  18  hrs.  AAGP  credit  applied  for; 
$25  fee  ($5  single  session).  Contact  CES,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 


Chester;  September  8,  1970 — May  25,  1971 

l/AMA  —  POSTGRADUATE  SEMINARS  FOR 
PHYSICIANS:  BY  Hahnemann;  at  Crozer-Chester 


CODE  KEY 
C — Consecutive  days 
I — Intermittent 
O — Circuit 

PG — Postgraduate  Traineeship 
S — Designed  for  full-time  specialists 
AM  A — AM  A  Accredited  Institution 
CES — Council  on  Education  and 
Science,  Pennsylvania  Medical  So¬ 
ciety 

Hahnemann — Hahnemann  Medical 

College  and  Hospital 
Hershey — Milton  S.  Hershey  Medical 
Center 

Jefferson — Jefferson  Medical  Col¬ 
lege  of  Philadelphia 
Pitt — University  of  Pittsburgh,  School 
of  Medicine 

Penn  State — Pennsylvania  State  Uni¬ 
versity 

Temple — Temple  University  Health 
Sciences  Center 

U.  of  Pa. — University  of  Pennsylvania, 
School  of  Medicine 
Woman’s — The  Medical  College  of 
Pennsylvania 

Med.  Center;  2  hrs.  AAGP  credit  approved  ea.  day; 
38  days;  a  day  ea.  week.  Contact  James  E.  Clark, 
M.D.,  Chief  of  Med.,  Crozer-Chester  Med.  Center, 
15th  &  Upland  Sts.,  Upland,  Chester  19013. 


East  Stroudsburg:  October  17,  1970 — April  17, 
1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  at  General 
Hosp.  of  Monroe  Co.,  third  Sat.  ea.  mo.,  (except 
December);  18  hrs.  AAGP  credit  applied  for;  $25 
fee  ($5  single  session).  Contact  CES,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Erie;  September  17-18,  1970— May  13-14,  1971 
l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Vincent’s  Hosp.;  Thurs.  eve. 
and  Fri.  morn.;  approx,  once  every  three  weeks; 
39  hrs.  AAGP  credit  applied  for.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 

Gettysburg;  January  12 — April  21,  1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  at  Annie 
Warner  Hosp.;  alternating  Tues.  and  Wed.  every 
other  week;  24  hrs.  AAGP  credit  applied  for;  $35 
fee  ($5  single  session).  Contact  CES,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 

Harrisburg;  November  10,  1970 — May  11,  1971 
l/AMA— CONTINUING  EDUCATION  COURSE; 
by  Hahnemann;  at  Harrisburg  Polyclinic  Hospital; 
once  ea.  month.  Contact  David  A.  Smith,  M.D., 
D.M.E.,  Harrisburg  Polyclinic  Hosp.,  Harrisburg 
17105. 


Hazleton  State  Gen.  Hosp.;  September  2, 
1970— May  26,  1971 

I— CONTINUING  MEDICAL  EDUCATION  PRO¬ 
GRAM;  by  Hazelton  Branch  of  Luzerne  Co.  Med. 
Soc.,  and  Hosp.;  1’/2  hrs.  per  day;  1  day  per  week; 
36  weeks;  30  hrs.  AAGP  credit.  Contact  Robert  L. 
Gunderson,  M.D.,  Dir.  of  Med.  Educ.,  Hazelton 
State  Gen.  Hosp.,  Hazelton,  Pa.  18201. 


Johnstown;  November  24,  1970 — May  25,  1971 
l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Conemaugh  Valley  Memorial 
Hosp.,  fourth  Tues.  ea.  mo.  (except  Jan.);  6  ses¬ 
sions,  2  hrs.  ea.;  12  hrs.  AAGP  credit  approved. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lancaster  General  Hosp.;  September  22, 
1970— May  18,  1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  1  day  ea.  week;  18  weeks;  3 
hrs.  AAGP  credit  applied  for  ea.  session.  Contact 
John  H.  Esbenshade,  Jr.,  M.D.,  Dir.  of  Medical 
Educ.,  Lancaster  Gen.  Hosp.,  555  N.  Duke  St., 
Lancaster  17601 . 


Lebanon;  November  3,  1970 — May  4,  1971 

l/AMA-A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Quentin  Riding  Academy;  first 
Tues.  every  other  month;  AAGP  credit  requested. 
Contact  John  Killough,  Ph.D.,  Assoc.  Dean,  Jef¬ 
ferson,  1025  Walnut  St.,  Philadelphia  19107. 


Lewistown  Hospital;  February  10 — April  14,  1971  I 
I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  every  Wed., 
ea.  mo.;  30  hrs.  AAGP  credit  applied  for;  $35  fee 
($5  single  session).  Contact  CES,  Pennsylvania 
Medical  Society,  20  Erford  Road,  Lemoyne  17043.  1 


Lock  Haven  Hospital;  October  21,  1970 — May  5, 
1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con-  j 
tinuing  Education  Program);  by  CES;  first  and 
third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit  applied 
for;  $35  fee  ($5  single  session).  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford  Road, 
Lemoyne  17043. 


Meadville;  September  2,  1970 — May  5,  1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  first  Wed.  ea. 
mo.  at  Spencer  Hospital;  30  hrs.  AAGP  credit 
applied  for;  $35  fee  ($5  single  session).  Contact 
CES,  Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 


Philadelphia;  September  14,  1970 — May  17,  1971  1 
l/AMA  —  A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Methodist  Hosp.;  first  and  third 
Mon.  ea.  mo.  (except  holidays);  AAGP  approval 
requested.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pottsville;  September  24.  1970 — May  27,  1971 
l/AMA— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hahnemann;  at  Good  Samar¬ 
itan  Hosp.;  fourth  Thurs.  ea.  mo.  (except  Nov., 
Dec.  and  Apr.);  2  hrs.  ea.  day.  Contact  Norman  M. 
Wall,  M.D.,  Dir.  of  Med.  Educ.,  Good  Samaritan 
Hosp.,  E.  Norwegian  and  Tremont  Sts.,  Pottsville 
17901. 
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Pottsville  Hospital;  September  3,  1970 — June  3, 
1971 

l/AMA  —  A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
ind  Penn  State;  first  Thurs.  ea.  mo.;  10  mos.;  2 
nrs.  AAGP  credit  approved  per  session.  Contact 
iohn  H.  Killough,  Ph.D.,  M.D.,  Jefferson,  1025 
Valnut  St.,  Philadelphia  19107. 


’ottsville  Hospital;  First  Thurs.  of  every  mo., 
leginning  September,  1971 

!  I— CONTINUING  MEDICAL  EDUCATION;  by 
fottsville  Hospital;  2  hrs.  ea.  day;  1  day  ea.  mo.; 
*0  hrs.  AAGP  credit  requested.  Contact  E.  W. 
Rubier,  M.D.,  D.M.E.,  Pottsville  Hospital,  Mauch 
jhunk  &  Jackson  Sts.,  Pottsville  17901. 


:eading:  September  22,  1970 — May  25,  1971 
J  1-1970-71  CONTINUING  EDUCA- 
ION  PROGRAM;  at  St,  Joseph’s  Hosp.;  fourth 
ues.  ea.  mo.  (except  December);  8  hrs.  AAGP 
j-edit  requested.  Contact  Kenneth  M.  Schreck, 
I.D.,  Med.  Dir.,  St.  Joseph’s  Hosp.,  215  Walnut 
t  ,  Reading  19603. 


eading;  October  21,  1970 — April  21,  1971 
l/AMA— CONTINUING  EDUCATION  COURSE; 
/  Hahnemann;  at  Community  General  Hosp., 
hce  ea.  month.  Contact  Paul  K.  Stolz,  M.D., 
.M  E.,  Community  General  Hosp.,  135  N.  Sixth 
;reet,  Reading  19601. 


ayre:  August  24,  1970 — June  14,  1971 
I— ROTATING  SEMINARS  (10  sessions  Car- 
ology;  5  sessions  Dermatology;  11  sessions  En- 
icrinology;  13  sessions  Hematology;  7  sessions 
aurology;  8  sessions  Psychiatry;  4  sessions  Ra- 
ation  Therapy;  9  sessions  Urology — 

sphrology);  at  Robert  Packer  Hosp.;  1  hr.  ea. 
ssion;  hour-for-hour  AAGP  credit  approved. 
>ntact  Paul  C.  Royce,  M.D.,  Ph.D.,  Dir.  Med. 
luc.,  Robert  Packer  Hosp.,  Guthrie  Square, 
yre  18840. 


ranton;  October  21,  1970 — May  19,  1971 
l/AMA  — A  PROGRAM  OF  CON- 
SIUING  MEDICAL  EDUCATION;  by  Jefferson 
d  Penn  State;  at  Mercy  Hosp.;  1  day  a  month;  8 
anths;  24  hrs.  AAGP  credit  approved.  Contact 
hn  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef- 
son,  1025  Walnut  St.,  Philadelphia  19107. 


•  I lersvi lie;  September  23,  1970 — June  16,  1971 
I— CONTINUING  MEDICAL  EDUCA- 
'}N  PROGRAM;  by  Hahnemann  and  Grandview 
Isp.;  at  Grandview  Hosp.;  fourth  Wed.  ea.  mo. 
i.cept  December);  18  hrs.  AAGP  credit 
quested.  Contact  D.  Henry  Ruth,  M.D.,  Dir.  of 
I  d.  Educ.,  Grandview  Hosp.,  Sel lersvi  I le  18960. 


fwickley  Valley  Hospital;  April  7 — 28,  1971 
—ANTIBIOTIC  THERAPY;  by  Pitt  and  Se- 
vikley  Valley  Hosp.;  Wed.  of  ea.  week.  Contact 
uome  Chamovitz,  M.D.,  Sewickley  Valley  Hosp., 
Elckburn  Rd.,  Sewickley  15143. 


Jmerset  Community  Hospital;  October  14, 
HO— May  12,  1971 

I— CURRENT  MEDICAL  AND  SUR- 
OAL  CONCEPTS  (A  Pennsylvania  Medical  Con- 
tiing  Education  Program);  by  CES;  second  Wed. 
e  mo.  except  Jan.  &  Feb.;  18  hrs.  AAGP  credit 
alied  for;  $25  fee  ($5  single  session).  Contact 
Co,  Pennsylvania  Medical  Society,  20  Erford 
Rd,  Lemoyne  17043. 


Sierset  Community  Hospital;  Fourth  Tues.  of  ea. 

nr 

I—  A  PROGRAM  OF  CON- 
TlUING  MEDICAL  EDUCATION;  by  Western  Pa. 
Rt>  and  the  Regional  PG  Medical  Faculty  Project 
olee  Hospital,  Johnstown;  2  hrs.  ea.  day;  24  hrs. 
A6P  credit  requested  ea.  year.  Contact  William 
WAyres,  M.D.,  Pathologist,  Somerset  Community 


Hosp.,  225  S.  Center  Ave.,  Somerset  15501. 


Tunkhannock;  March  17 — May  19,  1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (An  Edward  Walter  Clark  Me¬ 
morial  Education  Program)  by  Educational  and 
Scientific  Trust  of  PMS;  at  Tyler  Memorial  Hospi¬ 
tal;  third  Wed.  ea.  mo.;  9  hrs.  AAGP  credit  applied 
for.  Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 


Uniontown  Hospital;  October  14,  1970 — March  24, 
1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  every  other 
Wed.,  (except  December);  30  AAGP  credit  applied 
for.  $35  fee  ($5  single  session).  Contact  CES, 
Pennsylvania  Medical  Society,  20  Erford  Road, 
Lemoyne  17043. 


Wellsboro;  March  17 — May  19,  1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (An  Edward  Walter  Clark  Me¬ 
morial  Education  Program);  by  Educational  and 
Scientific  Trust  of  PMS;  at  Soldiers  &  Sailors 
Hosp.;  third  Wed.  ea.  mo.;  9  hrs.  AAGP  credit 
applied  for.  Contact  CES,  Pennsylvania  Medical 
Society,  20  Erford  Road,  Lemoyne  17043. 


Wilkes-Barre;  March  31 — May  26,  1971 

l/AMA— CONTINUING  EDUCATION  COURSE; 
by  Hahnemann;  at  Wyoming  Valley  Hosp.; 
Wednesday  each  week.  Contact  David  W.  Kistler, 
M.D..  D.M.E.,  Wyoming  Valley  Hosp.,  149  Dana 
St.,  Wilkes-Barre  18702. 


Wilkes-Barre  General  Hospital;  September  17, 
1970— April  15,  1971 

l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  third  Thurs.  ea.  mo.;  8  mos.;  3 
hrs.  AAGP  credit  approved  for  ea.  session.  Con¬ 
tact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean, 
Jefferson,  1025  Walnut  St.,  Philadelphia  19107. 


Williamsport  Hosp.;  September  11,  1970 — March 
12,  1971 

l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  second  Fri.  ea.  mo.  (except 
January);  AAGP  credit  requested.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


HEMATOLOGY 

Pittsburgh;  May  23,  1971 — June  6,  1971 

I— SEMINARS  IN  HEMATOLOGY;  by  Pitt;  at 
Presbyterian-University  Hosp.;  3  hrs.  ea.  day;  2 
Sundays;  6  hrs.  AAGP  credit  requested;  $25  fee. 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Edu.,  Pitt,  1022-G  Scaife  Hall,  Pittsburgh 
15213. 


INTERNAL  MEDICINE 

York  Hospital;  September  17,  1970 — April  29,  1971 
l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  every  Thurs.;  30  weeks;  3  hrs. 
AAGP  credit  approved  ea.  day;  $40  fee  ($8.00 
single  session).  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Philadelphia;  October  14,  1970 — May  12,  1971 
l/AMA— INTERNAL  MEDICINE  REVIEWS;  by 
Hahnemann;  at  Alumni  Hall;  3  hrs.  a  day;  1  day  a 
week;  27  weeks;  $150  fee  ($70  per  subspecialty); 
81  hrs.  AAGP  credit  approved.  Contact  Wilbur  A. 
Oaks,  M.D.,  Prog.  Dir.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Pittsburgh;  September  13 — October  15,  1971 
l/AMA  —  INTERNAL  MEDICINE  REVIEW 
COURSE;  by  Pitt  and  Amer.  Coll,  of  Physicians;  at 
Pitt;  3  hrs.  a  day;  2  days  ea.  week;  5  weeks;  33 
hrs.  AAGP  credit  requested;  $50  fee.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt., 
Scaife  Hall,  Pittsburgh  15213. 


Philadelphia,  October  6,  1971 — May  31,  1972 
l/AMA— INTERNAL  MEDICINE  REVIEW;  at 
Hahnemann;  3  hrs.  ea.  day;  1  day  ea.  week;  33 
weeks;  99  hrs.  AAGP  credit  requested;  $150  fee 
for  entire  course  ($50  ea.  subspecialty).  Contact 
Mrs.  Sage  Cordell,  Asst.  Dir.  PG  Educ.,  Hah¬ 
nemann,  230  North  Broad  Street,  Philadelphia 
19102. 


MALIGNANT  DISEASE 
Johnstown;  April  18  and  May  6,  1971 

I—  CONTINUING  EDUCA- 
TION  PROGRAM  (Cancer  Subjects);  by  Western 
Pa.  RMP;  at  Sunnehanna  Country  Club;  2  hrs.  ea. 
day.  Contact  John  B.  Dunne,  Chief  Area  Liaison 
Rep.,  WP/RMP,  3530  Forbes  Ave.,  Pittsburgh 
15213. 


Oil  City  Hospital;  February  11 — April  15,  1971 

I  —  CONTINUING  EDUCA- 
TION  PROGRAM  (Cancer  Subjects);  by  Western 
Pa.  RMP;  second  Thurs.  ea.  mo.;  2  hrs.  ea.  day. 
Contact  John  B.  Dunne,  Chief  Area  Liaison  Rep., 
WP/RMP,  3530  Forbes  Ave.,  Pittsburgh  15213. 


Philadelphia;  September  9,  1970 — June  23,  1971 
I— CANCER  DETECTION  IN  OFFICE  PRAC¬ 
TICE;  at  American  Oncologic  Hosp.;  4  hrs.  a  day; 
1  day  a  wk.;  20  hrs.  AAGP  credit  approved;  course 
repeated  every  5  weeks.  Contact  Joseph  G. 
Strawitz,  M.D.,  Assoc.  Dir.,  American  Orcologic 
Hosp.,  Central  &  Shelmire  Aves.,  Philadelphia 
19111. 


Sharon  General  Hospital;  February  19 — June  18, 
1971 

I— CLINICAL  PROBLEMS  IN  ONCOLOGY;  by 
Western  Pa.  RMP;  2  hrs.  ea.  day;  third  Fri.  ea.  mo. 
Contact  John  B.  Dunne,  Chief  Area  Liaison  Rep., 
WP/RMP,  3530  Forbes  Ave.,  Pittsburgh  15213. 


Warren  General  Hospital;  February  9 — June  8, 
1971 

I—  CONTINUING  EDUCA- 
TION  PROGRAM  (Cancer  Subjects);  by  Western 
Pa.  RMP;  second  Tues.  ea.  mo.;  2  hrs.  ea.  day. 
Contact  John  B.  Dunne,  Chief  Area  Liaison  Rep., 
WP/RMP,  3530  Forbes  Ave.,  Pittsburgh  15213. 


Washington  Hospital;  February  17 — May  19,  1971 
I— CONTINUING  EDUCATION  PROGRAM;  by 
Western  Pa.  RMP;  third  Wed.  ea.  mo.,  2  hrs.  ea. 
day.  Contact  John  B.  Dunne,  Chief  Area  Liaison 
Rep.,  WP/RMP,  3530  Forbes  Ave.,  Pittsburgh 
15213. 


MICROBIOLOGY  &  IMMUNOLOGY 
Allentown  Hosp.;  September  10,  1970 — June  10, 
1971 

I  —  IMMUNOLOGY:  BASIC  CONCEPTS- 
CLINICAL  APPLICATIONS  (A  Program  of  Con¬ 
tinuing  Medical  Education;  by  Jefferson  and  Penn 
State;  second  Thurs.  ea.  mo.;  10  mos.,  30  hrs. 
AAGP  credit  approved.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.,  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


PSYCHIATRY 

Danville;  September  16,  1970 — May  19,  1971 

I— PSYCHIATRY  AND  COM- 
MUNITY  MENTAL  HEALTH;  by  The  Institute  of 
Pennsylvania  Hosp.;  at  Geisinger  Medical  Center; 
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2  hrs.  ea.  day;  1  day  a  wk.;  10  weeks;  20  hrs. 
AAGP  credit  applied  for.  Contact  J.  Martin  Myers, 
M.D.,  Psychiatrist-in-Chief,  Pennsylvania  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Danville;  September  24,  1970 — May  27,  1971 

I— PSYCHIATRY  AND  MEDICAL  PRACTICE; 
by  The  Institute  of  the  Pennsylvania  Hosp.;  at 
Geisinger  Medical  Center;  2  hrs.  per  day;  1  day  a 
week;  20  weeks;  40  hrs.  AAGP  credit  applied  for 
$25  fee.  Contact  J.  Martin  Myers,  M.D., 
Psychiatrist-in-Chief,  Pennsylvania  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Lancaster  Gen.  Hosp.;  February — April,  1971 
I— PSYCHIATRY  AND  MEDICAL  PRACTICE; 
by  The  Institute  of  the  Pennsylvania  Hosp.;  2  hrs. 
ea.  day,  1  day  ea.  week;  20  weeks  ea.  semester; 
40  hrs.  AAGP  credit  applied  for;  $25  fee  ea. 
semester.  Contact  J.  Martin  Myers,  M.D., 
Psychiatrist-in-Chief,  Pennsylvania  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Norristown  State  Hospital;  March  5,  1971 — May 
21,  1971 

I/S— FAMILY  THERAPY;  by  Norristown  State 
Hospital;  2  hrs.  each  day;  one  day  each  week;  10 
weeks;  $50  fee.  Contact  John  D.  Pruitt,  M.D.,  Dir. 
Cont.  Educ.  for  Psychiatrists,  Norristown  State 
Hospital,  Stanbridge  and  Sterigere  Sts.,  Norris¬ 
town  19401. 


Norristown;  March — May,  1971 

I— THE  LATENCY  AGE  CHILD:  by  The  Insti¬ 
tute  of  the  Pennsylvania  Hosp.;  at  Montgomery  Co. 
Mental  Health  Clinics,  Inc.;  2  hr.  a  day;  1  day  a 
week;  8  weeks;  16  hrs.  AAGP  credit  applied  for; 
$50  fee.  Contact  J.  Martin  Myers,  M.D., 
Psychiatrist-in-Chief,  Pennsylvania  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  October  21,  1970 — June  2,  1971 
l/AMA  —  SEMINARS  IN  PSYCHOTHERAPY; 
SHORT-TERM,  CRISIS  AND  SUPPORTIVE 
THERAPIES;  at  Hahnemann;  three  10-week  semi¬ 
nars;  every  Wed.;  20  hrs.  ea.  seminar;  AAGP  credit 
requested;  $75  fee  for  10-week  session,  $150  for 
30  sessions.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Psych.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  April  7 — May  12,  1971 

l/AMA  —  DRUGS:  PSYCHO- 
TROPIC,  PSYCHEDELIC  AND  ADDICTING;  at 
Hahnemann;  every  Wed.;  6  weeks;  12  hrs.  AAGP 
credit  requested;  $50  fee.  Contact  Paul  J.  Fink, 
M.D.,  Dir.  Psych.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Philadelphia;  March  24 — -May  26,  1971 

l/AMA  —  ADOLESCENCE  AND  THE  YOUTH 
CULTURE;  by  Hahnemann;  at  Dept,  of  Psychiatry; 
every  Wed.;  10  weeks;  10  hrs.  AAGP  credit 
requested;  $75  fee.  Contact  Paul  J.  Fink,  M.D., 
Dir.  Psych.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


CONTINUOUS  COURSES 
Sessions  of  the  following  courses  will  con¬ 
vene  continuously  until  completed. 

ANESTHESIOLOGY 
May  27-29,  1971;  Pittsburgh 

C/LIFE  SUPPORT- 
MAJOR  ORGAN  SYSTEM  FAILURES  (Fifth  An¬ 
nual  Symposium  on  Acute  Medicine)  by  Amer. 
Soc.  of  Anesthesiologists;  at  Pittsburgh  Hilton; 
$100  fee.  Contact  Bulent  Kirimli,  M.D.,  c/o  Dept,  of 
Anesthes.,  V.A.  Hosp.,  Pittsburgh  15240. 


CARDIOVASCULAR  DISEASE 
May  6 — 7,  1971;  Pittsburgh 

C  —  EXPLORING  SURGICAL  TREAT¬ 
MENT  FOR  MYOCARDIAL  INFARCTION;  by  Pa. 


Heart  Assoc.  (21st  Annual  Scientific  Sessions);  at 
Chatham  Center;  $25  fee  (medical  students,  resi¬ 
dents  and  interns  free);  $5  additional  for  ea. 
luncheon.  Deadline  for  advance  registration:  April 
22.  Contact  Pa.  Heart  Assoc.,  P.O.  Box  2435,  Har¬ 
risburg  17105. 


July  19 — 21,  1971;  Philadelphia 

C/AMA  —  BEDSIDE  DIAG¬ 
NOSIS  OF  HEART  DISEASE;  by  Hahnemann;  at 
Marriott  Motor  Hotel;  7  hrs.  ea.  day;  21  hrs.  AAGP 
credit  requested;  $125  fee.  Contact  Bernard  L. 
Segal,  M.D.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


September  21 — 25,  1971;  Philadelphia 
C/AMA  —  CARDIAC  ARRHYTHMIAS  (Pathophy¬ 
siology,  Pharmacology  and  Treatment);  by  Hah¬ 
nemann;  at  Marriott  Motor  Hotel;  7  hrs.  ea.  day; 
4V2  days;  31  hours.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  PG 
Educ.,  Hahnemann;  230  N.  Broad  St.,  Philadelphia 
19102. 


September  27-28,  1971;  Philadelphia 

C/AMA— CURRENT  TOPICS  IN  CARDIOPUL¬ 
MONARY  DISEASE-1971:  Evolving  Concepts  in 
Coronary  Artery  Disease;  by  American  College  of 
Cardiology;  at  Temple.  Contact  Miss  Mary  Anne 
Mclnerny,  Dir.,  Dept,  of  Cont.  Educ.,  American 
College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 


CHEST  DISEASES 
April  28 — 30,  1971;  Philadelphia 

C/AMA  — RESPIRATORY  INTEN¬ 
SIVE  CARE  UNIT;  by  U.  of  Pa.;  at  Annenberg  Au¬ 
ditorium  (on  campus);  7  hrs.  ea.  day;  21  hrs.  AAGP 
credit  requested;  $125  fee.  Contact  Office  of  Grad. 
Med.  Educ.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104. 


November  1 — 12,  1971  (February  28 — March  10, 
1971);  Philadelphia 

C/PG  —  TEMPLE  UNIVERSITY  POSTGRADU¬ 
ATE  COURSES  IN  BRONCHO-ESOPHAGOLOGY; 
by  Drs.  Charles  M.  Norris  and  Gabriel  F.  Tucker, 
Jr.  Contact  Chevalier  Jackson  Clinic,  Temple, 
3401  N.  Broad  St.,  Philadelphia  19140. 


ENDOCRINOLOGY 

September  1 — October  1,  1971;  Philadelphia 
PG/AMA— ENDOCRINOLOGY  (DIABETIC)  TU¬ 
TORIAL  COURSE;  at  Hahnemann;  7  hrs.  per  day; 
20  days;  140  hrs.  AAGP  credit  requested;  $100  per 
week.  $350  entire  course.  Contact  Mrs.  Sage  Cor¬ 
dell,  Asst.  Dir.  Postgraduate  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


FORENSIC  MEDICINE 

April  14,  1971;  William  Penn  Hotel,  Pittsburgh 
O  —  MALPRACTICE  IN  THE  EMER¬ 
GENCY  ROOM;  by  CES;  3  hrs.  AAGP  credit  $5 
fee.  Contact  Comm,  on  Emerg.  Med.  Serv.,  Penn¬ 
sylvania  Medical  Society,  20  Erford  Road, 
Lemoyne,  Pa.  17043. 


GENERAL  MEDICINE 
December  13 — 17,  1971;  Philadelphia 

C/AMA— HIGH  BLOOD  PRESSURE-1971;  by 
Hahnemann;  at  Sheraton  Hotel;  8  hrs.  ea.  day;  4  Vi 
days;  35  hrs.  AAGP  credit  requested;  $125  fee. 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  PG  Educ., 
230  N.  Broad  St.,  Philadelphia  19102. 


As  Requested,  1971;  Philadelphia 
PG— ACUTE  CARE  MEDICINE  FELLOWSHIP 
(retraining  program  for  women  physicians);  by 
Woman’s;  6  hrs.  per  day;  1  yr.  duration.  Contact 
Ethel  Weinberg,  M.D.,  Assoc.  Dean,  Woman’s, 
3300  Henry  Ave.,  Philadelphia  19129. 


HEMATOLOGY 

April  5 — 30,  1971;  Philadelphia  (repeat  beginning 
June  7,  1971  and  October  4,  1971) 

C/PG/AMA  —  HEMATOLOGY  &  MEDICAL 
ONCOLOGY  TUTORIAL  COURSE;  by  Hahnemann; 
7  hrs.  ea.  day;  5  days  ea.  week;  4  weeks;  $350  fee 
($100  per  week).  Contact  Mrs.  Sage  Cordell,  Asst. 
Dir.,  PG  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


INTERNAL  MEDICINE 
May  19 — 21,  1971;  Philadelphia 
C/AMA— PATHOPHYSIOLOGY  OF  PULMONARY 
DISEASE;  by  U.  of  Pa.;  at  Annenberg  Center  of 
Communications;  7  hrs.  ea.  day;  21  hrs.  AAGP 
credit  requested;  $125  fee.  Contact  Office  of  Grad. 
Med.  Educ.,  U.  of  Pa.,  283  Med.  Labs.  Bldg., 
Philadelphia  19104. 


May  3 — 14,  1971;  Philadelphia  (repeat  October 
4 — 15,  1971) 

C/PG/AMA— EMERGENCY  ROOM  TUTORIAL 
COURSE;  by  Hahnemann;  7  hrs.  ea.  day;  IOV2 
days;  70  hrs.  AAGP  credit  requested;  $400  fee 
includes  daily  lunches.  Contact  Mrs.  Sage  Cor¬ 
dell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


NEPHROLOGY 
April  28,  1971;  Kingston 

C  —  INSTITUTE  ON  RENAL  DIALYSIS;  by  Pa. 
Dept,  of  Health;  at  Mount  Airy  Lodge;  5  hrs.  Con¬ 
tact  Miss  Mary  M.  O’Donnell,  Regional  Office  II, 
383  Wyoming  Ave.,  Kingston  18704. 


June  7 — 9,  1971;  Philadelphia  (to  be  repeated 
June,  1972) 

C/AMA— NEPHROLOGY  FOR  THE  PRACTICING 
PHYSICIAN;  by  Hahnemann;  at  Holiday  Inn;  7  hrs. 
ea.  day;  3  days;  21  hrs.  AAGP  credit  requested; 
$126 fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.  PG 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


NEUROLOGY 
May  26 — 28,  1971;  Philadelphia 
C/AMA— NEWER  ASPECTS  OF  NEUROLOGY 
AND  NEUROSURGERY;  by  U.  of  Pa.;  at  Hospital  of 
U.  of  Pa.,  7  hrs.  ea.  day;  21  hrs.  AAGP  credit 
requested;  $100  fee.  Contact  Office  of  Grad.  Med. 
Educ.,  288  Med.  Labs.  Bldg.,  Philadelphia  19104. 


OBSTETRICS  &  GYNECOLOGY 
April  15,  1971;  Hershey  Motor  Lodge 

C — 12TH  ANNUAL  MATERNAL  &  CHILD 
HEALTH  INSTITUTE;  by  CES  and  Pa.  Dept,  of 
Health;  $10  fee;  4  hrs.  AAGP  credit  applied  for. 
Contact  Comm,  on  Maternal  &  Child  Health,  Penn¬ 
sylvania  Medical  Society,  20  Erford  Road, 
Lemoyne  17043. 


OPHTHALMOLOGY 
April  28 — 30,  1971;  Pittsburgh 

C/S— OPHTHALMOLOGIC  MICRO-SURGERY; 
by  Pitt;  at  Eye  and  Ear  Hospital;  24  hrs.;  $400  fee. 
20  limit.  Contact  Kenneth  T.  Richardson,  M.D.. 
Eye  and  Ear  Hospital,  230  Lothrop  St.,  Pittsburgh 
15213. 


May  5 — 7,  1971 ;  Pittsburgh 
C/S — STRABISMUS  (A  Comprehensive  Sym¬ 
posium  in  Diagnosis  and  Treatment);  by  Pitt;  at 
Eye  and  Ear  Hospital;  24  hrs.;  $200  fee;  20  limit. 
Contact  David  A.  Hiles,  M.D.,  Eye  and  Ear  Hospi¬ 
tal,  230  Lothrop  St.,  Pittsburgh  15213. 


August  2 — 6,  1971;  Pittsburgh 

C/S— THE  MANAGEMENT  OF  RETINAL  DE¬ 
TACHMENT;  by  Pitt.;  at  Eye  &  Ear  Hosp.;  8  hrs 
ea.  day;  5  days;  $300  fee.  Contact  William  G 
Everett,  M.D.,  Dir.,  Eye  &  Ear  Hosp.,  230  Lothrop 
St.,  Pittsburgh  15213. 
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OTOLARYNGOLOGY 
April  26 — May  7,  1971;  Philadelphia 

C/AMA— PRACTICAL  COURSE  IN  BRONCHO- 
ESOPHAGOLOGY;  by  U.  of  Pa.;  at  Grad.  Hosp.  of 
U.  of  Pa.,  7  hrs.  ea.  day;  70  hrs.  AAGP  credit 
requested;  $250  fee.  Contact  Office  of  Grad.  Med. 
Educ.,  U.  of  Pa.,  288  Med.  Labs.  Bldg., 
Philadelphia  19104. 


OPHTHALMOLOGY  &  OTOLARYNGOLOGY 
May  19—22,  1971;  Bedford 
C— 1971  SCIENTIFIC  MEETING  OF  PA.  ACAD. 
OF  OPHTHALMOLOGY  AND  OTOLARYNGOLOGY; 
at  Bedford  Springs  Hotel;  $35  fee  for  non¬ 
members;  all  physicians  welcome.  Contact  Joseph 
A.  Cipcic,  M.D.,  (Secy.  Pa.  Acad,  of  O  &  O),  1501 
Locust  St.,  Pittsburgh  15219. 


PEDIATRICS 

May  5 — 7,  1971;  Philadelphia 
;  C/AMA— BRONCHIAL  AND  ESOPHAGEAL  DIS¬ 
EASE  IN  INFANCY  AND  CHILDHOOD;  by  U.  of 
Pa.;  at  Grad  Hosp.  U.  of  Pa.;  21  hrs.  AAGP  credit 
'requested;  $75  fee.  Contact  Office  of  Grad.  Med. 
Educ.,  U.  of  Pa.,  288  Med.  Labs.  Bldg., 
Philadelphia  19104. 


May  11 — 14,  1971;  Philadelphia 
C— TWENTIETH  ANNUAL  SEMINAR  IN  PEDI¬ 
ATRICS;  by  Temple;  at  St.  Christopher’s  Hosp., 
'or  Children;  28  hrs.  AAGP  credit  requested;  $100 
ee.  Contact  John  B.  Bartram,  M.D.,  St.  Chris- 
opher’s  Hosp.  for  Children,  2600  N.  Lawrence  St., 
Philadelphia  19133. 


PSYCHIATRY 
4 ay  1,  1971 ;  Danville 

C— THE  INTELLECTUALLY  RETARDED  CHILD; 
>y  Geisinger  Medical  Center;  5  hrs.  AAGP  credit 
equested;  $3  fee.  Contact  Ira  B.  Bensemer,  Ed.D., 
Jeisinger  Medical  Center,  Danville  17821. 


/lay  19,  1971;  Philadelphia 

'  C— CONTINUING  EDUCATION  IN  PSYCHIATRY 
1971  Teachers  Conference);  by  Pa.  Steering  Com. 
or  Cont.  Educ.  in  Psychiatry.  Contact  William  H. 
entz,  Jr.,  Exec.  Dir.,  Steering  Com.,  5600  Derry 
t.,  Harrisburg  17111. 


One  Day  Symposium 
Diseases  of  the  Kidney’ 
Friday,  April  30,  1971 

Fitzgerald  Division 
M.C.M.C. 

Darby,  Pa. 

Con  tact: 


Daniel  H i I fe rty , J r . ,  M.D. 
Coordinator 
Medical  Education 


Ec¬ 

on¬ 

omy! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 

V  ARCH  LABORATORIES 

i  l\  |  319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


ORGAN  DONATION 


for 


KIDNEY  TRANSPLANTATION 


A  True  Case  of  Life  After  Death 


The  Greater  Delaware  Valley  Regional  Medical  Program 
(GDVRMP)  and  the  University  City  Science  Institute,  its 
coordinating  agency,  have  organized  a  regional  kidney 
procurement  program  to  provide  kidneys  for  transplanta¬ 
tion  to  patients  suffering  from  kidney  disease  and  who  live 
or  are  being  treated  in  the  area  served  (southeastern  Penn¬ 
sylvania,  southern  New  Jersey  and  Delaware). 

Information  on  the  program  or  on  arrangements  for 
kidney  donation  can  be  obtained  by  calling  (215)  382-6888 
at  any  time  or  by  writing  University  City  Science  Institute, 
3508  Market  St.,  Philadelphia  19104. 

Members  of  the  transplant  committee  of  the  regional 
kidney  program  are:  Aaron  D.  Bannett,  M.D.,  Albert  Ein¬ 
stein  Medical  Center;  Clyde  F.  Barker,  M.D.,  Hospital  of 
the  University  of  Pennsylvania;  Edward  D.  Coppola,  M.D., 
Hahnemann  Medical  College  and  Hospital;  Lee  W.  Hen¬ 
derson,  M.D.,  Hospital  of  the  University  of  Pennsylvania; 
and  William  C.  Ellenbogen,  project  director,  University 
City  Science  Institute. 
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obituaries 


O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


Laurie  L.  Allen,  Philadelphia; 
Northwestern  University  Medical 
School,  1914;  age  86;  died  September 
7,  1970.  No  survivors  are  listed. 

Lillian  S.  Alpers,  Merion;  Universi¬ 
ty  of  Toronto  Faculty  of  Medicine, 
1925;  age  67;  died  December  29, 
1970.  She  is  survived  by  her  husband, 
Bernard  Alpers,  M.D.,  and  three  sons. 

Jessie  T.  Biddle,  Washington;  Chi¬ 
cago  Homeopathic  Medical  College, 
1896;  age  101;  died  December  24, 

1970.  Surviving  is  a  daughter. 

Otto  P.  Borger,  Philadelphia;  age 
93;  died  September  21,  1970.  No  sur¬ 
vivors  are  listed. 

Erwin  H.  Erney,  Philadelphia; 
Medico-Chirurgical  College,  1907;  age 
89;  died  January  9,  1971.  He  is  sur¬ 
vived  by  his  wife  and  three  daughters. 

John  C.  Flanagan,  Lafayette  Hills; 
Georgetown  University  School  of 
Medicine,  1928;  age  66;  died  January 
14,  1971.  Survivors  include  his  wife, 
three  daughters  and  two  sons,  Joseph 
C.  Flanagan,  M.D.,  and  John  C. 
Flanagan,  Jr.,  M.D. 

Harold  E.  Garber,  Mt.  Holly 
Springs;  University  of  Iowa  College  of 
Medicine,  1925;  age  71;  died  De¬ 
cember  24,  1970.  His  wife,  two  daugh¬ 
ters  and  a  son  survive. 

Harry  Hathaway,  Cheltenham; 
Hahnemann  Medical  College,  1912; 
age  81;  died  September  7,  1970.  His 
wife  survives. 

William  F.  Leigh,  Pottsville;  Jef¬ 
ferson  Medical  College,  1916;  age  80; 
died  January  11,  1971.  Surviving  are 
his  wife,  four  sisters  and  a  brother. 

Bertram  Lewin,  Pipersville;  Johns 
Hopkins  University  School  of  Medi¬ 
cine,  1920;  age  74;  died  January  8, 

1971.  He  is  survived  by  a  son  and  a 
daughter. 

George  W.  W.  Little,  Homestead; 
Howard  University  School  of  Medi¬ 
cine,  1 923 ;  age  7 1 ;  died  December  22, 
1970.  Surviving  are  his  wife  and  a  son, 
George  W.  W.  Little,  III,  M.D. 

O  Ottomer  E.  Raezer,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1936.  There  are  no  known 
survivors. 


O  Henry  S.  Wagner,  Orwigsburg; 
Jefferson  Medical  College,  1943;  age 
53;  died  January  14,  1971.  He  is  sur¬ 
vived  by  his  wife,  two  daughters,  a 
son,  and  two  brothers. 

O  Creed  F.  McFall,  Jr.,  Pittsburgh; 
George  Washington  University,  1948;  ' 
age  46;  died  November  21,  1970.  Dr. 
McFall  was  medical  director  of  the 
Westinghouse  Electric  Corporation 
Research  and  Development  Center.  He 
was  a  member  of  the  Royal  Society  of 
Health  in  London,  England,  and  a 
diplomate  of  the  American  Board  of 
Internal  Medicine.  He  is  survived  by 
his  parents  and  two  brothers. 

O  E.  Calvin  Moore,  Pittsburgh; 
University  of  Texas,  Medical  Branch, 
1947;  age  47;  died  December  30, 
1970.  He  was  director  of  community 
services  at  Mayview  State  Hospital,  a 
diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  and  a 
fellow  of  the  American  Psychiatric  So¬ 
ciety.  He  is  survived  by  his  wife,  two 
sons,  and  a  daughter. 

O  Thomas  E.  MeMurray,  Madison, 
Ohio;  University  of  Pittsburgh  School 
of  Medicine,  1905;  age  88;  died 
December  1 1,  1970.  He  practiced  gen¬ 
eral  medicine  for  more  than  forty 
years  in  Wilkinsburg,  and  was  a  fellow 
in  the  American  College  of  Physicians. 
Survivors  include  a  son  and  two 
brothers. 

O  D.  George  Bloom,  Johnstown; 
Jefferson  Medical  College,  1926;  age 
69;  died  December  15,  1970.  Dr. 
Bloom  had  served  as  chief  of  surgery 
at  Mercy  Hospital  and  as  chief  of 
gynecology  at  Memorial  Hospital.  He 
was  a  member  of  the  Johnstown  Sur¬ 
gical  Society,  a  fellow  of  the  Interna¬ 
tional  and  American  Colleges  of  Sur¬ 
geons,  and  a  member  of  the  PMS 
Board  of  Trustees,  and  was  a  past  pres¬ 
ident  of  the  Cambria  County  Medical 
Society.  He  is  survived  by  two 
brothers  and  sixteen  nieces  and  neph¬ 
ews. 

O  Samuel  D.  Boucher,  Altoona; 
University  of  Pennsylvania  School  of 
Medicine;  age  82;  died  December  2, 
1970.  Dr.  Boucher  practiced  for  fifty 
years  in  the  fields  of  gastroenterology 


and  proctology.  He  was  a  fellow  of  the 
International  Academy  of  Proctology 
and  a  member  of  the  emeritus  staff  of 
Nason  Hospital  in  Roaring  Spring. 
Four  daughters  survive  him. 

O  Albert  J.  Bruecken,  Pittsburgh; 
University  of  Pittsburgh,  1913;  age  78; 
died  November  23,  1970.  He  was  a 
hospital  pathologist.  He  is  survived  by 
his  wife,  four  sons,  one  of  whom  is  Al¬ 
bert  J.  Bruecken,  M.D.,  and  a  daugh¬ 
ter. 

O  Edward  H.  Drozeski,  Erie;  Uni¬ 
versity  of  Buffalo  School  of  Medicine, 
1903;  age  90;  died  November  26, 
1970.  He  served  on  the  staff  of  Hamot 
Hospital,  and  was  a  selective  service 
examiner.  One  brother  survives. 

O  Carl  B.  Eshelman,  Shillington; 
Jefferson  Medical  College,  1934;  age 
61;  died  August  29,  1970.  He  was  a 
member  of  the  American  Board  of  Or¬ 
thopedic  Surgeons  and  was  an  as¬ 
sociate  in  orthopedic  surgery  at 
Reading  Hospital  at  the  time  of  his 
death.  No  survivors  are  known. 

John  L.  Johnson,  West  Chester; 
Hahnemann  Medical  School,  1925; 
age  74;  died  October  27,  1970.  Dr. 
Johnson  was  a  general  practitioner. 
There  are  no  known  survivors. 

O  Harry  P.  Metzger,  Philadelphia; 
Hahnemann  Medical  College,  1916; 
died  during  1970.  Prior  to  his  death 
Dr.  Metzger  had  retired  to  Fort 
Myers,  Florida.  There  are  no  known 
survivors. 

O  Paul  A.  Metzger,  Philadelphia; 

Hahnemann  Medical  College,  1924; 
age  70;  died  November  29,  1970.  No 
survivors  are  known. 

O  John  M.  Coe,  Philadelphia;  Uni¬ 
versity  of  Maryland  School  of  Medi¬ 
cine,  1925;  age  68;  died  November  18, 
1970.  He  specialized  in  industrial  med¬ 
icine  and  was  employed  by  the  Gulf 
Oil  Corporation.  Survivors  are  un¬ 
known. 

O  J.  Edward  Nickel,  Erie;  Jefferson 
Medical  College,  1903;  age  92;  dieJ 
November  21,  1970.  He  was  medical 
examiner  for  the  railroad,  belonging  to 
the  Association  of  Railroad  Surgeons. 
He  is  survived  by  two  daughters  and  a 
son. 
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O  Leonard  B.  Ulsh,  Newport;  Uni¬ 
versity  of  Pennsylvania  Medical 
School,  1930;  age  68;  died  December 
6,  1970.  He  is  survived  by  his  wife,  a 
son  and  a  sister. 

O  David  H.  Ruben,  Washington; 
John  Hopkins  University  Medical 
School,  1921;  age  77;  died  December 
1,  1970.  Dr.  Ruben  was  former  chief 
of  staff,  chief  of  surgery,  and  chief  of 
urology  at  Washington  Hospital.  He 
was  also  past  president  of  the  North 
Central  Section  of  the  American 
Urological  Surgeons  and  diplomate  of 
the  American  College  of  Surgeons  and 
of  the  American  Board  of  Urology.  He 
is  survived  by  his  wife;  two  sons,  Mal¬ 
colm  E.,  M.D.  and  Jerold  R.,  M.D., 
both  of  Washington;  one  brother  and 
four  sisters. 

O  Herbert  E.  Heim,  Allentown; 
Cornell  University  School  of  Medi¬ 
cine,  1931;  age  64;  died  December  7, 
1970.  He  was  a  charter  member  of  the 
Pennsylvania  Psychiatric  Society,  and 
held  the  position  of  clinical  director  at 
Allentown  State  Hospital.  His  only 
survivor  is  his  widow. 

O  George  Hay,  Johnstown;  Jef¬ 
ferson  Medical  College,  1903;  age  90; 
iied  December  8,  1970.  He  was  a 
member  of  the  Cambria  County  Medi¬ 
al  Society  for  more  than  sixty  years. 
He  served  his  county  society  as  trea- 
iurer,  member  of  the  board,  and  trust- 
;e.  His  wife,  a  son,  and  a  daughter  sur- 
/ive  him. 

O  Harold  E.  Goldberg,  McKee- 
port;  Temple  University  School  of 
vledicine,  1932;  age  63;  died  De- 
:ember  4,  1970.  He  was  a  member  of 
he  American  College  of  Radiology 
ind  the  Pittsburgh  Roentgen  Ray  Soci- 
ty.  He  is  survived  by  his  wife,  two 
laughters,  and  a  sister. 

O  Alfred  E.  Krick,  Philadelphia; 
Jahnemann  Medical  College,  1923; 
ge  74;  died  December  5,  1970.  He 
/as  retired  radiologist  for  the  Bell 
elephone  Company  and  emeritus 
linical  professor  of  Radiology  at  Hah- 
emann  Medical  College  and  Hospital, 
le  was  also  a  member  of  the 
Ladiologic  Society  of  Pennsylvania, 
urvivors  include  his  wife  and  two 
?ns. 

D  Ray  V.  Zabarkes,  Philadelphia; 
'Oman’s  Medical  College,  1913;  age 
8;  died  January  9,  1971.  Prior  to  her 
tirement  in  1964,  she  served  on  the 
aff  of  the  Albert  Einstein  Medical 


Center.  Her  survivors  are  a  sister  and  a 
brother. 

O  Philip  E.  Sirgany,  Scranton; 
George  Washington  University  School 
of  Medicine,  1938;  age  58;  died 
January  19,  1971.  He  was  a  member 
of  the  Academy  of  General  Practice 
and  a  former  president  of  the  Lacka¬ 
wanna  County  Cancer  Society.  He  was 
on  the  staffs  at  Scranton  State  General, 
Mercy,  and  Community  Medical 
Center  Hospitals.  Surviving  are  his 
widow,  four  sisters,  and  several  nieces 
and  nephews. 

O  Spurgeon  T.  Shue,  Spring  Grove; 
Jefferson  Medical  College,  1931;  age 
65;  died  January  15,  1971.  A  former 
president  of  the  York  County  Medical 
Society,  he  was  a  member  of  the  staff 
at  York  Hospital  and  a  deputy  county 
coroner.  Surviving  are  his  wife,  two 
sons,  one  of  whom  is  William  M. 
Shue,  M.D.,  of  York,  and  a  brother. 

O  Ernest  L.  Rosato,  Philadelphia; 
Hahnemann  Medical  College,  1928; 
age  68;  died  January  16,  1971.  He 
taught  at  Hahnemann  Medical  College 
from  1934  to  1964.  He  belonged  to  the 
American  Proctology  Society  and  to 
the  Pennsylvania  Society  of  Colon  and 
Rectal  Surgery.  No  survivors  are 
known. 

O  Jacques  H.  Mitrani,  Berwick; 
George  Washington  University  of 
Medicine,  1933;  age  66;  died  January 
10,  1971.  He  was  a  fellow  of  the 
American  College  of  Surgeons  and  a 
past  president  of  the  Columbia  County 
Medical  Society.  He  is  survived  by  his 
wife,  one  sister,  and  one  brother. 

O  Charles  B.  Korns,  Sipesville;  Bal¬ 
timore  Medical  College,  1909;  age  88; 
died  January  11,  1971.  He  was  a  past 
president  of  the  Somerset  County 
Medical  Society  and  served  as  physi¬ 
cian  and  surgeon  for  the  Pittsburgh 
Coal  Co.  He  is  survived  by  his  wife. 

O  Kelvin  A.  Kasper,  Narberth;  Jef¬ 
ferson  Medical  College,  1926;  age  82; 
died  January  10,  1971.  He  was 

professor  of  otolaryngology  at  Jef¬ 
ferson  Medical  College  and  chief  of 
staff  at  Nazareth  Hospital.  For  25 
years  until  his  retirement  in  1970  he 
had  been  chief  of  otolaryngology  at 
Wills  Eye  Hospital.  He  is  survived  by 
his  wife. 

O  John  A.  Kachmarick,  Olyphant; 
Hahnemann  Medical  College,  1935; 
age  62;  died  January  14,  1971.  He  is 
survived  by  a  son,  John,  Jr.,  M.D.,  of 


Alexandria,  Va. 

O  Clarence  D.  Hummel,  Easton; 
University  of  Pennsylvania  School  of 
Medicine,  1918;  age  79;  died  January 
11,  1971.  He  was  medical  director  of 
Taylor-Wharton  Iron  and  Steel  Com¬ 
pany  and  the  Treadwell  Corporation 
before  his  retirement  in  1970.  Sur¬ 
vivors  include  three  sons,  one  of  whom 
is  Conrad  D.,  M.D.,  of  Easton,  four 
daughters,  and  a  sister. 

O  William  G.  Carman,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1930;  age  65;  died  January 
6,  1971.  He  is  survived  by  his  wife,  a 
daughter,  and  a  son. 

O  Guy  H.  Barnd,  Williamstown; 
Jefferson  Medical  College,  1923;  age 
77;  died  January  1,  1971.  His  wife  and 
a  son  survive  him. 

O  Edgar  L.  Sowden,  Slatedale;  Jef¬ 
ferson  Medical  College,  1911;  age  84; 
died  December  12,  1970.  No  survivors 
are  known. 

O  Frederic  M.McPhedran,  Philadel¬ 
phia;  University  of  Toronto,  1912;  age 
82;  died  November  29,  1970.  Dr. 
McPhedran  was  a  member  of  the 
American  Thoracic  Society.  He  was  a 
member  of  the  faculty  at  University  of 
Pennsylvania  School  of  Medicine,  and 
also  on  the  staff  of  Children’s  Hospital 
and  St.  Christopher’s  Hospital  for 
Children.  He  is  survived  by  his  wife, 
two  daughters,  two  sons,  and  a  sister. 

O  Joseph  Mlargolis-Gordon,  Philadel¬ 
phia;  Deutsche  University,  Czechoslo¬ 
vakia,  1929;  age  71;  died  November 
11,  1970.  A  native  of  Lithuania,  he 
worked  in  geriatrics  at  Kensington,  St. 
Luke’s,  and  Albert  Einstein  Hospitals. 

O  Herbert  M.  Stauffer,  Philadelphia; 
Temple  University  Hospital,  1939;  age 
56;  died  December  18,  1970.  Dr. 
Stauffer  was  special  consultant  to  the 
U.S.  Public  Health  Service,  chairman 
of  the  department  of  radiology  at 
Temple  University  Medical  Center,  a 
fellow  of  the  American  College  of 
Radiology,  and  president  of  the  Asso¬ 
ciation  of  University  Radiologists. 

O  John  H.  Mentzer,  Harrisburg;  Uni¬ 
versity  of  Pennsylvania  School  of 
Medicine,  1930;  age  67;  died  De¬ 
cember  23,  1970.  He  was  assistant  su¬ 
perintendent  at  the  Harrisburg  State 
Hospital,  a  member  of  the  American 
Psychiatric  Association,  and  of  the 
American  Geriatric  Society.  He  is  sur¬ 
vived  by  his  wife,  three  sons,  and  a 
sister. 
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With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


new  members 

These  physicians  have  joined  the  State  Society  recently: 


ERIE  COUNTY: 

Thomas  R.  Havrilla,  M.D.,  4  Francisco  Dr.,  Middletown, 
R.I.  02840. 

MONROE  COUNTY: 

John  G.  Kauderer,  Jr.,  M.D.,  401  Main  St.,  Stroudsburg 
18360. 

Robert  G.  Deichert,  M.D.,  General  Hospital,  E.  Strouds¬ 
burg  18301. 


MONTGOMERY  COUNTY: 

Howard  J.  Marsh,  M.D.,  3224  Kennedy  Rd.,  Norristown 
19401. 

PHILADELPHIA  COUNTY: 

Udon  Suvansri,  M.D.,  2737  Cranston  St.,  Philadelphia 
19131. 

Arthur  B.  Tarrow,  M.D.,  1025  Walnut  St.,  Philadelphia 
19107. 

Ernest  M.  Tassoni,  M.D.,  670  Heatherwood  Rd.,  Rosemont 
19010. 

J.  W.  Yarbro,  M.D.,  American  Oncological  Hospital, 
Philadelphia  19111. 


WARREN  COUNTY: 

Loreto  D.  Palma,  M.D.,  18  Woodcrest  Dr.,  Warren  16365. 

Michael  P.  Ratterman,  M.D.,  1284  Conewango  Ave., 
Warren  16365. 

WASHINGTON  COUNTY: 

Elpidio  D.  Damazo,  M.D.,  Old  P.O.  Building,  Avella 
15312. 

Natividad  S.  Damazo,  M.D.,  Old  P.O.  Building,  Avella 
15312. 

WESTMORELAND  COUNTY: 

H.  King  Hartman,  M.D.,  516  Pellis  Rd.,  Greensburg 
15601. 

Abolhassan  Pourhamidi,  M.D.,  Medical  Building,  Jeff 
Ave.,  Jeannette  15644. 

Joe  D.  Waissman,  M.D.,  600  Jefferson  Ave.,  Jeannette 
15644. 

Walter  J.  Myslewski,  M.D.,  101  Morewood  St.,  Mt.  Pleas¬ 
ant  15666. 

YORK  COUNTY: 

Jose  A.  Gelpi,  M.D.,  501  A.  Grantley  Rd.,  York  17404. 

Janne  R.  Olson,  M.D.,  Fulton  Ave.,  Stewartstown  17363.  I 

John  Mathai,  M.D.,  1776  S.  Queen  St.,  York  17403. 

Gary  W.  Ardison,  M.D.,  117  W.  Main  St.,  Dallastown 
17313. 

Russel  H.  Etter,  M.D.,  924  H.  Colonial  Ave.,  York  17403. 
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W  meetings 

APRIL 

Annual  spring  session  of  the  American  Academy  of  Pediat¬ 
rics,  April  19-21,  1971,  Chase  Park  Plaza  Hotel,  St. 
Louis,  Mo. 

PMS  Women’s  Auxiliary  Mid-Year  Conference,  April  21- 
22,  1971,  Holiday  Inn  Town,  Harrisburg. 
lAnnual  Scientific  Meeting  of  the  American  Geriatrics  Soci¬ 
ety,  April  23-24,  1971,  Ambassador  Hotel,  Chicago,  Ill. 
Annual  AMA  Congress  on  Environmental  Health,  April 
26-27,  1971,  Essex  House,  New  York  City.  For  further 
information:  Write  the  Department  of  Environmental, 
Public,  and  Occupational  Health,  AMA,  535  N.  Dear¬ 
born  St.,  Chicago,  Ill.  60610. 

11971  PMS  Officers’  Conference,  April  28-29,  1971,  Penn- 
Harris  Motor  Inn,  Harrisburg. 

Annual  Pennsylvania  Dietetic  Association  Convention, 
April  29-May  1,  1971,  Seven  Springs  Resort,  Champion. 

MAY 

annual  Clinical  Meeting  of  The  American  College  of  Ob- 
I  stetricians  and  Gynecologists,  May  3-6,  1971,  San  Fran- 
j  cisco,  Cal.  Contact:  Donald  F.  Richardson,  79  West 
Monroe  Street,  Chicago,  Ill.  60603. 
jknnual  Meeting  of  the  Wainwright  Tumor  Clinic  Associa¬ 
tion,  May  11,  1971,  Polyclinic  Hospital,  Harrisburg. 
Contact:  Pennsylvania  Division,  Inc.,  American  Cancer 
|  Society,  Box  4175,  Harrisburg  17111. 
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EVACUATE  GENTLY 


With  EVAC-U-GEN  -  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

PWWiWWWWAMWW 

A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  V2  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 
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PHYSICIANS  WANTED 

Fellowship  in  family  planning  and 

population  dynamics  in  city-wide 
HEW  Population  Council  sponsored 
projects  in  Phila.,  Pa.  M.D.  with 
previous  training  in  Ob-Gyn  and/or 
public  health  desirable.  ECFMG  cer¬ 
tificate  and  permanent  visa  status 
required  for  foreign  graduates.  Posi¬ 
tion  available  January-June  1971. 
Send  resume  to  P.O.  Box  2161,  Phila., 
Pa.  19103. 

Approved  General  Practice  Resi¬ 
dency,  available  July  1,  1971.  274-bed 
accredited  general  hospital,  ECFMG 
Certification  required  for  foreign 
physicians.  Write:  Administrator, 
Lower  Bucks  Hospital,  Bristol,  Penn¬ 
sylvania  19007. 

Openings  for  physicians — M.D.  and 
D.O. — in  university  affiliated  resi¬ 
dency  training  program  and  in  staff 
appointment  as  affiliate  in  psychiatry. 
For  detailed  information  write:  Robert 
St.  John,  M.D.,  Director  of  Education 
and  Medical  Research.  Mayview  State 
Hospital,  Bridgeville,  Pa.  15017. 

Emergency  room  physician.  Must 
have  Pennsylvania  license.  Contact 
Administrator,  Aliquippa  Hospital, 
Aliquippa,  Pa.  15001.  Phone  41 2-378- 
8511. 

Physicians  Wanted:  Male  and  Female, 
licensed,  for  children’s  camps,  July 


and/or  August.  Good  salary;  free 
placement,  350  member  camps.  Write 
Dept.  P,  Association  Private  Camps, 
55  West  42  St.,  New  York,  N.Y. 
10036.  Phone  (212)  OX  5-2656. 

Board  certified  radiologist  desires  to 
obtain  hospital  position.  Harmonious 
working  conditions  and  the  communi¬ 
ty  are  more  important  than  financial 
considerations.  Kindly  supply  full  par¬ 
ticulars  in  first  communication.  Write 
Department  586,  PENNSYLVANIA 
MEDICINE. 

General  practitioners  badly  needed  in 
Columbia  County,  Pa.  Peaceful  col¬ 
lege  community  and  county  seat  on  In¬ 
terstate  80.  Modern  accredited  hospit¬ 
al,  all  specialties  handy.  Income 
limited  only  by  energy.  Due  to  recent 
deaths  of  five  physicians,  office  space 
readily  available.  Reciprocal  coverage 
and  part-time  salaried  positions  avail¬ 
able.  No  investment  needed.  Contact 
President,  Columbia  County  Medical 
Society,  C.  Perry  Cleaver,  M.D.,  Ca- 
tawissa,  Pa.  17820. 

Wish  to  locate  in  area  with  long-es¬ 
tablished  practices  now  open?  Death 
has  reduced  our  number.  Hospital 
medical  staff  and  community  will  wel¬ 
come  any  qualified  G.P.,  OB-GYN  or 
internist  wishing  to  locate.  Approved 
82-bed,  short  term  hospital.  Expect  to 
build  new  plant  in  near  future. 
Address  inquiries  to  President,  Medi¬ 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi¬ 
cal  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 


cal  Staff,  Adrian  Hospital,  Punxsu- 
tawney,  Pa.  15767. 

Excellent  opportunity  for  a  general 
practioner  and  a  surgeon.  Rapidly  de-| 
veloping  resort  area,  with  hunting, 
fishing,  and  winter  sports.  Fully 
accredited,  60-bed  hospital,  just  com¬ 
pleting  a  million  dollar  modernization 
program.  Contact  E.L.  Pritt,  Adminis¬ 
trator,  Myersdale  Community  Hospi¬ 
tal,  Myersdale,  Pa.  15552 

General  Practitioner  —  Consider  lo¬ 
cating  in  growing  Western  Pennsyl¬ 
vania  in  Darlington  area,  Beaver  i 
County.  New  industries.  Beaver  Falls  I 
(two  hospitals)  fifteen  minutes  away.  I 
Turnpike  ten  minutes  away.  Contact  I 
J.B.  Swick,  Darlington,  Pa.  161  15. 

Pleasant  university  town  in  western 
Pennsylvania  in  need  of  physicians. 
County  medical  society  hopes  to  at¬ 
tract  needed  M.D.’s.  Population 
14,000  with  additional  20,000  in  sur¬ 
rounding  areas.  Well-equipped  230- 
bed  hospital  in  town.  Physicians 
needed  include:  family  practitioners, 
surgeons,  OB-GYN,  ENT,  ophthalmo¬ 
logists,  pediatricians,  anesthesiologists, 
internists,  and  urologists.  Solo  prac¬ 
tices  or  partnership  arrangements  are 
available.  Contact:  M.C.  Williams, 
M.D.,  590  Indian  Springs  Rd.,  In¬ 
diana,  Pa.  15701,  or  S.J.  Takach, 
M.D.,  999  Wayne  Ave.,  Indiana,  Pa. 
15701. 


PRACTICE  AVAILABLE 

General  medical  practice  for  sale; 

built  over  43  years;  south  side  of 
Bethlehem,  Pa.  Patients  are  apprecia¬ 
tive,  working  people.  Name  your 
price!  Telephone  L.  Comens  (215) 
866-5637. 

Current  lucrative  medical  practice  es¬ 
tablished  forty-six  years.  Fully 
equipped  air-conditioned  one-story  of¬ 
fice  building  available  center  of  Hat- 
boro.  Ample  parking.  Rent  with  op¬ 
tion  to  buy.  Contact  N.  Wilson,  215- 
OS5-059 1 . 
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4  0  pounds  of  spinach 
or  30  Allbee  with  C 


/I'H'DOBINS 


Each  capsule  Contains: 
Thiamine  mono¬ 
nitrate  (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro¬ 
chloride  (Vit.  B6)  5  mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


A-H 


[ROBINS 


AHR 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a  month  (about  Vh  lbs.  a  day)  to  get  as  much  ascorbic  acid  as  is  con¬ 
tained  in  just  one  bottle  of  30  Allbee  with  C  capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a  person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C  also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a  month’s  supply  at  a  very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  A.  H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 

Allb66withC 


vacation  in 
a  vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


“the  'Donnatal  'Effect 1 


each  tablet,  capsule  or  each  Donnatal  each 

5  cc.  of  elixir  (23%  alcohol)  No.  2  Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital  (V*  gr.)  16.2  mg. 

(Warning:  may  be  habit  forming) 

(%  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi¬ 
cult  urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra¬ 
indicated  in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a  hypersensitivity  to  any  of  the  ingredients. 


A-W 


ROBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


HERE  ARE 
THE  COLD  FACTS 


ISOCLOR  helps  patients  face  the  cold  facts 

ISOCLOR 


odor  provides  quick,  long  lasting  relief  of  respiratory 
ingestion  and  discomfort  brought  on  by  common 
olds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
peniramine  maleate  —  one  of  the  most  potent  and 
:fest  antihistamines.  And  pseudoephedrine  HCI  —  a 
ccongestant  bronchodilator  providing  effective  and 
hg  lasting  relief  for  the  entire  respiratory  tract.  Both 
ork  to  extend  the  range  of  relief. 

(IMPOSITION:  Each  tablet  or  2  teaspoonfuls  of  liquid  contains: 


(lorpheniramine  Maleate . 4  mg. 

Fjudoephedrine  HCI . 25  mg. 

Each  isoclor  Timesule  contains: 

Clorpheniramine  Maleate . 10  mg. 

Fjudoephedrine  HCI . 65  mg. 


In  special  pellet  form  providing  both  prompt  and  sustained  effect. 
DICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
cijunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Cans  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho¬ 
mimetic  agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy¬ 
perthyroidism.  Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4  oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesule 

Adults 

1  q.  4  h. 

2  tsp.  q.  3-4  h. 

1  q.  12  h. 

Children  6-12  years 

1  tsp.  q.  3-4  h. 

40-50  pounds 

%- 1  tsp.  q.  3-4  h. 

30-40  pounds 

Vi -%  tsp.  q.  3-4  h. 

20-30  pounds 

1/4 -Vz  tsp.  q.  3-4  h. 

15-20  pounds 

VaAA  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 
QUALITY-RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com¬ 
plaints  which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita¬ 
tion;  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tivcly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con¬ 
vulsive  disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  t>  months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul¬ 
sive  disorders,  possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica¬ 
tion;  abrupt  withdrawal  may  be  associated  with  tem¬ 
porary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon¬ 
tinuance.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa¬ 
tients  severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau¬ 
tions  in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo¬ 
tension,  changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas¬ 
ticity,  insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri¬ 
odic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Proved  elect  ro-olijeet  ivel  v : 

A  single  30-mg  dose  nightly 
helps  insomniacs  fell  asleep, 
stay  asleep,  and  sleep  longer 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro¬ 
myographic  tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in¬ 
duction  time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi¬ 
cantly  reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a  placebo  were  alter¬ 
nated  on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a  single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A  patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys¬ 
function,  paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  etal.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
eta!.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 
NewW~\  1 

Dalmane 


Before  prescribing,  please  consult  Complete 
Product  Information,  a  summary  of  which 
follows: 

Indications:  Effective  in  ail  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur¬ 
ring  insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  [e.g.,  operating  machinery,  driv¬ 
ing).  Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho¬ 
logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre¬ 
hension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest¬ 
lessness,  hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka¬ 
line  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in 
rare  instances. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a  gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton*  chlorthalidone  usp 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 

j 


Elerolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
cote,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hyuton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hyrsensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
shed  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
per  'ation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nung  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  f  il  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
chLsearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initred  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Recce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
dentiination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potitium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patilts  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
ano<ia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypsnsion,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrcibocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
panijatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
cornunds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day  (ow  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  t  complete  prescribing  information. 

GE;  Y  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 


Ill 


©1970  BY  THE  UPJOHN  COMPANY 


JA70-9779 


rriiC  45*0113  80 


vipa  $pycy 


I 


m 


iiil 


mm 


DELTASONE®  TABLETS -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute—  herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  firs-t  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  effect! 
in  mind  and  perform  periodic  serum  potassium  determinations  ini 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur¬ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub¬ 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re¬ 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re¬ 
sulted  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow¬ 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There¬ 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom¬ 
mended.  Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper¬ 
tension  due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a  sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti¬ 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi¬ 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra¬ 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuria;^ 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica¬ 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra¬ 
vation  or  masking  of  infection;  increased  blood  pressure;! 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in¬ 
cluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
psychic  disturbances  especially  abnormal  euphoria;  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi¬ 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac¬ 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop¬ 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5  mg.,  scored- 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 


For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  ME0  B ,1S  (KQB  8| 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Deltasone®  5  mg. 
(prednisone,  Upjohn) 

an  economical 
prednisone 
that's  made 
a  name  for  itself 


I 

Sa 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper¬ 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef¬ 
fects  with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir¬ 
ing  complete  mental  alertness,  such  as  op¬ 
erating  machinery  or  driving  a  motor  vehicle 
shortly  after  ingesting  the  drug. 

1  Physical  and  Psychological  Dependence:  Physical 
A  and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal¬ 
gesic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits, 
ij  ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
.  been  rare  occurrences  of  morning  drowsiness,  dizziness, 
*  mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 
lated  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ - V  ROCHE  LABORATORIES 

< ROCHE >  Division  of  Hoffmann-La  Roche  Inc. 

\  /  Nutley,  New  Jersey  07110 


MORAVIAN  ACADEMY 


Pre-kindergarten  through  12th 
Boarding,  9  to  12 

Since  1742,  Moravian  Preparatory  School  and  Mora¬ 
vian  Seminary  for  Girls  have  served  student  needs 
and,  now  as  Moravian  Academy,  will  continue  to 
prepare  boys  and  girls  for  college  and  further  train¬ 
ing.  A  contemporary  school  located  in  a  community 
that  fosters  cultural  and  academic  growth,  it  offers 
individualized  attention  both  in  elementary  classes 
in  center-city  and  the  high  school  at  Green  Pond. 


For  catalogue  or  further  information,  call  or  write 


Director  of  Admission  Moravian  Academy, 
4313  Green  Pond  Rd.,  Bethlehem,  Pa.  18017. 
Telephone:  215-691-1600 


The  treatment  of 


impotence 
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\  due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 


physician’s  psychological  support  is  confirmed 
(p  m  m  A  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study 
T.  Jakobovits 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  C 
the  patients  receiving  the  active  medicatio 
(Android)  a  favourable  response  was  see' 
in  78%.  This  compares  with  40%  o 
placebo.  Although  psychotherapy  is  indi 
cated  in  patients  suffering  from  functiona 
impotence  the  concomitant  role  of  chemo 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4  strengths: 

Android  Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 


Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 


Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  ..5.0  mg. 


Thyroid  Ext.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 


Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains : 
Methyl  Testosterone  .12.5  mg. 


Thyroid  Ext.  (1  gr.)  _ 64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 


Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B  COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCL . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin . 5  mg. 


Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorem 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasion* 
cases  of  jaundice  with  plugging  biliary  canal iculi  have  occurred  with  average  doses  of  Methyl  Testos 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headachl 
dizziness,  lethargy,  paresthesia,  skm  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  hear 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prlo 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patient  I 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinu 
as  soon  as  hypercalcemia  is  detected. 


References:  1.  Montesano,  P  .  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  set 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosteror 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotent 
Gen  Prac  25:6,  1962  4.  Heilman,  L.,  Bradlow.  H.  L.,  Zumoff,  B.,  Fukushima.  0.  K.,  and  Gallagher,  T. 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:9 
1959.  5.  Farris.  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenn 
J  Urol  79:863.  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Pli 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A  Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR  FAIR  GOOD 

CEREBRO-NICIN^  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl, .  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole. . . 100  mg. 

Nicotinic  Acid . 100  mg. 

Ascorbic  Acid .  100  mg. 

Thiamine  HCI .  25  mg. 

l-Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin . 2  mg. 

Pyridoxine .  3  mg. 


DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 


CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction.  REFER  TO 

PDR 
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RADIO,  TV  AWARDS  GIVEN  AT  OFFICERS’  CONFERENCE  The  PMS  Walter  F. 

Donaldson  Awards 

for  outstanding  programming  of  news  of  medical  interest  were  pre¬ 
sented  at  the  Society’s  1971  Officers’  Conference.  In  television, 
WFIL-TV  Philadelphia,  which  received  the  award  last  year,  repeated 
its  winning  ways  with  a  program  on  rehabilitation  of  alcoholics 
.called  "Eagleville:  You  Are  Not  Alone.”  Among  stations  in  smaller 
r  cities,  WSBA-TV  York  received  the  honor  for  general  excellence  in 
reporting  of  medical  affairs.  Honorable  mention  went  to  WQED  Pitts- 
Durgh  for  producing  "The  Turned-On  Crisis,”  a  series  on  drug  abuse. 

■  [n  the  field  of  radio  broadcasting  the  winner  among  large  city  sta¬ 
ll  tions  was  WDAS  Philadelphia,  which  also  won  last  year,  for  a  station 
;  campaign:  "Help  a  Junkie--Bust  a  Pusher."  The  station  also  received 
a  Freedoms  Foundation  Award  for  the  campaign.  WAHT  Lebanon,  among 
■stations  in  smaller  cities,  won  the  Donaldson  prize  and  a  Peabody 
|  \ward  for  a  weekly  f if teen-minute  series,  "Medical  Viewpoint."  WSBA 
.  fork  received  honorable  mention  for  its  campaign  against  drug  abuse, 
1' Rap -Line."  The  campaign,  which  was  assisted  by  the  PMS  Council  on 
JPublic  Service,  was  featured  in  the  January  issue  of  PENNSYLVANIA 
’  IEDICINE.  Newspaper  category  winners  will  be  announced  later. 


IEALTH  TASK  FORCE  SCHEDULES  HEARINGS  Governor  Milton  J.  Shapp ’ s 

Task  Force  on  Health  Care 

Delivery  is  scheduling  open  hearings  throughout  the  state  during 
lay  and  June,  Secretary  of  Health  J.  Finton  Speller,  M.D.,  has  an- 
lounced.  Besides  Dr.  Speller,  members  of  the  task  force  are:  Sec¬ 
retary  of  Welfare  Helene  Wohlgemuth,  Secretary  of  Community  Affairs 
rilliam  H.  Wilcox,  Insurance  Commissioner  Herbert  S.  Denenberg,  and 
Richard  Doran,  special  assistant  to  the  governor.  Dr.  Speller  said 
ndividuals  and  groups  from  throughout  the  Commonwealth  will  be  in- 
'ited  to  participate.  It  is  expected  that  the  first  hearings  will 
je  in  Philadelphia  late  in  May,  with  subsequent  sessions  in  Pittsburgh 
nd  Harrisburg. 


VER  200  ATTEND  OFFICERS’  CONFERENCE  The  1971  Officers’  Confer¬ 
ence  of  the  Pennsylvania 

'edical  Society  last  week  drew  over  200  county  society  officers  from 
hroughout  the  state  to  the  two-day  session  which  featured  discus- 
ions  of  the  proposed  continuing  education  requirements  for  Society 
:embership,  the  national  health  care  situation,  the  Pennsylvania 
iedical  Care  Foundation,  and  peer  review.  U.S.  Representative 
aniel  J.  Flood  of  Pennsylvania’s  Eleventh  Congressional  District, 
•caiman  of  the  Subcommittee  on  Labor,  Health,  Education  and  Welfare 
f  the  House  Appropriations  Committee,  spoke  at  the  dinner.  PMS 
resident  William  A.  Limberger,  M.D.,  gave  the  keynote  address, 
jbtails  will  appear  in  the  June  issue  of  PENNSYLVANIA  MEDICINE. 
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NEW  LAWS  MAKE  NEWS  On  May  1,  1971  withholding  of  Pennsylvania’ s 

first  personal  income  tax  begins.  Any  person  I 
or  organization  required  to  withhold  tax  on  wages  for  Federal  income 
tax  purposes  must  withhold  state  tax.  The  3*5  percent  tax,  because! 
it  is  retroactive  to  January  1,  1971*  will  be  withheld  for  the  balani 
of  this  year  at  a  rate  of  5.25  percent.  Employers  are  to  use  Federal 
Employer  Identification  numbers  and  are  to  determine  tax  to  be  with¬ 
held  in  accordance  with  the  approved  Withholding  Tax  Tables  availabl* 
from  the  state  Department  of  Revenue.  Remittance  and  deposit  state¬ 
ments  should  be  mailed  to:  Commonwealth  of  Pennsylvania,  P.0.  Box 
3799*  Harrisburg,  Pa.  17129 •  Further  information  is  available  from! 
the  Personal  Income  Tax  Bureau,  Pennsylvania  Department  of  Revenue,  j 
Harrisburg,  Pa.  17127... The  Federal  Occupational  Health  and  Safety  A( 
became  effective  April  28.  It  was  the  subject  of  a  combined  meeting 
of  the  Industrial  Medical  Association  and  the  Association  of  Industr: 
Nurses  just  prior  to  that  date.  Joseph  J.  Schwerha,  M.D.,  chairman* 
of  the  PMS  Commission  on  Environmental  Health,  will  report  on  the  la\ 
in  a  future  issue  of  PENNSYLVANIA  MEDICINE ...  In  this  issue,  a  report 
of  the  physician’ s  responsibility  under  the  Controlled  Substances  Aci; 
of  1970,  which  replaces  the  Federal  Narcotic  Act  and  is  effective  Mkj; 
1,  1971*  is  given.  See  page  45. 

FURTHER  HILL  HAPPENINGS  A  PMS-supported  bill  exempting  physicians . 

and  nurses  from  ordinary  liability  when 
participating  in  a  mass  immunization  project  has  been  introduced  ini 
the  General  Assembly  as  Senate  Bill  447.  The  immunization  programs! 
covered  would  be  those  sanctioned  by  the  Pennsylvania  Department  of j 
Health... The  Society  also  is  supporting  Senate  Bill  265*  reported  pp 
viously,  which  exempts  physicians  and  hospitals  from  liability  for  I 
emergency  operations  and  treatment  to  minors  when  parents  cannot  bel 
reached.  The  latter  measure  has  been  reported  out  of  the  Judiciary! 
Committee  and  is  before  the  Senate  for  action... Dr.  Speller  has  an¬ 
nounced  that  the  State  Renal  Advisory  Committee  is  working  for  May 
initiation  of  patient  services  under  Act  l40,  Pennsylvania’ s  mainten¬ 
ance  hemodialysis  program  for  persons  suffering  from  chronic  renal  I 
disease.  To  date  thirteen  medical  institutions  have  requested  parti¬ 
cipation  in  the  program.  Dr.  Speller  said. 

EMERGENCY  CARE  TOPIC  OF  MEETING  A  national  symposium  to  develop  ar 

emergency  medical  services  plan  tc 
serve. as  a  model  for  the  nation’s  metropolitan  areas  will  be  held  May 
6  and  7  in  Philadelphia.  John  M.  Howard,  M.D.,  professor  of  surgery 
at  Hahnemann  Medical  College  and  Hospital,  is  chairman  of  the  progran 
committee ...  The  June  issue  of  PENNSYLVANIA  MEDICINE  will  carry  a  re¬ 
port  of  the  PMS  Commission  on  Emergency  Medical  Services  called 
” Emergency  Medical  and  Health  Services  in  Pennsylvania. M 

AMA  SESSION  IN  JUNE  The  annual  session  of  the  American  Medical  Ass 

ciation,  with  meetings  of  its  House  of  Delegat 
and  concurrent  scientific  programs  and  exhibits,  will  be  held  in  At¬ 
lantic  City  the  week  of  June  20.  The  PMS  delegation  will  introduce  a. 
resolution  calling  for  the  establishment  of  national  standards  for  ey 
glass  lenses  and  frames,  including  sunglasses.  The  resolution  would- 
seek  the  use  of  safety  glass  and  frames  that  would  not  burn  to  reduce 
the  number  of  eye  injuries. 
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newsfronts 


New  Health  Secretary  makes  debut 


A  plea  to  consolidate  health  func¬ 
tions  once  more  in  the  State  Health 
Department  and  spread  public  health 
services  more  effectively  to  the  local 
level  was  the  theme  of  the  Common¬ 
wealth’s  new  secretary  of  health  at  his 
first  public  appearance  since  taking  of¬ 
fice. 

The  twofold  objective  was  outlined 
as  prime  department  policy  by  J. 
Finton  Speller,  M.D.,  in  office  for  just 
hree  weeks.  . 

He  spoke  at  the  first  Pennsylvania 
-orum  on  Comprehensive  Health 
/are,  a  two-day  conference  in  Harris¬ 
burg. 

Contending  that  over  the  years  the 
irograms,  facilities,  and  services  of 
mblic  health  have  been  fragmented 
nd  divided  among  non-health 
gencies.  Dr.  Speller  said: 

“What  I'm  saying  to  you  today  is, 
et’s  put  health  back  into  the  health 
epartment.’  ” 

Dr.  Speller  proposed:  “The  Penn- 
/Ivania  Department  of  Health  must 
tert  every  effort  possible  to  increase 
le  seventy-five  cents  per  capita  grant 
>  local  health  departments  if  we  are  to 
•ing  the  delivery  of  health  services 
oser  to  our  citizens.” 

Dr.  Speller’s  theme  is  one  repeatedly 
ated  by  the  Pennsylvania  Medical 
)ciety,  and  detailed  in  the  Society’s 
)sition  paper,  “Health  Care  in  Penn- 
lvania  in  the  1970’s,  published  in 
.ne  of  1970  in  Pennsylvania  med- 


“Medical  Horizons  Unlimited/’  the 
t:me  for  this  year’s  Pennsylvania  So- 
cty  of  the  Association  of  Medical  As- 
stants'  (AAMA)  convention  at  Pitts- 
Irgh  on  May  13-16  will  encompass 
eensive  career-recruitment  and  edu- 
c  ional  improvement  ideas. 

Dane  S.  Wert,  director  of  communi- 
cions  for  the  Pennsylvania  Medical 
S:iety,  will  be  master  of  ceremonies 
f(  the  annual  banquet,  which  will  be 
tl  occasion  for  the  installation  of  the 
iw  president  of  the  Pennsylvania  So- 


ICINE.  Most  recently  the  plea  that  all 
health  matters  in  the  Commonwealth 
be  placed  under  the  aegis  of  the 
Department  of  Health  was  made  by 
the  Society’s  Board  of  Trustees  in  a 
letter  to  the  new  administration. 

Dr.  Speller  said,  “I  am  hopeful  that 
we  can  work  out  arrangements  in  har¬ 
mony  and  good  will  for  the  orderly 
transfer  of  these  health  functions,  serv¬ 
ices,  and  facilities  now  primarily  in  the 
department  of  Public  Welfare  and 
Labor  and  Industry: 

1.  The  supervision,  standard  set¬ 
ting,  and  licensing  of  hospitals  and 
nursing  homes. 

2.  The  planning  and  determination 
of  need  for  medical  facilities  in  the 
commonwealth  under  Hill-Harris  reg¬ 
ulations. 

3.  The  administration  of  the  ten 
state-operated  general  hospitals. 

4.  The  responsibility  for  geriatric 
programs  and  institutions. 

5.  The  administration  of  medical 
care  programs  for  the  indigent. 

6.  Medical  care  provided  for  physi¬ 
cal  rehabilitation. 

7.  The  determination  of  pneumo¬ 
coniosis  disability. 

8.  The  school  health  program, 
which  we  believe  is  not  as  effective  as 
it  could  be. 

“I  might  also  add  that  the  depart¬ 
ment  is  now  seeking  a  way  to  bring  a 


ciety  of  AAMA,  Mrs.  Agnes  E.  Smith, 
R.N.,  Wilkes-Barre.  Lewis  T. 
Buckman,  M.D.,  past  president  of  the 
Pennsylvania  Medical  Society,  will  in¬ 
stall  the  new  officers. 

Other  subjects  for  discussion  and 
demonstration  are  new  trends  in  secre¬ 
tarial  procedure,  administrative  duties 
of  medical  assistants,  parliamentary 
procedure,  medical  records,  and  ac¬ 
counting  and  modern  methods  of 
bookkeeping. 


total  state  commitment  to  the  drug 
problem.  Enforcement,  education,  and 
rehabilitation  activities  are  now  splin¬ 
tered  among  various  agencies  and  the 
Shapp  administration  will  be  moving 
to  correct  this  fragmentation  soon.” 

Hepatitis  vaccine 
developed  in  N.Y. 

A  significant  breakthrough  toward 
the  development  of  a  vaccine  against 
serum  hepatitis  has  been  announced  by 
the  New  York  University  Medical 
Center.  Saul  Krugman,  M.D., 
chairman  of  the  department  of  pediat¬ 
rics,  working  with  Joan  P.  Giles, 
M.D.,  research  associate  professor, 
and  Jack  Hammond,  M.D.,  director  of 
the  Willowbrook  State  School,  Staten 
Island,  have  successfully  immunized 
humans  against  the  disease. 

Serum  made  from  the  MS-2  viral 
strain  and  boiled  for  one  minute  de¬ 
stroyed  the  ability  of  the  substance  to 
infect  without  destroying  its  ability  to 
produce  antibodies.  Studies  indicated 
that  active  immunization  could  be  in¬ 
duced  by  two  injections,  not  only  af¬ 
fording  protection  against  serum  hepa¬ 
titis,  but  also  producing  antibodies. 
Passive  immunity  resulted  in  a  study 
of  fifteen  susceptible  individuals  ex¬ 
posed  to  infectious  serum.  Five  were 
inoculated  with  standard  Gamma  Glo¬ 
bulin  and  ten  with  a  special  hepatitis  B 
Gamma  Globulin.  The  standard  inocu¬ 
lation  did  not  protect  three  of  the  five, 
but  the  special  serum  protected  all  ten 
recipients. 

The  breakthrough  in  control  of  the 
disease  came  in  the  late  1960’s  with 
the  discovery  of  Australia  antigen’s 
role  in  viral  hepatitis  by  Baruch  S. 
Blumberg,  M.D.,  of  the  Institute  for 
Cancer  Research,  Philadelphia,  fol¬ 
lowed  by  its  application  against  serum 
hepatitis  by  Alfred  M.  Prince,  M.D., 
New  York  City.  Dr.  Krugman’s  latest 
work,  while  conducted  with  a  compar¬ 
atively  small  number  of  patients,  in¬ 
dicates  possible  control  of  the  disease 
within  the  next  few  years. 
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Bloodbankers  hear  of  local  research  efforts 


Over  300  physicians  and  tech¬ 
nologists  from  throughout  Pennsyl¬ 
vania  met  in  Camp  Hill  in  April  at  the 
annual  meeting  of  the  Pennsylvania 
Association  of  Blood  Banks  (PABB), 
and  heard  reports  from  two  Harrisburg 
hematologists  of  the  part  played  by  a 
group  of  area  residents  in  further 
research  into  the  uses  of  immune 
globulin  (RhoGAM®,  Ortho  Diag¬ 
nostics). 

The  papers  were  presented  by  James 
F.  Crispen,  M.D.,  hematologist  and 
director  of  the  blood  bank  at  Harris¬ 
burg  Polyclinic  Hospital,  and  Herbert 
S.  Bowman,  M.D.,  who  holds  the  same 
position  at  Harrisburg  Hospital.  The 
two  doctors  worked  with  a  group  of 
volunteers,  forty-four  men  with  Rh 
negative  blood,  and  presented  their 
findings  following  transfusions  with 
Rh  positive  blood,  using  especially 
prepared  amounts  of  immune  globulin 
with  twenty-two  of  the  volunteers. 

The  research  proved  that  a  larger 
dose  of  immune  globulin  than  now 
given  to  Rh  negative  females  to 
prevent  hemolytic  disease  in  infants 


following  the  birth  of  each  Rh  positive 
child  or  following  abortion  can  also 
prevent  accidental  sensitization  of  a 
patient  who  receives  a  transfusion  of 
Rh  positive  blood.  William  Pollack, 
Ph.D.  vice-president  and  director  of 
research  for  Ortho  Research  Founda¬ 
tion,  directed  the  six-month  study.  Dr. 
Pollack  is  shown  in  the  photograph 
here  explaining  the  study  to  the  volun¬ 
teers  who  were  honored  at  a  reception 
during  the  annual  meeting. 

Richard  Eisenberg,  M.D.,  of  Erie, 


PABB  president,  chaired  two-day  ses-  I 
sion. 

Measles  increases 
in  state,  nation 

The  Allegheny  County  Health 
Department  reported  an  outbreak  of 
regular  9-day  measles  among  school 
children  in  early  April.  The  depart¬ 
ment  stated  there  were  82  cases  in  the 
two-week  period  ending  April  7.  This 
brought  the  count  for  the  year  to  115, 
which  was  twice  as  many  as  for  the  en¬ 
tire  year  of  1970  and  over  12  times  the 
count  for  1 969. 

Statistics  reported  by  the  U.S. 
Department  of  Health,  Education,  and 
Welfare  the  first  week  in  April  showed 
more  cases  than  in  any  four-week 
period  since  1967  in  the  country  as  a 
whole.  An  analysis  of  measles  cases  for 
this  epidemiologic  year  (EY)  begin¬ 
ning  with  the  calendar  week  41  and 
ending  with  week  40  of  the  following 
year  show  that  the  30.900  cases 
reported  to  date  represent  an  increase 
of  175  percent  over  the  total  reported 
for  EY  1969-70  and  360  percent  over 
that  for  EY  1968-69.  Up  to  April  3  the 
state  of  Pennsylvania  had  reported 
fewer  cases  than  in  the  same  1969-70 
period. 

Allegheny  County’s  records  indicate 
that  total  cases  in  1966  were  2,904.  in 
1967  the  number  had  dropped  to  300, 
and  in  1968  only  20  cases  were 
reported.  Virginia  E.  Washburn,  M.D.. 
deputy  director  for  medical  services, 
said  that  the  recent  upsurge  is 
primarily  among  first  graders  and 
high-school  students  who  probably 
missed  the  county  immunization  pro¬ 
gram  beginning  in  December  of  1966. 


THE  PENNSYLVANIA  SOCIETY  OF  INTERNAL  MEDICINE  received  The 
Component  Society  of  the  Year  Award  at  the  Fifteenth  Annual  Banquet  of 
the  American  Society  of  Internal  Medicine.  William  J.  Kelly,  M.D.,  Pitts¬ 
burgh,  PSIM  president,  right,  accepted  the  award  from  Joseph  T.  Painter, 
M.D.,  ASIM  president.  The  award  citation  listed  specific  achievements, 
such  as  establishing  good  relations  with  other  state  medical  and  specialty 
societies,  insurance  carriers,  and  medical  faculty  and  students;  evidencing 
an  early  and  continuing  interest  in  utilization  and  peer  review;  and 
strengthening  communications  with  its  members.  Other  PSIM  members 
present  were  Drs.  David  H.  Feinberg,  Easton;  Peter  L.  Saras,  Hazleton; 
James  A.  Collins,  Danville;  Robert  Pressman,  Philadelphia;  and  Wendell 
Gordon,  Pittsburgh.  William  B.  Harlan,  PSIM  executive  secretary  also  at¬ 
tended. 
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State  Benjamin  Rush  awards  winners  announced 


A  carpenter  who  spends  long  hours 
serving  as  a  volunteer  first  aid  in¬ 
structor,  and  an  organization  that  has 
aided  people  with  eye  defects  for  more 
than  forty-three  years  have  been 
named  recipients  of  the  Pennsylvania 
Medical  Society’s  highest  health  serv¬ 
ice  award  for  individuals  and  groups. 
Park  M.  Horton,  M.D.,  New  Milford, 
chairman  of  the  PMS  Board  of  Trus¬ 
tees,  has  announced. 

Gustav  W.  Schukraft,  Fleetwood, 
Berks  County,  was  chosen  to  receive 
the  1971  state  individual  Benjamin 
Rush  Award  for  his  efforts  as  a  first 
aid  instructor  as  well  as  other  volun¬ 
tary  health  activities. 

The  Greenville  Lions  Club,  Mercer 
County,  was  selected  to  receive  the 
1971  state  organization  Benjamin 
Rush  Award  for  its  outstanding  work 
in  aiding  the  sightless  and  those  with 
eye  defects. 

Schukraft  has  been  an  active  first 
aid  instructor  since  he  was  certified  by 
:he  American  Red  Cross  in  1956.  He 
:aught  thousands  of  Berks  County  resi- 
lents,  ranging  from  nursing  students 
o  Boy  Scouts.  He  was  nominated  by 
he  Berks  County  Medical  Society. 

The  141 -member  Greenville  Lions 
IClub  has  been  aiding  the  blind  and 
>eople  with  other  eye  defects.  It  has 
ponsored  eye  disease  screening  pro- 
;rams  and  has  established  an  area  eye 
■ank.  It  provides  funds  for  dozens  of 
ther  eye  activities  on  a  local  and  state 


basis  and  still  finds  time  to  assist  other 
health  and  youth  organizations.  It  was 
nominated  by  the  Mercer  County 
Medical  Society. 

Many  county  medical  societies  each 
year  present  Rush  Awards  to  recognize 
outstanding  voluntary  contributions  to 
health,  and  the  state  winners  are 

Internists  plan  annual 

“Social  Forces  and  the  Practice  of 
Medicine”  will  be  the  theme  of  the 
Ninth  Annual  Meeting  of  the  Pennsyl¬ 
vania  Society  of  Internal  Medicine  to 
be  held  at  Bedford  Springs  Hotel,  Bed¬ 
ford  Springs,  Pa.,  May  14-16,  1971. 

Drs.  David  H.  Feinberg,  Easton, 
and  Jerome  Chamovitz,  Sewickley,  co- 
chairmen  of  the  program  committee, 
are  in  charge  of  meeting  arrangements. 


The  Philadelphia  County  Medical 
Society  will  become  a  member  of 
Group  Health  Planning  of  Greater 
Philadelphia,  Inc.,  a  prepaid  group 
practice  program. 

In  making  the  announcement  soci¬ 
ety  President  George  A.  Hahn,  M.D., 
said:  “While  the  Philadelphia  County 
Medical  Society  has  serious  reserva¬ 
tions  about  the  advantages  of  prepaid 
group  practice  to  the  patient,  we  ac¬ 
cept  the  invitation  of  the  Group 


selected  from  the  county  winners.  The 
awards  honor  the  memory  of  Dr.  Ben¬ 
jamin  Rush  of  Philadelphia,  medical 
leader  and  signer  of  the  Declaration  of 
Independence.  Dr.  Horton  said  the 
awards  will  be  presented  at  the  Penn¬ 
sylvania  Medical  Society’s  annual  ses¬ 
sion  in  Pittsburgh  in  October. 

meeting  at  Bedford 

Assisting  them  is  Alexander  M. 
Minno,  M.D.,  Pittsburgh. 

Topics  to  be  presented  at  the  meet¬ 
ing  will  include  professional  corpora¬ 
tions,  multiphasic  screening  in  health 
care  and  health  maintenance  organiza¬ 
tions. 

PSIM  President  William  J.  Kelly, 
M.D.,  Pittsburgh,  will  preside  at  the 
society’s  annual  banquet. 


Health  Planning  of  Greater  Philadel¬ 
phia,  Inc.  to  join  the  planning  phase 
and  to  assist  in  the  study.  It  should  be 
understood  that  the  Philadelphia 
County  Medical  Society  does  not  nec¬ 
essarily  endorse  any  plan  but  it  deems 
it  essential  that  any  plan,  to  be  most 
successful  to  patients,  must  merit  the 
support  of  many  categories  of  health 
personnel,  including  physicians.” 

The  decision  to  join  the  group  was 
made  by  the  society’s  board . 


Philadelphia  county  society  joins  study 


iE  BENJAMIN  RUSH  AWARDS  COMMITTEE  is  shown  above  at  a  session  to  choose  state  winners  of  the  PMS 
i/ards  which  honor  individuals  and  groups  whose  volunteer  work  in  the  health  field  is  outstanding.  Members  are, 
Tt  to  right,  Ralph  K.  Shields,  M.D.,  Bethlehem;  LeRoy  A.  Gehris,  M.D.,  Reading;  Cyrus  B.  Slease,  M.D.,  committee 
(.airman,  Kittanning;  and  William  J.  Kelly,  M.D.,  Pittsburgh. 
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Joseph  Adlestein,  M.D.,  to  leave  post  with  state 


the  state  in  the  mental  health  field.” 

Dr.  Adlestein,  who  has  been  active 
in  Pennsylvania  public  health  and 
mental  health  programs  since  1951, 
left  a  position  as  medical  director  of 
Friends  Hospital,  Philadelphia,  in 
1967,  to  become  head  of  the  mental 
health  program  under  the  Mental 
Health  and  Mental  Retardation  Act  of 
1966. 

In  a  letter  to  Secretary  Wohl¬ 
gemuth,  he  said,  “In  the  past  four 
years  I  feel  our  advances  have  been 
beyond  even  my  greatest  expecta¬ 
tions,”  and  declared  he  is  “proud  of 
what  our  staff  has  accomplished. 

"I  have  always  looked  forward  to 
eventually  returning,  once  the  Act  was 
implemented,  in  a  sense,  to  where  the 
action  is —  the  actual  point  of 
providing  services  to  people.  In  view 
of  this  long-standing  desire  on  my  part 
and  of  the  progress  we  have  made,  the 
opportunity  presented  to  me  at  this 
time  is  one  I  do  not  feel  I  can  refuse.” 

Noting  that  the  Philadelphia  Psychi¬ 
atric  Center  is  the  sponsoring  agency 
of  a  community  mental  health  center 
serving  a  significant  portion  of 
Philadelphia,  Dr.  Adlestein  said  “I  am 
delighted,  that  I  shall  have  the  oppor¬ 
tunity  of  returning  to  caring  for  pa¬ 
tients  in  this  very  stimulating  center 
and  still,  at  the  same  time,  be  very 
much  a  part  of  the  public  mental 
health  effort  in  this  state. 

“The  community  mental  health  and 
mental  retardation  program  has  made 
tremendous  advances.  All  counties 
have  been  implementing  the  program 
during  the  past  two  years.  All  catch¬ 
ment  areas  of  the  state  now  have  serv¬ 
ices  within  them  so  that  a  real  network 
has  developed.  Future  planning  can 
now  progress  in  such  a  way  as  to  in¬ 
sure  services  being  present  in  every 
neighborhood  of  this  Commonwealth 
rather  than  in  just  a  few  urban  areas.” 

Joseph  Gorson,  M.D.,  president  of 
the  Philadelphia  Psychiatric  Center, 
said  he  was  “especially  pleased  that  the 
position  of  medical  director,  recently 
vacated  by  the  resignation  of  Dr. 
Alikakes,  could  be  filled  by  bringing  a 
psychiatrist  to  the  institution  who  is 
thoroughly  familiar  with  the  state  and 
city  mental  health  programs.” 
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Joseph  Adlestein,  M.D.,  deputy  sec¬ 
retary  for  mental  health  and  mental  re¬ 
tardation  in  the  Department  of  Public 
Welfare,  will  become  medical  director 
of  the  Philadelphia  Psychiatric  Center, 
a  private  institution,  on  July  1.  He  will 
replace  Louis  C.  Alikekes,  M.D. 

In  announcing  that  the  deputy  sec¬ 
retary  will  leave  public  service.  Secre¬ 


tary  of  Public  Welfare  Helene  Wohl¬ 
gemuth  said,  “Dr.  Adlestein  has  made 
major  contributions  for  the  benefit  of 
those  suffering  mental  disabilities. 

“I  regret  that  he  is  leaving  state  gov¬ 
ernment,  but  I  am  pleased  that  his  new 
association  will  be  with  the  Philadel¬ 
phia  Psychiatric  Center,  which  for 
many  years  has  worked  closely  with 


“PATIENT  NEEDS  IN  PENNSYLVANIA,’’  subject  of  a  state-wide  conference 
held  recently  at  PMS  Headquarters,  is  discussed,  above,  by  Reno  H.  Thom¬ 
as,  member  of  the  Pennsylvania  House  of  Representatives  from  Beaver- 
town,  left,  with  Charles  H.  Leedham,  M.D.,  Harrisburg,  a  member  of  the 
AM  A  Committee  on  Nursing,  E.  Jean  Deeter,  director  of  nursing  at  Harris¬ 
burg  Hospital,  and  Jane  Arnold,  who  has  the  same  position  at  Harrisburg 
Polyclinic  Hospital.  Below  is  a  view  of  the  speakers’  table  at  one  of  the 
sessions.  Presiding  at  the  conference  was  Malcolm  W.  Miller,  M.D., 
Philadelphia,  chairman  of  the  PMS  Committee  on  Relationships  with  Allied 
Professions.  Representatives  of  organizations  in  the  health  professions 
from  throughout  the  Commonwealth  agreed  at  the  meeting  to  request  that 
the  organizations  they  represent  cooperate  in  establishing  and  naming 
representatives  to  a  special  group  charged  with  proposing  solutions  to 
some  of  the  most  pressing  health  care  problems. 


Malpractice 

‘coverage  roulette*  —  end  it! 

R.  ROBERT  TYSON,  M.D. 

Chairman 

PMS  Commission  on  Professional 
Liability  Insurance 
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PMS  approved  program  shows  the  way 
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The  arbitrary  cancellation  or  non¬ 
renewal  of  a  physician’s  malpractice 
insurance  policy  or  the  unavailability 
of  this  vital  and  necessary  coverage  to 
the  newly  licensed  practitioner  can  be 
as  much  of  a  nightmare  as  being 
threatened  with  a  malpractice  suit! 
The  incidence  of  these  twin  adver¬ 
sities —  suits  against  doctors  alleging 
malpractice  and  insurance  company 
cancellations,  non-renewals  and  refus¬ 
als  to  write  malpractice  insurance  con¬ 
tinue  to  increase  throughout  the 
country  and  the  predictions  are  that 
this  unfortunate  state  of  affairs  will  get 
worse  before  it  gets  better. 

Solution  Now  Reality 

With  the  complex  root  causes  un¬ 
derlying  the  increase  in  malpractice 
suits  continuing  to  elude  the  medical, 
legal  and  insurance  experts,  any  imme¬ 
diate  relief  in  this  area  cannot  be  antic¬ 
ipated. 

However,  for  members  of  the  Penn¬ 
sylvania  Medical  Society,  a  long-range 
solution  to  the  problem  of  securing 
and  retaining  adequate  insurance  cov¬ 
erage  became  a  reality  on  March  17, 
1971.  The  PMS  Board  of  Trustees, 
acting  on  a  recommendation  from  the 
Council  on  Medical  Service,  voted 
unanimously  to  enter  into  a  five  year 
agreement  with  the  Argonaut  Insur¬ 
ance  Company  as  the  exclusive  carrier, 
and  Parker  &  Co.  Inc.  of  Pennsylvania 
as  the  exclusive  administrator  and 
broker  of  record,  to  provide  profes¬ 
sional  liability  insurance  coverage  for 
Society  members.  The  program  will 
become  effective  June  1,  1971.  This 
unprecedented  decision  by  the  Board 
of  Trustees  represented  the  culmina¬ 
tion  of  more  than  three  years  of  exten¬ 
sive  striving  by  the  Council  on  Medi¬ 
cal  Service  to  resolve  the  mounting  in¬ 
surance  availability  crisis  in  Pennsyl¬ 
vania. 

One  of  the  council’s  primary  areas 
of  endeavor  was  the  development  of  a 
“Model”  Professional  Liability  Insur¬ 
ance  Program,  subsequent  to  a  survey 
of  our  membership  made  in  1968, 
which  revealed  that  a  majority  of  those 
members  responding  were  interested  in 
participating  in  such  a  Society  spon¬ 
sored  and  administered  program.  Since 
that  time,  out  of  the  nineteen  insur¬ 
ance  companies  approached  by  the 
Council  only  the  Argonaut  Insurance 


Company  demonstrated  a  sound,  sin¬ 
cere  interest  in  underwriting  a  long¬ 
term  group  program  based  on  the  Soci¬ 
ety’s  “Model”. 

Plan  Based  on  “Model” 

The  Argonaut  proposal,  as  endorsed 
by  the  Society,  has  been  specifically 
designed  to  make  available  to  all  PMS 
members  the  best  professional  liability 
coverage  with  adequate  limits  at  the 
lowest  possible  cost  and  of  a  long-term 
nature !  We  cannot  overemphasize  the 


tremendous  significance  of  a  company 
formally  agreeing  to  underwrite  the 
Society’s  membership  for  a  minimum 
of  five  years  during  which  period  it 
will  be  bound  to  uphold  the  provisions 
of  the  individual  contracts  unless  indi¬ 
vidual  cancellation  or  non-renewal  is 
concurred  in  by  the  Society. 

Needs  Grow  Each  Year 

In  Pennsylvania  during  the  past 
three  years,  your  Society  has  seen  the 
available  market  for  physicians'  pro¬ 
fessional  liability  insurance  relentlessly 
diminish  while  witnessing  at  the  same 


time  the  increasingly  restrictive  and 
selective  underwriting  practices  of  the 
remaining  companies  still  active  in  this  J 
field.  Physicians  with  no  malpractice 
claims  against  them  have  found  them¬ 
selves  suddenly  without  coverage  at 
renewal  time  as  a  result  of  such  nebu¬ 
lous  reasons  as  “changes  in  un¬ 
derwriting  eligibility  requirements,” 
“agency  cancellations”  or  “unprofi¬ 
table  portfolios”.  Irrespective  of  their 
merit  from  an  insurance  industry  point 
of  view,  such  reasons  are  basically  un¬ 
conscionable  to  the  practicing  physi¬ 
cian  whose  responsibility  to  his  pa¬ 
tients,  his  mental  well-being,  economic 
security  and  ability  to  continue  in  his 
profession  are  all  linked  inseparably  to 
his  being  adequately  protected  at  all 
times  by  malpractice  coverage. 

“Coverage  Roulette”  Avoided 

No  matter  how  much  longevity 
an  insured  physician  has  built  up  with 
his  present  carrier,  or  how  trouble-free 
that  relationship  has  been,  the  fact 
remains  that  every  twelve  months,  or 
perhaps  even  more  frequently,  his  pro¬ 
fessional  liability  coverage  is  again 
subject  to  the  whims  of  his  company’s 
underwriter  based  on  the  success  or 
misfortunes  of  the  insurance  business 
in  general.  To  the  hapless  physician,  | 
this  perennial  and  involuntary  ex¬ 
posure  to  the  vagaries  of  a  situation 
which  at  times  appears  to  be  analogous  j 
to  a  bout  with  "coverage  roulette”  is 
untenable,  and  it  can  become  a  thing 
of  the  past  for  those  members  of  the  ( 
Society  who  choose  to  be  insured  by  | 
Argonaut  under  the  PMS  Program.  , 
Once  a  member's  application  is  ac-  , 
cepted  he  can  relax,  for  at  least  five  , 
years,  secure  in  the  knowledge  that  the  , 
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ompany  cannot  cancel  or  refuse  to 
;new  his  policy  annually  during  that 
eriod  without  his  having  the  right  to 
apeal  such  action  to  the  Society  for 
s  review  on  his  behalf. 

Society  Participation  Unique 

This  five  year  coverage  security  fea- 
re  made  available  by  Argonaut 
ider  the  P MS-sponsored  program  is 
<t  being  offered  by  any  other  carrier 
'iting  professional  liability  insurance 
i  Pennsylvania  and  represents  a  sig- 
ificant  "plus”  factor  which  no  Society 
umber  can  really  afford  to  do 
'thout.  Additionally,  the  PMS  Pro- 
jim  is  unique  insofar  as  it  provides 
1*  the  Society’s  participation  on 
lhalf  of  its  members  in  those  areas  of 
cministration  which,  although  of  vital 
£d  direct  importance  to  the  insured 
fysician,  are  generally  held  by  the  in- 
S'ance  industry  as  being  sacrosanct. 
For  instance,  the  Program  provides 
f  the  Society’s  complete  review  of  all 
stistical  information  relative  to  clas- 
s  cation  and  rate-making  purposes, 
s:h  as  premiums  written  and  earned, 
iiestment  income,  claims  reserves 
al  claims  payments  and  loss  figures. 
I  tlso  provides  for  the  Society’s  exten- 
s;  involvement  in  underwriting 
disions  including  its  review  in  all 
ces  where  Argonaut  has  (a)  refused 
Uprovide  coverage  for  a  member  of 
tl  Society,  (b)  expressed  a  desire  to 


terminate  coverage  for  a  member,  or 
(c)  proposed  to  restrict  coverage  based 
on  the  type  of  medical  specialty  of  any 
members.  Finally,  the  program  con¬ 
templates  the  Society  providing  advice 
to  Argonaut  on  matters  related  to 
claims  settlements  where  the  insured 
member  and  the  Argonaut  are  in  dis¬ 
agreement  as  to  whether  or  not  a  claim 
or  suit  should  be  settled.  It  readily  can 
be  seen  that  certain  of  these  activities 
also  lend  themselves  to  the  overall  peer 
review  concept,  increased  pressures  for 
which  are  inevitable  from  a  variety  of 
sources. 

To  implement  this  "partnership” 
role  enjoyed  by  the  Society  under  its 
agreement  with  Argonaut,  the  Board 
of  Trustees  has  approved  the  forma¬ 
tion  of  a  "Commission  on  Professional 
Liability  Insurance”  which  will  super¬ 
vise  the  Society’s  responsibilities  in  the 


operation  and  administration  of  the 
program,  including  the  formulation  of 
any  recommendations  for  changes  or 
modifications  for  subsequent  consider¬ 
ation  of  the  Council  on  Medical  Serv¬ 
ice  and  the  Board  of  Trustees.  It  is 
proposed  that  the  new  commission, 
which  incidentally  has  assumed  the  re¬ 
sponsibilities  previously  assigned  to 
the  Council’s  Subcommittee  on  Medi¬ 
cal  Malpractice,  since  the  subcom¬ 
mittee  has  been  dissolved,  will  be  com¬ 
posed  of  at  least  twelve  members, 
representing  each  Councilor  District. 
These  members  will  have  some  famil¬ 
iarity  with  the  problems  of  medical 
malpractice,  and  will  be  participants  in 
the  program  or  will  join  at  the  expira¬ 
tion  of  their  in-force  malpractice  cov¬ 
erage.  Additionally,  the  commission 
will  have  three  ex-officio  members 
consisting  of  the  Society’s  legal 
counsel,  an  Argonaut  representative 
and  a  representative  of  Parker  &  Co., 
the  Program’s  Administrator. 

The  Board  of  Trustees  also 
approved  the  organization  of  Profes¬ 
sional  Liability  Insurance  Committees 
on  a  Councilor  District  level.  They 
will  be  responsible  for  providing  ad¬ 
vice  to  Argonaut  upon  request  on 
matters  related  to  underwriting  deci¬ 
sions  and  claims  settlements.  These 
district  committees  will  play  an  impor¬ 
tant  role  in  the  program  insofar  as  it  is 
anticipated  that  most  problems  will  be 
able  to  be  resolved  at  that  level. 
Unresolved  situations  will  be  referred 
to  the  Commission  on  Professional  Li¬ 
ability  Insurance,  to  whom  the  district 
committees  will  be  responsible,  with 
the  commission  having  final  authority 
in  decisions.  On  the  expectation  that 
the  new  commission  will  have  to  meet 
at  least  quarterly  and  perhaps  more 
often  during  the  first  year  of  the  pro¬ 
gram,  a  modest  budget  for  the  antici- 
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pated  expenses  of  such  activity  has 
been  approved  by  the  Board  of  Trus¬ 
tees. 

Companies’  Records  Good 

Information  on  the  carrier  and  the 
administrator  is  appropriate.  Argonaut 
is  a  reliable,  well-established  general  li¬ 
ability  insurance  carrier  with  consider¬ 
able  experience  in  affording  medical  li¬ 
ability  coverage  through  its  involve¬ 
ment  at  the  present  time  with  the  un¬ 
derwriting  of  twenty-two  state  hospital 
associations.  In  addition,  the  company 
has  recently  entered  into  similar 
physician  association  programs  with 
the  state  medical  societies  of  Hawaii 
and  Idaho.  The  A.M.  Best  Company 
which  annually  rates  companies  in  the 
insurance  industry,  gave  Argonaut  an 
“A  +  AAAA”  rating.  The  company’s 
assets  are  in  excess  of  $180  million 
with  a  policyholders’  surplus  as  of 
December  31,  1970  of  over  $33 

million.  Argonaut  has  indicated  that,  if 
through  the  efforts  of  all  concerned, 
the  loss  experience  of  PMS  members  is 
held  to  a  permissible  level,  it  will  con¬ 
sider  refunding  any  savings  over  losses 
and  expenses  in  the  form  of  a  divi¬ 
dend —  subject,  of  course,  to  prior 
consultation  with  the  Society,  and  with 
the  approval  of  the  Pennsylvania  In¬ 
surance  Department.  To  this  end  Ar¬ 
gonaut,  is  pledged  to  initiate  and 
provide  a  program  of  continuous  safe¬ 
ty  and  claims  prevention  education 
directed  to  all  members  insureds  and 
conducted  jointly  with  the  Society. 
The  education  is  aimed  at  avoiding 
and  preventing  the  kinds  of  incidents 
and  accidents  that  lead  to  potential 
malpractice  suits. 

Parker  &  Co.  Inc.  of  Pennsylvania, 
the  designated  full-time  administrator 
of  the  Society’s  Program,  is  one  of  the 
country’s  leading  insurance  brokerage 
firms  and  already  enjoys  some 
previous  experience  in  the  administra¬ 
tion  of  a  similar  state  program.  Its 
special  Professional  Liability  Insur¬ 
ance  Unit  newly  formed  to  administer 
the  PMS  Program  is  headed  by  Vice- 
President  A.  John  Smither,  who  before 
joining  Parker  several  months  ago  cul¬ 
minated  an  insurance  career  of  more 
than  twenty-two  years  by  serving  a  full 
term  as  the  Commonwealth's  Chief 
Deputy  Insurance  Commissioner 
during  the  administration  of  Governor 
Raymond  P.  Shafer.  As  part  of  his  of¬ 


ficial  duties  he  also  served  as 
Chairman  of  Pennsylvania’s  Ad  Hoc 
Committee  on  Medical  Malpractice 
and  in  that  capacity  demonstrated  a 
concerned  and  sympathetic  attitude 
toward  the  insurance  problems  faced 
by  the  Pennsylvania  medical  profes¬ 
sion  at  large. 

Mr.  Smither,  upon  invitation,  is 
prepared  to  appear  before  any  county 
medical  society  meeting  to  discuss  and 
answer  questions  on  the  PMS  Pro¬ 
gram.  The  relative  proximity  of 
Parker’s  executive  offices  in  Philadel¬ 
phia  to  the  Society’s  headquarters  in 
Harrisburg  ensures  that  a  close  every¬ 
day  working  relationship  between  the 
two  organizations  can  be  realized.  Ad¬ 
ditionally,  as  participation  grows,  par¬ 
ticularly  in  respect  to  insured  members 
from  the  western  part  of  the  Common¬ 
wealth,  Parker  is  prepared  to  open  a 
Pittsburgh  office  to  facilitate  its  con¬ 
tinued  efficient  administration  of  the 
program. 


Dr.  Tyson  is  a  member  of  the  PMS 
Council  on  Medical  Service  and 
was  chairman  of  the  Subcommittee 
on  Medical  Malpractice  while  that 
group  was  preparing  the  program 
explained  in  this  article.  Dr.  Tyson 
also  is  chairman  of  the  PMS  Com¬ 
mittee  on  Constitution  and  Bylaws, 
president-elect  of  the  Philadelphia 
County  Medical  Society,  and  alter¬ 
nate  delegate  to  the  AM  A  House  of 
Delegates.  He  is  professor  of  sur¬ 
gery  and  chief  of  the  vascular  sec¬ 
tion  of  the  department  of  surgery  at 
Temple  University  School  of  Medi¬ 
cine  and  Hospital.  He  serves  as  con¬ 
sultant  in  surgery  at  the  Wilkes- 
Barre  and  Philadelphia  V A  Hospitals, 


Argonaut  will  issue  individual  con¬ 
tracts  offering  full  liability  coverage  of  I 
$100,000  for  each  claim,  subject  to  an¬ 
nual  aggregate  limits  of  $300,000,  with 
excess  limits  to  $1,000,000  available.  I 
Each  member  will  be  rated  individu¬ 
ally  with  rates  comparable  to  and  com¬ 
petitive  with  those  followed  by  the 
major  writers  of  medical  professional  ! 
liability  insurance  in  Pennsylvania.  J 
Coverage  for  interns  and  residents  as 
well  as  for  physicians’  and  surgeons’  j 
assistants  will  also  be  made  available.  ] 

Argonaut  also  is  prepared  to  pro¬ 
vide  by  endorsement  to  its  policy,  and 
subject  to  a  reasonable  charge  made  on 
an  individual  basis,  so-called  “drop- 
back”  coverage  for  those  members  en¬ 
rolling  who  are  presently  insured  with 
Lloyds  of  London  under  its  “claims 
made”  policy. 

This,  then,  is  the  long-awaited, 

P MS-sponsored,  Professional  Liability 
Insurance  Program  which  had  its 
genesis  in  the  serious  problems  faced 
by  all  too  many  of  our  members 
during  the  past  four  years.  The  “asso¬ 
ciation  solution”  approach  which  the 
Program  offers  has  your  Society’s  en¬ 
thusiastic  approval.  For  its  success  to 
be  assured  it  needs  but  one  additional, 
vital  ingredient —  "association  sup-  , 
port” —  support  which  must  be  truly 
broad-based  both  as  to  range  of  medi¬ 
cal  classifications  or  specialities  and  by 
geographical  location  of  practice.  The 
significant  long-term  benefits  to  Penn¬ 
sylvania’s  medical  fraternity  which  can 
emanate  from  the  Program's  key  fea¬ 
tures,  "five  year  coverage  guarantee,” 
"peer  review  of  rejected  member 
applicants,”  "peer  review  of  individual 
member  claim  or  settlement  disputes” 
and  full  Society  involvement  in  all  per¬ 
tinent  aspects  of  the  program's  ad¬ 
ministration,  are  obvious.  Without 
question  the  program  deserves  the  sup¬ 
port  of  and  warrants  participation  by 
the  entire  membership. 

The  Society  hopes  that  every 
member  will  complete  and  mail  the 
coupon  on  the  inside  back  cover  of 
this  issue  as  an  indication  of  their  in¬ 
terest  in  participating  in  the  PMS  pro¬ 
gram  effective  with  the  expiration  date 
of  their  present  coverage.  Acceptance 
by  Argonaut  could  mean  an  end  to 
"coverage  roulette”  for  the  individual 
member  and  the  beginning  of  an  equi¬ 
table  and  stable  malpractice  insurance 
climate  in  Pennsylvania.  □ 
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PENNSYLVANIA  MEDICINE 


Choose 

4he  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic 


transition. 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re¬ 
placement  therapy.1 

Predictably  responsive! 

This  kind  of  comfortable  patient  re¬ 
sponse  has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a  Cadillac  of  thyroid  medications 
. . .  with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta¬ 
tus  is  a  continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T, — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a  penny  a  day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)’ is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx¬ 
edema,  hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non¬ 
toxic)  goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec¬ 
tion  is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a  patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a  lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis¬ 
tration.  The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a  reduction  in  dosage. 

Contraindications :  Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy¬ 
roxine)  therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism ;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous¬ 
ness  have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a  reduction  of  dosage  fol¬ 
lowed  by  a  more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a  0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a  single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  FBI  measure¬ 
ments  about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a  second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5  ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a  diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a  solu¬ 
tion  containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a  repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road*  let  us  be 
of  service  in  these 
4  specific  ways: 


■  free  film  and 

BOOK  ON  HYPO¬ 
THYROIDISM:  In 
a  30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri¬ 
nologists  discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A  new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a  leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a  free  copy. 


1  NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE— 
ask  your  Flint  man. 


3  TO  START 

THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTH  ROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 
0.05  mg.  (white);0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4  SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further . 
information. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


"Around  the  World 
in  80  Days”. . . 

.  .  .An  expense-paid  trip  with  one  hitch  -- 
a  60-day  hitch  in  a  South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 

American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 

Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 

DBI-TD 

(phenformin  HC1) 

timed-disintegration  capsules  50  mg.  / 


Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 


Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


lowers  elevated 
blood  sugar 


Howto  prescribe  DBP-TD  (phenformin  HCI) 

To  start  with  DBI-TD 

Week  1  1  capsule  with  breakfast  may  be  ef¬ 
fective,  or  a  second  capsule  may  be 
given  with  the  evening  meal. 

Week  2  Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap¬ 
sule  to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


Iidications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
res,  primary  and  secondary.  Contraindications:  Diabetes  mel¬ 
ius  that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
uncomplicated  and  well  regulated  on  insulin;  acute  compil¬ 
ations  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
-ene);  surgery;  severe  hepatic  disease;  renal  disease  with 
remia;  cardiovascular  collapse,  after  disease  states  associated 
ith  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided, 
ntil  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
•e  available,  such  use  can  be  considered  experimental.  Pre- 
:autions:  Starvation  Ketosis,  which  must  be  differentiated 
rom  “insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
n  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
rom  excessive  DBI  therapy,  excessive  insulin  reduction  or 
I  ^sufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
nsulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
fate.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
JLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
mmended  in  the  presence  of  azotemia  or  in  any  clinical  situa- 
on  that  predisposes  to  sustained  hypotension  that  could  lead 
o  lactic  acidosis.  To  differentiate  lactic  acidosis  from  ketoacido- 
is,  it  is  recommended  that  periodic  determinations  of  ketones 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos¬ 
age  of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at¬ 
tained,  sulfonylurea  may  be  reduced  and/or  with¬ 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi¬ 
lized  on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a  sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit¬ 
ing,  DBI  should  be  immediately  withdrawn.  Although  rare,  j 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1  to  3  / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 
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Loridine  IM 

Cephaloridine 


1.5  to  3  Gm.  daily 
successfully  treats  many 
moderately  severe 
infections' 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

relatively  painless  I.M. 
injection 


due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  —  urinalyses,  urinary  output,  BUN, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4  Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-ui  inary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Gm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  he  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


|  loildine 

|  CEPHALORIDINE 


Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog¬ 
nized  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad-  I 
ministration  of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac-  I 
teriuria  who  had  careful  renal  function  eval¬ 
uation  before  and  after  a  ten-day  course  of 
cephaloridine  in  dosages  of  2  Gm.  per  day  de-  h 
veloped  impairment  in  free  water  clearance.  M 
Severe,  acute  renal  failure,  in  some  cases  L 
terminating  in  death,  has  occurred  in  a  small  i 
number  of  patients.  The  possi-  1 
bility  of  this  complication  seems  f 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom-  j 
mended  doses.  Acute  tubular  1 5 
necrosis  has  been  found  in  affect¬ 
ed  patients  coming  to  autopsy.  Rare  i 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular  injection  was  noted  in  less  than  \ 
3  percent  of  patients.  In  only  one  patient  in 
a  series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra-  |i 
venous  injection  has  been  rare. 

Administration  and  Dosage:  Important— Be-  I 
fore  administering  Loridine,  see  package  1 
insert  for  details  on  dilution. 

Intramuscular  Injection— ’Loridine,  is  usu-  h 
ally  injected  into  a  large  muscle  mass. 

The  usual  adult  dosage  for  many  infec-  r 
tions  of  moderate  severity  is  500  mg.  to  1  Gm.  t 
three  times  a  day  at  equally  spaced  intervals,  b 
Milder  and  more  susceptible  infections  have  ' 
been  treated  with  250  to  500  mg.  given  two  | 
or  three  times  a  day.  More  severe  infections  i( 
may  be  treated  with  500  mg.  to  1  Gm.  four  • 
times  a  day.  A  single  2-Gm.  dose  is  recom-  I 
mended  for  the  treatment  of  acute  gonor-  H 
rhea.  Early  syphilis  may  be  treated  with  500  j 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  days-  L 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions  'I 
has  been  reported,  it  has  been  shown  that  i| 
excessive  dosages  (above  4  Gm.  daily)  may  , 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Kefiin®  (sodium  cephalothin,  II 
Lilly)  may  be  preferred  when  doses  larger  L 
than  4  Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2  Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital¬ 
ized.  In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus¬ 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se¬ 
vere  infections.  A  daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac¬ 
teremia)  or  when  any  infection  seems  over¬ 
whelming,  intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti¬ 
ble  organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2  to  4  Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha¬ 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1  Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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m.d.'s  in  the  news 


The  Lycoming  County  Medical  So¬ 
ciety  has  honored  Howard  H.  Weaner, 
M.D.,  as  the  first  member  of  the  new 
board  of  family  practice,  sponsored  by 
the  American  Academy  of  General 
Practice. 

Joseph  P.  Viglione,  M.D.,  of 

Stroudsburg  has  received  a  patent  for  a 
“hydrolig,”  a  device  containing  fluid 
which,  when  strapped  to  an  athlete’s 
knee,  affords  protection  against  injury. 
When  an  impact  occurs  on  any  part  of 
the  sac,  the  pressure  is  equally  distrib¬ 
uted,  lessening  the  chance  of  injury. 

Recognition  for  fifty  years  of  serv¬ 
ice  has  been  given  in  the  form  of 
3MS  Fifty-year  Awards  presented  to 
toward  G.  Lafferty,  M.D.,  by  the 
vlercer  County  Medical  Society,  and 
o  Alexander  Martin,  M.D.,  by  the 

Fambria  County  Medical  Society. 

Recently  elected  presidents  of 
ounty  medical  societies  in  the  state 
nclude  John  E.  German,  M.D.,  Berks 
’ounty  Medical  Society;  Charles 
loan,  M.D.,  Fayette  County  Medical 
ociety;  Donald  E.  Burkett,  M.D., 
ambria  County  Medical  Society; 
leorge  B.  Davis,  M.D.,  Luzerne 
ounty  Medical  Society;  and  A.  Reid 
eopold,  M.D.,  Mifflin-Juniata 
ounty  Medical  Society. 

Peter  A.  Herbut,  M.D.,  president  of 
homas  Jefferson  University,  has  been 
ected  president  of  United  Health 
irvices,  a  United  Fund  agency 
>erating  in  the  Greater  Philadelphia 
ea.  The  agency  last  year  received 
,’.32,192  from  the  United  Fund  Torch 
rive  of  Philadelphia. 


DR.  TROBE  DR.  HERBUT 


Wills  Eye  Hospital  and  Research  In- 
s:ute  has  appointed  Jonathan  D. 
lube,  M.D.,  Cambridge,  Mass.,  as 
cef  resident  surgeon.  Dr.  Trobe, 
hnself  the  recipient  of  a  corneal 
t  nsplantation,  will  also  serve  on  the 
f.ulty. 


A  new  textbook  entitled.  Principles 
and  Practice  of  Spinal  Anesthesia ,  the 
first  complete  work  on  the  subject 
since  1938,  has  been  written  by  Peere 
C.  Lund,  M.D.,  Johnstown,  head  of 
the  department  of  anesthesiology  of 
the  Conemaugh  Valley  Memorial  Hos¬ 
pital.  Representing  the  work  of  more 
than  twenty  years,  the  textbook  is  in¬ 
tended  primarily  for  use  by  anesthesi¬ 
ologists,  surgeons,  and  residents  in 
training  for  all  medical  specialties.  Dr. 
Lund  is  associate  clinical  professor  of 
anesthesiology  at  the  University  of 
Pittsburgh  School  of  Medicine. 

A  number  of  county  societies  have 
announced  new  presidents.  In  Fayette 
County,  Charles  Sloan,  M.D.,  is  the 
new  president,  with  Arthur  Varga, 
M.D.  taking  the  position  of  president¬ 
elect.  The  Mifflin-Juniata  County  So¬ 
ciety  reports  their  new  president  will 
be  A.  Reid  Leopold,  M.D.  David  J. 
Keck,  M.D.,  succeeded  retiring  pres¬ 
ident,  Richard  Eisenberg,  M.D.,  as 
president  of  the  Erie  County  Medical 
Society. 

David  Myers,  M.D.,  Philadelphia, 
professor  of  otolaryngology  at  the  Uni¬ 
versity  of  Pennsylvania,  returned  re¬ 
cently  from  a  lecture  tour  abroad.  He 
addressed  the  faculties  of  otolaryngo¬ 
logy  at  the  University  of  Athens,  the 
University  of  Madrid,  and  the  Univer¬ 
sity  of  Lisbon. 

William  Tyler  Douglass,  Jr., 
M.D.,  of  Harrisburg  was  chosen  as 
president-elect  of  the  International 
Academy  of  Proctology,  the 
teaching  organization  of  the  Inter¬ 
national  Board  of  Proctology,  at  the 
twenty-third  annual  teaching 
congress  of  the  academy  at  Mexico 
City.  He  will  be  inducted  as  pres¬ 
ident  at  the  1972  meeting  in  San 
Diego,  Calif.,  and  will  preside  at  the 
congress  to  be  held  in  Bangkok, 
Thailand,  in  1973. 

This  position  is  a  special  honor 
for  a  surgeon  in  private  practice,  as 
it  has  traditionally  been  held  by  a 
professor  of  surgery  who  devotes 
his  full  time  to  teaching.  Dr. 
Douglass  is  the  first  American  in 
four  years  to  head  the  organization. 


Cyril  H.  Wecht,  M.D.,  has  been 
elected  president  of  the  American 
Academy  of  Forensic  Sciences.  Dr. 
Wecht,  coroner  of  Allegheny  County, 
is  also  director  of  the  Pittsburgh  Pa¬ 
thology  and  Toxicology  Laboratory. 
He  is  a  graduate  of  the  University  of 
Pittsburgh  and  its  schools  of  medicine 
and  law  and  is  director  of  the  Institute 
of  Forensic  Sciences  and  research 
professor  of  law  at  Duquesne  Universi¬ 
ty  law  school. 


DR.  WECHT  DR.  PLAUT 


An  interesting  new  faculty  appoint¬ 
ment  recently  announced  by  William 
P.  Barba,  M.D.,  acting  dean  of  Temple 
University  School  of  Medicine,  is  that 
of  Gerhard  W.  E.  Plaut,  M.D.,  who 
comes  from  Rutgers  Medical  School  to 
become  professor  and  chairman  of  the 
department  of  biochemistry.  He  suc¬ 
ceeds  Robert  H.  Hamilton,  M.D.,  who 
will  remain  on  the  faculty  as  professor 
of  biochemistry.  Dr.  Plaut  holds  a 
Research  Career  Award  from  the  U.S. 
Public  Health  Service  from  1962-66 
and  is  a  member  of  the  National  Board 
of  Medical  Examiners.  Several  of  his 
colleagues  are  also  joining  the  staff  at 
Temple,  including  Drs.  Michael  C. 
Scrutton  and  J.  Kenneth  Hoober,  as¬ 
sociate  professors,  and  Drs.  Agnes  T. 
Yip  and  Tadashi  Aogaichi,  instructors. 

Milton  J.  Freiwald,  M.D.,  staff 
physician  of  the  Albert  Einstein  Medi¬ 
cal  Center,  Philadelphia,  recently  ad¬ 
dressed  the  faculty  and  students  at  the 
University  of  the  West  Indies,  Faculty 
of  Medicine,  in  Barbados  on  the  diag¬ 
nosis,  and  medical  and  surgical  man¬ 
agement  of  glaucoma. 

St.  Christopher’s  Hospital  for  Chil¬ 
dren,  Philadelphia,  announces  the  ap¬ 
pointment  of  Milton  Sarshik,  M.D.,  to 
the  presidency  of  the  executive  com¬ 
mittee  of  the  medical  staff. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

•  no  reported  increase  of  intraocular  pressure. 

•  conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

•  complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators1'11  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem¬ 
onstrated  both  by  objective  measurement *'*  and  observation  of  clinical  improvement /'* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio¬ 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme¬ 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal¬ 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark¬ 
son,  I.  S.,  and  LePere,  D.  M. :  Angiology  77:190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. :  Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R.:  Angiology  75:82-87 
(Feb.)  1964.  laboratories 
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The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a  rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a  therapy  your  patients  can  live  with¬ 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  •  duodenal  ulcer  •  heartburn  •  gastric  hyperacidity  • 
gastritis  •  dyspepsia 

when  the  patient  prefers  the  convenience  of  a  tablet ,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a  liquid ,  select 

Silain-Gel®  Liquid 


Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 


Slanger,  A.:  Med.  Times 3^:150  (Feb.)  1966. 


nnouncing  the  “Antgasid” 

ilain-Gel 


I'  ablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

[ne  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


ROBINS  A. I  I.  Robins  Company,  Richmond,  Virginia  23220 


sterile  solution  ( 300  mgj  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride ,  U  pjphn) 


and  single-dose  2  rr. 
disposable  syringe 


For  your  convenience 
in  2  ml.  and  10  ml.  vials 


^1970  by  The  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 
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k  once-popular  treatment  for  back  pains 
/vas  to  have  the  seventh  son  of  a  seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a  hot  roasted  onion  to  the  ear. 


Ir  headache,  a  sovereign  remedy  was 
tiwear  a  snakeskin  round  one’s  head. 


A  realistic 
approach 

to  pain 


relief 


Compound  with  Codeine 
Ihosphate  gr.  1/2  No.  3 

Ech  tablet  contains: 

Cleine  Phosphate  gr.  1/2  (Warning— 

My  be  habit  forming),  Phenacetin  gr.  2  1  /  2, 

A  )irin  gr.  3  1  /  2,  Caffeine  gr.  1  /  2. 

keeps  the  promise 
a  pain  relief 

'B.1&  Co.'  narcotic  products  are 

ClA  "B",  and  as  such  are  available  on  oral 

pr«:ription,  where  State  law  permits. 

,S>  BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC. 

-U  Tuckahoe.  N.Y. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a  clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
—  bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a  way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper¬ 
sensitivity  to  any  of  its  components. 

Supplied:  Tubes  of  1  oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


OLYMYXIN  8-BACITRACIN-NEOMYCIN 

OINTMENT 
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DOXIiaN 

To  relieve  constipation 
during  pregnancy  .  .  . 


The 

Logical 

Laxative 


A  time  of  circulatory  stress 


Doxidan  gently  relieves  constipation  in  prepartum 
or  postpartum  patients  and  reduces  the  hemody¬ 
namic  burdens  of  straining  at  stool. 


gently  ...  a  highly  effective  fecal  softener 
predictably  ...  a  gentle  peristaltic  stimulant 
economically  . . .  Doxidan  costs  less  per  effective  dose* 


'based  on  actual  drug  store  survey  of 
prescribed  dosages. 


Composition:  Each  capsule  contains  50  mg. 
danthron  N.F.  and  60  mg.  dioctyl  calcium  sulfo- 
succinate. 


Dosage:  Adults  and  children  over  12— one  or  two 
capsules  daily.  Give  at  bedtime  for  two  or  three  days 
or  until  bowel  movements  are  normal. 


Supplied :  Bottles  of  30, 1 00  (FSN  6505-074-31 69) 
and  1 000  (FSN  6505-890-1 247). 


DOXIDaN 


The  Logical  Laxative 
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Susquehanna  Valley  Regional  Medical 
Program  —  three  years  of  progress 


With  QUI-A7ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUl-A-ZONE 

s^ssssssisssss^ssesss 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


ROBERT  M.  FISHER 
COMMUNICATIONS  COORDINATOR 

'‘What's  a  Regional  Medical  Program? 

Insiders  claim  these  were  the  first  words  spoken  by  Rob¬ 
ert  Q.  Marston,  M.D.,  to  his  deputy,  Karl  D.  Yordy,  after 
the  two  were  named  the  first  employees  of  the  Division  of 
Regional  Medical  Programs,  Department  of  Health,  Educa¬ 
tion,  and  Welfare  (HEW)  in  February  of  1966. 

Five  years  later  there  still  is  no  clear,  one-sentence  an¬ 
swer  to  Dr.  Marston's  question.  As  was  the  intent  of  the  leg¬ 
islation  which  provided  for  their  establishment,  each  of  the 
nation’s  fifty-five  regional  medical  programs  (RMP)  is  dif¬ 
ferent  from  the  others.  One  wonders  how  they  all  came  into 
being  as  a  result  of  the  same  law. 

Over  the  ensuing  years  they  have  been  tempered  by  influ¬ 
ences  at  the  national  level  (including  supplemental  legisla¬ 
tion  in  1968  and  1970),  at  the  regional  level,  and  at  the 
local  level.  Each  RMP  has  taken  shape  the  way  the  forces 
within  that  region  have  so  ordained. 

In  Pennsylvania  three  RMP's  have  developed,  each  at  its 
own  speed  and  with  its  own  emphases;  and  each  is  adminis¬ 
tered  by  a  different  kind  of  coordinating  body.  In  eastern 
Pennsylvania,  southern  New  Jersey,  and  Delaware  the  coor¬ 
dinating  body  is  the  University  City  Science  Center.  In  the 
western  part  of  the  state,  it  is  the  University  Health  Center 
of  Pittsburgh.  In  the  Susquehanna  Valley  area  the  coor¬ 
dinating  body  is  the  Pennsylvania  Medical  Society. 

Susquehanna  Valley  RMP  entered  what  was  to  be  a  two- 
year  planning  phase  with  a  grant  award  from  HEW,  effec¬ 
tive  June  1,  1967.  Full-time  staff  activities  began  in 
November,  1967,  with  appointment  of  Richard  B. 
McKenzie,  PMS  executive  assistant,  as  director  of  the  pro¬ 
gram. 

Following  the  original  application  plan,  the  twenty-seven 
counties  in  the  region  were  divided  into  four  areas  ac¬ 
cording  to  geography  and  medical  care  patterns.  Area  com¬ 
mittees  were  formed  consisting  of  persons  nominated  by 
concerned  institutions  and  professional,  public,  and  volun¬ 
tary  organizations  in  the  region. 

Through  the  work  of  the  area  committees  and  the  eight 
categorical  task  forces  which  were  appointed,  problem  areas 
were  identified,  solutions  suggested,  and  concrete  solutions 
were  developed. 

The  planning  period  of  SVRMP  soon  gave  way  to  the  op¬ 
erational  phase  in  which,  while  planning  was  continued, 
SVRMP  received  federal  support  for  a  number  of  specific 
activities  which  had  been  proposed.  The  initial  activities 
centered  on  continuing  education  and  training,  and  demon¬ 
strations  of  patient  care. 

The  latter  area  included .  support  for  equipping  and 
training  staff  for  coronary  care  units  at  five  regional  hospi¬ 
tals,  and  for  renovating,  equipping,  and  training  staff  for  a 
stroke  care  unit  at  Mercy  Hospital  in  Altoona.  In  addition, 
first-year  support  for  the  Susquehanna  Valley  Home  Health 
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Services,  Inc.,  serving  Union,  Snyder,  and  part  of  Northum¬ 
berland  County,  was  approved.  Continuing  education 
included  a  library  information  service  provided  in  conjunc¬ 
tion  with  PMS. 

The  information  service,  now  beginning  its  third  year 
with  SVRMP  and  PMS  support,  is  an  extension  of  the  tear 
sheet  and  photocopy  service  which  PMS  alone  had 
previously  provided  for  members.  The  service  makes  avail¬ 
able  to  the  region’s  physicians  and  other  health  profes¬ 
sionals  the  facilities  of  the  Milton  S.  Hershey  Medical 
Center  Library.  Literature  searches,  bibliographies,  pho¬ 
tocopying,  and  loan  of  “hard  copy”  and  audiovisuals  are 
among  the  services  available  by  writing  the  library  or 
calling  collect  (717)  534-8646. 

As  SVRMP  grew,  so  did  the  diversity  of  its  activities.  In 
the  area  of  manpower,  SVRMP’s  Radiological  Health 
Training  Program  is  training  a  new  kind  of  health  worker — 
the  physics  assistant.  In  a  one-year  curriculum  at  Geisinger 
Medical  Center,  SVRMP  is  supporting  the  training  of 
twelve  physics  assistants  over  a  three-year  period.  When 
trained,  the  assistants  will  be  able  to  carry  out  routine  tasks 
in  x-ray  calibration,  radiation  dose  planning,  radiation  sur¬ 
veying,  and  nuclear  medicine  techniques,  and  will  be  famil¬ 
iar  with  the  basic  elements  of  the  physics  of  diagnostic 
radiology. 

SVRMP’s  aid  to  Columbia-Montour  Home  Health  Ser¬ 
vices,  Inc.,  helps  bring  a  number  of  home  services  to  resi¬ 
dents  of  those  two  counties. 

The  “Dial  Access”  information  service  at  Robert  Packer 
Hospital,  initiated  by  the  Central  New  York  RMP,  now  re¬ 
ceives  joint  funding  from  SVRMP  and  provides  five-minute 
“mini-lectures”  on  a  variety  of  medical  subjects. 

Other  current  or  recently-completed  activities  include: 

•  A  pilot  project  for  computerized  analysis  of  EKG's. 

•  A  study  of  the  use  of  allied  health  manpower  in  medi¬ 
cal  practices. 

•  A  regional  program  of  coronary  care  unit  evaluation. 

•  A  series  of  technical  surveys  for  selected  hospitals. 

•  Support  for  a  training  program  in  enterostomal  thera¬ 

py- 

•  A  screening  program  for  asymptomatic  urinary-tract 
infection. 

SVRMP  has  developed  all  of  its  activites  with  the  con¬ 
tinuing  advice  and  guidance  of  its  voluntary  groups 
including  the  Regional  Advisory  Group,  area  committees, 
and  the  Councils  on  Heart  Disease,  Cancer,  Stroke,  Educa¬ 
tion  and  Manpower,  and  Facilities  and  Services.  PMS 
members  make  up  over  40  per  cent  of  the  membership  of 
these  bodies. 

Representatives  of  the  Regional  Medical  Programs  Na¬ 
tional  Advisory  Council,  after  a  recent  visit,  cited  SVRMP 
as  a  model  for  the  fifty-four  other  RMP's  across  the  country 
in  the  area  of  physician  involvement  and  “grass  roots"  plan¬ 
ning. 

SVRMP  brings  people  together  to  discuss  matters  of 
common  concern.  It  encourages  and  stimulates  coopera¬ 
tion — the  basic  ingredient  for  RMP  progress. 

Federally  funded,  but  locally  developed  and  adminis¬ 
tered,  RMP  represents  a  unique  kind  of  government- 
provider  relationship — one  that  is  destined  to  succeed — one 
that  must  succeed.  □ 


EVACUATE  GENTLY 


With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEtf 
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A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  */t  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
class.  And  they  really  respond. 

She  has  another  plan  just 
for  herself.  A  medication  plan 
for  her  hypertension.  And  she's 
also  responding  beautifully. 

More  than  just  another 
antihypertensive,  Ser-Ap-Es 
can  be  a  whole  medication  plan 
for  living  with  hypertension. 

Does  it  get  good  marks  for 
comfort? 

Excellent.  Because 
Ser-Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of  each 
component  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz¬ 
ing  side  effects.  However,  side 
effects  may  occur  (see  prescrib¬ 
ing  information). 

Designed  with  the  kidney 
in  mind? 

Hydralazine  maintains 
or  increases  renal  blood  flow. 
And  the  brain  too? 
Hydralazine  also  relaxes 
cerebral  vascular  tone.  And 
•eserpine  has  beneficial  calm- 
ng  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her  ’ 
“homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 
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Ser-Ap-Es 

Jl.  reserpineO.l  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 

25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey  ?/46 2< 
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The  physician’s  role: 


The  Controlled  Substances  Act  of  1970 

MORRIS  E.  BLATMAN 
Executive  Secretary-Treasurer 
Pennsylvania  Pharmaceutical  Association 


On  May  1,  1971  a  number  of  Federal  Laws  will  go  out  of 
existence,  including  the  Federal  Narcotic  Act  and  will  be 
replaced  by  Public  Law  91-513  commonly  called  the  Con¬ 
trolled  Substances  Act  of  1970  (CSA). 

Briefly  the  law  requires  that  every  person,  not  specifically 
exempted,  who  manufactures,  distributes,  prescribes,  ad¬ 
ministers  or  dispenses  any  controlled  substance,  or  who 
proposes  to  engage  in  any  activity  utilizing  controlled  sub¬ 
stances  must  register  annually  with  the  Attorney  General. 
The  registration  function  will  be  the  responsibility  of  the 
Bureau  of  Narcotics  and  Dangerous  Drugs  (BNDD). 

The  law  recognizes  five  basic  categories  of  Controlled 
Substances. 

C  1  -  L.S.D.,  marijuana,  heroin,  and  all  other  sub¬ 
stances  for  which  there  is  no  generally  acceptable 
medical  use. 

C  II  -  Opium  and  opium  preparations. 

Chemical  equivalents  of  opium  or  opiates,  coca 
leaves  and  products  of  coca  leaves.  Methadone. 
Injectable  forms  of  Methamphetamine.  Also  a 
long  list  of  substances  which  can  cause  addiction 
or  have  a  high  incidence  of  abuse. 

C  III  -  Stimulants  (amphetamines,  phenmetrazine,  solid 
forms  of  methamphetamine,  etc.).  Depressants 
(most  barbituates,  glutethimide.  Nalorphine, 
plus  narcotics  formerly  in  Class  “B”  and 
Paregoric  ). 

C  IV  -  Barbital,  chloral  hydrate,  phenobarbital,  ethima- 

mate,  meprobamate,  etc. 

C  V  -  Those  preparations  which  were  formerly  listed  as 
“exempt”  narcotics. 

For  all  ordinary  use,  substances  in  Schedule  I  are  only 
available  to  persons  specifically  licensed  to  do  research 
work.  Possession  of  these  substances  without  special  autho¬ 
rization  carries  high  penalties.  There  is  a  special  set  of 
penalties  for  possession  of  small  quantities  of  marijuana. 

Dispensing  of  Schedule  II  Controlled  Substances 

Schedule  II  controlled  substances  may  normally  be 
dispensed  only  pursuant  to  a  valid  written  prescription. 
However,  under  certain  emergency  conditions.  Schedule  II 
substances  may  be  dispensed  pursuant  to  the  oral  authoriza¬ 
tion  of  a  prescriber. 

An  “emergency  situation”  is  one  in  which  the  prescriber 
determines: 

“1.  that  immediate  administration  of  the  controlled  sub¬ 
stance  is  necessary  for  proper  treatment  of  the  in¬ 
tended  ultimate  user;  and 

2.  that  no  appropriate  alternative  treatment  is  available. 


including  administration  of  a  drug  which  is  not  a  con¬ 
trolled  substance  under  Schedule  II  of  the  Act,  and 

3.  that  it  is  not  reasonably  possible  for  the  prescribing 
practitioner  to  provide  a  written  prescription  to  be 
presented  to  the  person  dispensing  the  substance,  prior 
to  the  dispensing.” 

In  such  an  emergency  situation,  the  pharmacist  may 
dispense  a  Schedule  II  controlled  substance  on  an  oral 
prescription  provided  that: 

1.  If  the  prescribing  physician  is  not  known  to  the  phar¬ 
macist,  he  must  make  a  reasonable  effort  to  determine 
the  legitimacy  of  the  authorization,  such  as  a  check  in 
the  phone  book  to  verify  the  prescriber's  phone 
number,  call-back,  etc.; 

2.  The  oral  prescription  must  immediately  be  reduced  to 
writing,  containing  all  the  information  normally  con¬ 
tained  in  a  written  prescription,  absent  the  physician's 

signature; 

3.  The  quantity  must  be  limited  to  the  amount  required 
to  treat  the  patient  during  the  emergency  period. 

Thereafter,  within  72  hours  the  prescriber  must  furnish 
the  pharmacy  with  a  written  authorization  for  the  emer¬ 
gency  dispensing,  which  must  be  attached  to  the  written  no¬ 
tation  previously  made  by  the  pharmacist  and  filed  in  the 
Schedule  II  prescription  file.  The  burden  of  supplying  the 
signed  prescription  is  on  the  prescriber;  and  the  prescriber, 
not  the  dispenser,  will  be  penalized  if  this  requirement  is 
not  satisfied.  However,  the  pharmacy  must  inform  BNDD 
if  the  prescriber  fails  to  deliver  the  signed  authorization  as 
required.  The  pharmacy’s  failure  to  do  so  voids  the  original 
oral  authorization,  and  makes  the  emergency  dispensing 
unlawful. 

Prescriptions  for  Schedule  II  substances  may  not  be 
refilled. 

NOTE:  In  a  change  from  prior  practice,  partial  filling  of 
Schedule  II  prescriptions  will  be  permitted  if  the  balance  is 
supplied  within  72  hours.  In  a  partial  Fdling  situation,  a  no¬ 
tation  must  be  made  on  the  prescription  form  and  the 
prescriber  notified. 

The  prescription  label  for  a  Schedule  II  controlled  sub¬ 
stance  must  contain: 

1 .  Date  of  filling 

2.  Name  and  address  of  the  pharmacy 

3.  Name  and  address  of  the  patient 

4.  Name  and  registration  number  of  the  practitioner 

5.  Directions  for  use  and  cautionary  statements,  if  any 

Mr.  Blatman  prepared  these  guidelines  for  PENNSYL¬ 
VANIA  MEDICINE  readers  as  a  special  service  to  the 
Pennsylvania  Medical  Society. 
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6.  Warning  on  transfer  to  other  than  patient  named  on 
the  prescription. 

NOTE:  The  warning  requirement  is  new.  The  address  of 
the  physician  or  the  registry  number  of  the  pharmacy  need 
no  longer  be  placed  on  the  label. 

Schedule  II  substances  will  be  identified  by  the  symbol  C- 

II. 

Dispensing  of  Schedule  III 
and  IV  Controlled  Substances 

Controlled  substances  in  Schedule  III  and  IV,  whether 
narcotic  or  non-narcotic,  may  be  dispensed  pursuant  to  ei¬ 
ther  a  written  or  oral  prescription.  The  usual  requirement 
that  an  oral  prescription  be  promptly  reduced  to  writing 
and  filed  applies.  As  was  the  case  for  DACA  drugs,  a 
prescription  for  Schedule  III  and  IV  controlled  substances 
may  not  be  refilled  more  than  six  months  after  the  date  of 
issue  nor  more  than  five  times  regardless  of  the  date.  Upon 
each  refilling,  the  pharmacist  must  note  on  the  reverse  of 
the  prescription  the  quantity  of  drug  dispensed,  if  less  than 
the  amount  prescribed,  the  date,  and  the  pharmacist’s  ini¬ 
tials. 

After  the  expiration  of  a  Schedule  III  or  IV  prescription, 
additional  quantities  may  be  dispensed  only  on  the  basis  of 
a  new  prescription. 

Labeling  requirements  for  Schedule  III  and  IV  sub¬ 
stances  are  the  same  as  those  for  Schedule  II. 

NOTE:  Although  former  “Class  B”  narcotics  are  subject  to 
more  liberal  dispensing  rules  under  Federal  law,  the  more 
restrictive  requirements  of  state  law  will  still  be  applicable 
in  many  states  at  least  until  state  law  is  conformed  to  the 
new  Federal  law. 

Schedule  III  and  IV  substances  will  be  identified  by  the 
symbols  C-III  or  C-IV,  respectively. 

Dispensing  of  Schedule  V 
Controlled  Substances 

Controlled  substances  in  Schedule  V  may  be  dispensed 
only  for  a  legitimate  medical  purpose,  and  for  some  no 
prescription  is  required.  However,  only  a  pharmacist  may 
dispense  on  OTC  Schedule  V  substance;  a  non-pharmacist 
employee,  even  under  the  direct  supervision  of  a  phar¬ 
macist,  may  not.  However,  once  the  pharmacist  has  fulfilled 
his  responsibility  for  determining  medical  need,  the  actual 
sale  transaction  may  be  completed  by  a  non-pharmacist. 

A  purchaser  must  be  at  least  1 8  years  of  age  and  provide 
suitable  identification.  Not  more  than  240  CC.  (8  oz.)  of 
any  substance  containing  opium,  nor  more  than  120  CC.  (4 
oz.)  of  any  other  Schedule  B  substance  may  be  sold  without 
a  prescription  to  the  same  purchaser  in  any  48-hour  period. 

A  record  book  for  OTC  Schedule  V  substances  must  be 
maintained  and  must  include  the  name  and  address  of 
purchaser,  the  kind  and  quantity  dispensed,  the  date  of  the 
transaction  and  the  initials  of  the  pharmacist. 

NOTE:  Paregoric,  which  could  formerly  be  sold  on  a 
OTC  basis  under  Federal  law  is  now  a  Schedule  III  sub¬ 
stance  requiring  a  prescription. 

NOTE:  All  requirements  pertaining  to  Schedule  III  and 
IV  substances  are  applicable  to  Schedule  V  substances 
dispensed  pursuant  to  a  prescription  except  that  the  refill 
limitations  and  label  warning  regarding  transfer  do  not 
apply. 


Schedule  V  substances  will  be  identified  by  the  Symbol 
C-V. 

Warning  Requirement 

The  dispensed  container  of  all  controlled  substances  in 
Schedule  II,  III  and  IV  must  contain  the  following  warning: 

“CAUTION:  Federal  law  prohibits  the  transfer  of  this 

drug  to  any  person  other  than  the  patient  for  whom  it 

was  prescribed.” 

A  strip-label  or  a  pre-printed  prescription  label  may  be  used 
to  comply  with  this  requirement. 

Security  for  Storage  of  Controlled  Substances 

All  controlled  substances  listed  in  Schedule  II  shall  be 
stored  in  at  least  a  securely  locked,  substantially  constructed 
cabinet. 

Controlled  substances  listed  in  Schedule  III,  IV  and  V 
must  either  be  stored  in  such  a  locked  cabinet  or  dispersed 
throughout  non-controlied  substances  stock  in  such  a 
manner  as  to  obstruct  the  theft  or  diversion  of  the  con¬ 
trolled  substances. 

NOTE:  Former  “Class  X”  products,  including  OTC’s, 
are  subject  to  this  requirement. 

All  physicians  and  pharmacists  who  now  have  a  Federal 
Narcotic  License  issued  by  I.R.S.  will  be  automatically  sent 
registration  forms  after  April  30,  1971.  However,  registra-  I 
tions  will  be  staggered  over  the  entire  year.  Order  forms  will 
be  required  for  all  physicians  and  pharmacists  desiring  to 
buy  controlled  substances  in  CLASS  II.  Until  new  order 
forms  are  available  existing  narcotic  order  forms  may  be 
used.  There  will  be  no  cost  for  order  forms.  Theft  or  loss  of 
order  forms  must  be  immediately  reported. 

Annual  registration  for  physicians  and  pharmacists  will 
be  $5.00. 

The  law  is  fairly  specific  about  who  must  keep  records,  j 
The  physician  is  included  if  he  dispenses  drugs  to  patients 
and  makes  a  separate  charge  or  if  his  patients  know  that  the 
cost  of  drugs  is  included  in  his  regular  fee.  If  he  falls  into  ei¬ 
ther  of  the  categories  then  he  must  take  an  inventory  of  all 
his  drugs  in  Schedule  II,  III,  IV  and  V  on  May  1,  1971.  He 
must  keep  his  purchase  records  available  for  authorized 
agents  and  will  be  required  to  repeat  his  inventory  every  i 
two  years. 

In  summary  the  new  Federal  Law  changes  a  STAMP 
TAX  ACT,  I.R.S.  LAW  to  one  under  the  control  of  the  Jus¬ 
tice  Department.  It  allows  for  emergency  quantities  of  some 
narcotics  to  be  dispensed  on  an  oral  order  which  must  be 
confirmed  in  writing  or  the  pharmacist  is  obligated  to  in¬ 
form  the  Justice  Department  of  the  incompleted  transac¬ 
tion. 

More  controls  are  to  be  exerted  on  the  distribution  of 
narcotics,  tranquilizers,  sedatives,  and  other  items  recog¬ 
nized  as  subject  to  abuse. 

Both  the  pharmacist  and  physician  will  be  required  to 
keep  better  records  of  purchase  and  dispensing  of  these 
drugs  and  the  Justice  Department  has  greater  powers  in 
inspection,  search,  seizure  and  confiscation  of  these  drugs  i 
in  their  manufacture  and  distribution. 

As  of  this  writing  many  regulations  are  yet  to  be  released. ! 
Some  of  the  above  may  be  amended  for  clarification.  En¬ 
forcement  of  many  of  these  regulations  will  be  dependent 
upon  the  amount  of  abuse  that  remains  in  the  distribution 
network. 
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Scott  asks  closer  look  at  FDA-proposed  drug  guides 


Dr.  Charles  C.  Edwards,  Commissioner 
Federal  Food  and  Drug  Administration 

Dear  Commissioner  Edwards: 

I  am  writing  to  express  my  deep  reservations  over  the 
proposed  combination  drug  guidelines  published  by  the 
Food  and  Drug  Administration  in  the  Federal  Register  on 
February  18  of  this  year.  Although  1  endorse  the  expressed 
objectives  of  safety  and  effectiveness  for  combination  drugs, 
I  am  seriously  concerned  that  these  regulations,  in  practice, 
will  have  an  adverse  impact  upon  the  pharmaceutical  in¬ 
dustry,  the  medical  profession,  and  on  society  as  a  whole. 

Immediately  involved,  as  1  understand  it,  are  many 
hundreds  of  important  and  useful  prescription  and  non- 
Drescription  drug  products,  on  which  thousands  of  patients 
ire  currently  relying  for  their  well-being.  I  have  received  a 
?reat  deal  of  mail  from  constituents  who  fear  that  products 
hey  consider  essential  to  their  own  good  health  may  soon 
ae  taken  away  under  the  FDA  proposal.  The  majority  of 
:hese  products,  I  further  understand,  have  been  on  the 
narket  for  many  years. 

Despite  this,  the  Food  and  Drug  Administration  has  now 
ipparently  decided  to  question  the  “rationale”  for  fixed 
Combination  drugs,  and  the  degree  of  proof  that  should  be 
•equired  to  assess  the  contribution  each  individual 
ngredient  makes  to  the  claimed  effect  of  the  product  as  a 
vhole.  I  am  not  aware,  however,  that  any  question  of  safety 
s  involved. 

What  I  am  aware  of  is  the  considerable  apprehension 
vithin  the  medical  and  pharmaceutical  fields  expressed  to 
ne  by  professionals  who  fear  that  the  FDA  proposal  will 
hreaten  the  future  outlook  for  pharmaceutical  research  by 
iiverting  resources  of  time  and  money  away  from  the  devel- 
jpment  of  new  drugs  to  the  re-testing  of  drug  products  al¬ 
ready  considered  safe  for  their  prescribed  uses.  It  has  been 
uggested  also  that  the  FDA  proposal  will  result  in  an  un- 
;  ustifiable  interference  with  the  prescribing  and  use  of  im- 
.  )ortant  drugs  products.  If  this  assumption  is  correct,  such 
[  action  would  be  in  sharp  contrast  with  the  Nixon  Adminis¬ 
tration's  1968  platform  pledge  of  "diligence”  in  "protecting 


the  traditional  patient-doctor  relationship  and  the  integrity 
of  the  medical  practitioner.” 

Moreover,  it  would  appear  that  the  affect  of  these  regula¬ 
tions,  if  fully  implemented,  would  be  to  significantly 
increase  medical  care  costs  not  only  to  individual  patients, 
but  also  to  the  Federal  Government  in  its  support  of  health 
programs.  Such  an  increase  would  seem  unavoidable  if  it 
becomes  necessary  to  purchase  individually  those  ingre¬ 
dients  now  available  in  single  fixed-combination  drugs. 

Patient  reaction  and  acceptance,  I  believe,  also  have  to  be 
considered.  Obviously,  a  multiplicity  of  injections,  if 
required,  would  increase  patient  discomfort.  I  see  also  a  po¬ 
tential  health  hazard  in  the  fact  that  some  private  individu¬ 
als,  lacking  medical  knowledge,  may  nevertheless  attempt  to 
put  together  their  own  non-prescription  combinations  in 
order  to  duplicate  a  product  which  they  have  found  effec¬ 
tive  over  the  years,  but  which  is  no  longer  available. 

Finally,  I  question  whether  your  Agency  has  the  authori¬ 
ty  to  apply  retroactively,  to  products  which  have  long  been 
regarded  as  safe  and  effective  for  their  intended  uses,  the 
requirements  for  new  drug  approval  contained  in  the  1962 
amendments  to  the  Federal  Food,  Drug  and  Cosmetic  Act. 
This  would  appear  to  be  contrary  to  the  Congressional  in¬ 
tent  underlying  the  1962  amendments. 

In  summary,  I  believe  the  FDA’s  February  18  proposal 
leaves  unresolved  serious  issues  of  fact  and  law.  I  would 
urge,  therefore,  that  the  Food  and  Drug  Administration 
carefully  consider  withdrawing  this  statement  until  a 
broader  examination  of  its  public  policy  issues  can  be  un¬ 
dertaken.  Specifically,  I  would  respectfully  request  that  the 
FDA  consider  not  only  the  views  of  those  with  whom  you 
have  already  conferred,  but  additionally,  that  extensive  con¬ 
sideration  be  given  to  the  valued  professional  judgment  of  a 
great  many  other  medical  practitioners,  including  persons 
highly  regarded  in  academic  medicine. 

Your  personal  consideration  and  assistance  will  be 
greatly  appreciated. 

Hugh  Scott,  U.S.  Senator 
Pennsylvania 
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Liberalized  abortion  laws  as  a  social  experiment 


The  indications  for  abortion  have  become  an  increasingly 
debatable  issue  for  physicians  with  the  adoption  of  liberal 
abortion  laws  by  many  states. 

As  with  any  change  in  social  moves  sanctioned  by  legisla¬ 
tive  action,  new  problems  will  most  likely  be  created  and 
some  old  ones  intensified  for  the  medical  profession. 

In  this  issue  of  PENNSYLVANIA  MEDICINE,  Sadoff  and 
Owens  write  about  the  role  of  the  psychiatric  consultant  in 
therapeutic  abortion.  The  article,  which  merits  the  attention 
and  thoughtful  reflection  of  all  physicians,  appears  on  page 
63.  Another  general  article  on  abortion  appears  on  page  59. 
Written  by  PMS  Director  of  Communications  Dane  S. 
Wert,  it  is  a  timely  account  of  facts  on  the  subject. 

Criteria  defining  what  constitutes  a  contraindication  for 
abortion  at  present  are  unclear  from  the  psychiatric  view¬ 
point.  In  those  states  where  the  abortion  law  has  been  liber¬ 
alized,  no  provision  has  been  made  for  specific  psychiatric 
guidelines  to  assist  in  minimizing  the  risk  of  post-abortion 
“emotional  harm.”  As  a  result,  reputable  hospitals  and  their 
abortion  committees  are  facing  the  challenge  of  deter¬ 
mining  what  their  institutional  policies  and  attitudes  will  be 
toward  abortion  performed  for  family,  social,  religious,  or 
economic  reasons.  At  present  any  changes  will  have  to  be 
made  without  the  benefit  of  any  generally  acceptable  specif¬ 
ic  psychiatric  indications  or  contraindications  that  will  pro¬ 
tect  the  emotional  well  being  of  the  patient. 

It  has  been  well  documented  that  abortion  as  a  surgical 
procedure  carries  little  physical  risk  to  the  patient  when 
performed  in  the  hospital  setting  by  well-trained  surgeons 
or  obstetricians. 

If  this  were  the  medical  profession’s  only  responsibility. 


our  problem  would  be  simple.  However,  if  we  are  to  care 
for  the  patient  as  a  total  human  being  we  cannot  ignore  the 
lack  of  reasonably  specific  psychiatric  safeguards  for  these 
patients. 

Since  the  revision  of  abortion  laws  is  in  reality  a  social 
experiment  sanctioned  by  legislative  action,  the  same 
precautions  and  protections  should  be  applied  as  in  a  exper¬ 
imental  procedure  involving  human  lives.  Heart  transplant 
guidelines  were  established  to  protect  the  donor  and  the  re¬ 
cipient  well  in  advance  of  the  first  human  heart  transplant. 
Women  subjected  to  social  experimentation  that  exposes 
them  to  unknown  risks  should  be  afforded  the  same  protec¬ 
tion  by  the  medical  profession. 

The  paucity  of  psychiatric  knowledge  in  this  area 
requires  that  behavorial  science  studies  be  established  to 
gather  urgently  needed  data  that  will  have  prognostic  value. 
Obviously  this  is  not  an  easy  task  to  undertake  and  is  filled 
with  opportunities  for  misinterpretation  of  data  because  of 
the  emotional  aspects  of  this  issue.  This  should  not  deter  ef¬ 
forts  to  acquire  this  knowledge  by  objective  scientific 
studies. 

Neighboring  state  legislatures  have  broadened  their  abor¬ 
tion  laws.  Little  information  has  been  obtained  from  their 
experiences.  In  Pennsylvania  the  legal  situation  awaits  fur¬ 
ther  court  and  legislative  action  to  determine  the  legality  of 
abortion.  Perhaps  now  is  the  time  to  declare  a  moratorium 
on  further  liberalization  of  abortion  laws  in  Pennsylvania 
while  we  try  to  learn  from  the  experiences  of  our  sister 
states.  By  so  doing,  we  will  be  able  to  delineate  more  clearly 
the  appropriate  medical,  legal  and  social  indications  for 
abortion. 

DAS 


Water  pollution— physician  challenge 


The  environment,  and  in  particular  water,  has  interested 
the  physician  since  the  early  days  of  medicine.  Hippocrates, 
in  his  work  “Air,  Waters  and  Places,”  dealt  with  urban  de¬ 
velopment  in  Ancient  Greece.  This  treatise  was  written  as  a 
guide  for  the  physician  to  broaden  his  knowledge  with 
regard  to  the  environment  in  which  he  lived  and  worked. 

Today  as  in  the  past,  but  to  a  more  complex  degree,  we 
are  faced  with  a  serious  problem  of  the  conservation  of  our 
water  quality  and  quantity.  The  problem  of  water  pollution 
in  this  country  is  not  a  new  one.  It  dates  back  to  the  era 
when  John  Smith  floated  up  the  Potomac  River  and  found  a 
shallow  river  with  much  silt  and  mud  near  the  shore.  The 
heavy  sediment  came  from  the  intensive  farming  very  early 
in  our  colonial  history.  Dredging  of  the  Potomac  began 
about  1805  and  was  continued  unabated  into  the  present 
and  will  go  on  into  the  future. 

Because  of  the  environment’s  direct  bearing  on  the  health 
of  individual  patients  and  because  of  its  impact  on  health 
groups,  it  is  logical  now  as  it  was  in  the  past  for  the 
physicians  to  assume  an  active  and  responsible  role  in 


resolving  modern  health  issues.  In  recent  times  the  role  of 
the  physician  has  been  assumed  by  other  people  through 
default,  apathy  or  indifference  on  the  part  of  the  physician.! 
The  community  expects  to  be  advised  by  the  physician  on 
matters  of  environmental  health  and  the  physician  should 
know  the  subject  so  he  can  converse  intelligently  about  en¬ 
vironmental  health  issues.  Certain  physicians  such  as  indus¬ 
trial  physicians,  allergists,  psychiatrists,  epidemiologists, 
physicians  trained  in  pulmonary  or  infectious  diseases, 
preventive  medicine,  dermatology,  and  toxicology  should 
be  particularly  interested.  All  physicians  need  to  become  in¬ 
volved  in  the  problems  of  our  environment  and  help  guide 
the  community  in  making  meaningful  and  medically  correct 
decisions  with  regard  to  this  matter. 

The  rapid  population  growth  rate,  increased  expansion  ol 
our  urban  centers  with  the  formation  of  enormous  multi 
city  complexes,  and  the  rapid  development  of  industry  anc 
transportation  has  created  massive  problems  of  water  pollu 
tion.  There  are  new  energy  sources  and  synthetic  chemical 
as  well  as  newly  isolated  infectious  agents  that  contribute  t(  P 
our  water  pollution  problems.  Because  we  had  an  abun 
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dance  of  clean  water,  the  public  has  developed  poor  habits 
and  bad  attitudes  which  have  not  changed  rapidly  enough. 
This  has  resulted  in  a  problem  of  becoming  “clean  water” 
poor  in  certain  areas. 

Water  pollution  can  take  the  form  of  solids,  suspended 
solids,  liquids,  or  gases  dissolved  in  water.  These  can  come 
from  natural  sources  or  be  man  made.  Natural  waters,  how¬ 
ever,  have  many  living  organisms  which  can  drastically  ef¬ 
fect  the  course  of  events  in  a  given  water  system.  All  of 
these  substances,  living  and  nonliving,  may  flow,  disperse, 
or  interact  chemically  and/or  physically  before  they  reach  a 
final  location  such  as  the  ocean  or  a  receptor  such  as  a  fish, 
etc.  or  settle  out  on  the  bottom  of  the  waterway.  H2O  is  an 
unvarying  chemical  compound  and  is  never  found  as  such 
in  natural  sources  but  is  always  contaminated.  It  is  consid¬ 
ered  polluted  if  it  is  not  suitable  for  its  intended  use: 
domestic,  industrial,  agricultural,  propagation  of  fish,  recre¬ 
ation,  etc. 

Organic  pollution  from  sewage  is  a  crucial  problem. 
Many  cities  still  dump  untreated  or  primarily  treated  waste 
nto  our  streams.  In  many  cases  streams  are  not  able  to  as- 
iimilate  the  organic  load.  Moreover,  sanitary  and  storm 
>ewers  are  in  many  cases  combined,  causing  all  of  the  flow 
:o  go  through  the  treatment  facility. 

Human  waste  is  only  part  of  the  problem.  One  cow  gen- 
;rates  as  much  organic  waste  as  sixteen  human  beings  and 
n  total,  farm  animals  produce  many  times  as  much  organic 
vaste  as  human  population.  Much  of  this  finds  its  way  into 
>ur  streams.  With  today’s  large  facilities  for  growing  farm 
mimals,  these  units  become  troublesome  problems  that  are 
arely  handled  in  a  satisfactory  manner. 

Industrial  activity  is  another  great  source  of  organic 
vaste.  Excessive  organic  pollution  overburdens  the  capacity 
>f  the  streams  to  purify  themselves  by  bacterial  degradation 
md  reoxygenation,  thus  creating  a  eutrophication  of  the 
tream. 

1  Inorganic  materials  such  as  phosphates  and  nitrates  are 
fery  difficult  to  remove  from  sewage  even  by  primary  and 
econdary  treatment.  Part  of  the  phosphates  come  from 
irine  and  feces.  Detergents  account  for  30-40  percent  of  the 
lolyphosphates.  The  people  of  Detroit  and  Cleveland  may 
lave  clean  clothes  but  tney  are  paying  for  that  with  a 
•olluted  Lake  Erie.  Nitrogen  in  various  forms  is  used  to  fer- 
ilize  fields  for  maximum  production.  Nitrogen,  regardless 
>f  form,  is  converted  to  nitrate  in  the  soil,  and  at  least  some 
•f  the  nitrogen  finds  its  way  into  our  streams.  Given  water, 
unlight,  phosphates,  nitrate,  etc.,  algae  blooms  will  grow 
nd  liberate  oxygen.  But  on  days  when  we  have  little  or  no 
unshine,  an  anaerobic  is  created  that  may  be  unpleasant. 

Metallic  elements  such  as  mercury  are  creating  some 
oncern  because  of  the  high  concentration  found  in  fish, 
ome  fish  now  have  such  a  high  concentration  that  they  are 
ot  safe  to  eat.  Other  elements  such  as  copper  and  zinc 
/hen  found  separately  in  waters  seem  to  have  no  dele- 
jrious  effect,  but  when  the  same  concentrations  are  found 
1  combination,  fish  kills  have  occurred.  In  this  regard  it  is 
'orth  keeping  in  mind  reports  suggesting  that  the  incidence 
f  certain  forms  of  cancer  and  vascular  disease  are 
orrelated  with  differences  in  geological  formation  and  in 
le  mineral  content  of  water  supplies.  Hopefully  more 
bsearch  in  this  area  will  be  done. 
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Runoff  can  also  hamper  the  assimilation  of  waste  by 
causing  small  particles  to  be  carried  into  streams.  The  water 
thenis  polluted  by  solids,  thus  hampering  the  sunlight  from 
penetrating  into  the  water.  This  causes  a  decrease  in  the  or¬ 
ganic  reduction  by  the  organisms  that  require  sunlight  and 
consequently  an  anaerobic  situation  occurs  in  the  stream. 
These  small  particles  may  settle  out  and  build  up  on  the 
bottom  of  the  stream  and  cause  a  potentially  hazardous  situ¬ 
ation. 

In  order  for  the  organisms  in  air  streams  to  grow  to 
desirable  populations  and  to  assimilate  the  waste,  certain 
temperatures  must  be  maintained.  Thermal  pollution,  that  is 
the  increase  of  the  temperature  of  the  stream  by  whatever 
means,  causes  an  imbalance  and  undesirable  effects  in  our 
waterways.  Power  stations,  and  in  particular,  nuclear  power 
uses  the  water  and  generally  returns  it  to  our  streams  with 
an  increase  in  temperature.  This  increase  in  temperature  is 
enough  in  many  instances  to  make  an  adequate  stream 
degrade  to  a  very  undesirable  state. 

Radioactive  spillage  from  atomic  related  industries  may 
cause  a  great  deal  of  radioactive  pollution  and  could  make 
the  water  supply  deficient  for  many  uses  as  well  as  increase 
the  radioactivity  of  the  plant  life  of  the  stream.  Accidental 
spillage  of  radioactive  material  is  also  a  constant  possibility. 

Determining  the  relative  significance  of  man-made 
sources  of  water  pollution  is  complicated  by  the  fact  that 
contaminants  often  enter  water  in  a  complex  mixture  whose 
specific  chemical  identities  are  largely  unknown.  This  dif¬ 
ficulty  can  be  partially  by-passed  by  describing  stream 
pollution  in  terms  of  certain  collective  characteristics.  One 
of  these  characteristics  is  the  Biochemical  Oxygen  Demand 
(BOD)  which  is  a  measurement  of  the  weight  of  dissolved 
oxygen  consumed  in  the  biological  process  of  that 
degradable  organic  matter  that  enters  our  natural  wa¬ 
terways.  The  demand  that  is  put  into  our  streams  from  a 
chemical  standpoint  is  measured  by  the  Chemical  Oxygen 
Demand  (COD)  in  a  similar  way  to  the  BOD.  Another  col¬ 
lective  characteristic  is  the  weight  of  suspended  solids  only 
part  of  which  are  settleable.  These  are  some  of  the 
parameters  used  to  determine  how  efficient  the  treatment  of 
our  waste  products  are  and  how  well  a  stream  can  handle  a 
waste  load. 

The  treatment  of  our  domestic  and  industrial  wastes  are 
basically  by  primary,  secondary  and  tertiary  treatment.  The 
primary  treatment  consists  of  sedimentation  of  solids  which 
remove  a  large  percentage  of  the  BOD.  The  secondary 
system  consists  of  the  primary  plus  a  biological  system 
(usually  trickling  filter  or  activated  sludge)  to  further  reduce 
the  organic  material  and  in  most  cases  there  is  also  chemi¬ 
cal  coagulation  used  with  these  systems  as  well  as  chlorina¬ 
tion  of  the  effluent.  Tertiary  treatment  includes  the  first  two 
steps  plus  the  use  of  lagoons  to  further  help  in  the  degrada¬ 
tion  process.  This  by  far  is  oversimplification  of  the  process 
but  is  only  mentioned  to  acquaint  the  reader  with  the 
processes.  In  some  cases  these  methods  with  all  their  ex¬ 
pense  and  physical  facilities  are  not  sufficient  to  reduce 
pollution  to  a  degree  that  the  streams  can  assimilate  the 
load  without  harmful  effects.  To  add  insult  to  injury  most 
communities  have  combined  sewage  systems;  that  is,  the 
sanitary  and  storm  sewers  are  one  system,  and  all  this  vol¬ 
ume  has  to  be  treated  at  the  treatment  plant. 
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The  medical  aspects  of  polluted  water  have  been  ob¬ 
served  over  the  years.  While  typhoid  does  not  appear  to  be  a 
significant  problem  in  this  country  at  the  present  time, 
other  water-borne  diseases  have  resulted  from  fecal  or 
chemical  contaminations.  Serious  epidemics  of  heptaitis 
have  been  traced  to  consumption  of  clams  from  areas 
polluted  with  large  quantities  of  sewage.  Death  from  sal¬ 
monella  typhimurium  has  been  reported.  Water-borne  gas¬ 
troenteritis  epidemics  have  also  been  documented.  Now 
mercury  is  reaching  concentrations  that  are  becoming 
alarming.  Drinking  water  with  elevated  nitrate-nitrogen  has 
been  known  to  cause  methemoglobinemia  or  cyanosis  in  in¬ 
fants.  The  long  term  effects  of  small  amounts  of  pollution 
have  not  been  well  evaluated  and  in  fact  literature  in  this 
area  is  sparse. 

Water  means  many  things  to  many  people.  To  some  peo¬ 
ple,  it  is  a  lake  on  which  to  water  ski  or  sail,  to  others  it  is  a 


stream  in  which  to  fish  or  perhaps  a  pleasant  place  to  walk 
beside.  To  some  it  is  a  place  to  dispose  of  waste.  Recreation 
is  a  large  industry  in  Pennsylvania  today  and  it  will  proba¬ 
bly  continue  to  grow.  Water,  our  most  precious  natural 
resource,  must  be  preserved  so  that  we  can  all  benefit  from 
its  many  uses.  The  physician  should  be  involved  because  he, 
more  than  anyone  else,  is  striving  for  better  health  for  all  in¬ 
dividuals  and  the  physician  is  the  best  qualified  individual 
to  lead  such  a  cause.  Too  often  individuals  striving  for  po¬ 
litical  power  assume  the  lead  of  such  a  cause  and  the  end 
results  are  less  than  satisfactory.  The  health  of  our  society 
could  be  at  stake  and  rational  judgments  need  to  be  made 
with  respect  to  our  environment.  Let  each  of  us  show  the 
leadership  that  he  is  capable  of  showing  in  an  area  that  is 
ours  to  lead. 

JOSEPH  J.  SCHWERHA,  M.D.,  CHAIRMAN 
PMS  Commission  on  Environmental  Health 


r Let  George  say  it 1 


The  crudest  cut  of  all 

GEORGE  A.  ROWLAND,  M.D. 
Millville 


Family  doctors  have  undergone  much  abuse  over  the  past 
thirty  years.  They  have  been  derided  and  called  obsolete  by 
specialists.  Often  the  general  public  has  considered  them  to 
be  physicians  of  low  stature.  Only  recently  have  their 
bloody  and  bandaged  heads  begun  to  be  raised  again  as  full 
scale  members  of  the  medical  team. 

In  this  respect  it  seems  almost  unfair  that  the  president  of 
the  United  States  should  have  to  uncover  a  brand  new, 
highly  lethal  and  possibly  illegal,  weapon  to  push  them  back 
down.  It  was  as  if  he  had  unleashed  an  ICBM  to  destroy 
some  unruly  mosquitoes.  The  situation  of  which  I  speak  was 
in  the  nature  of  a  Christmas  surprise.  Like  the  visit  of  Santa 
Claus  it  was  done  silently  without  fanfare.  Even  now  only  a 
handful  of  people  are  aware  of  what  happened. 

It  began  with  a  bill  named  Yarborough-Rooney  for  its  in¬ 
troducers  in  the  House  and  Senate.  Financially  it  was  a 
midget  carrying  a  price  tag  of  less  than  five  hundred  million 
dollars.  Looking  back,  its  particulars  were  not  earth 
shaking.  It  would  have  provided  funds  to  medical  schools  to 
set  up  departments  of  family  practice. 

Some  people  feel  that  the  only  answer  to  the  present 
shortage  of  medical  care  in  the  United  States  is  to  turn  out 
more  broadbased  providers.  So  far  very  few  schools  have 
made  any  effort  to  improve  their  production  of  this  kind  of 
doctor.  Only  money  can  cause  such  a  rapid  reorientation. 
The  AAGP  strongly  supported  this  bill.  Leaders  of  the 
AM  A  backed  them  up.  The  few  negative  voices  at  the 
hearings  were  from  government  and  the  medical  schools 
themselves. 

It  looked  as  though  nothing  could  stop  such  a  worthwhile 
endeavor.  The  Senate  approved  it  with  only  one  “no”  vote. 
The  House  of  Representatives  did  the  same.  Although  the 
President  was  known  to  be  antagonistic,  there  were  plenty 
of  votes  to  override  a  possible  veto.  Then  came  the 
Christmas  present. 


As  every  school  boy  should  know,  the  president  has  sev¬ 
eral  options  with  regard  to  a  Congressional  bill. 


1. 

2. 


3. 


He  may  sign  it,  giving  it  his  approval. 

He  can  veto  it,  in  which  case  it  returns  to  Congress 
where  he  may  be  overruled  by  a  two-thirds  vote  of 
each  House. 

He  can  fail  to  sign  it  and  after  fifteen  days  when 
Congress  is  in  session,  it  becomes  law  without  his  sig- ! 
nature. 

4.  His  failure  to  sign  when  Congress  adjourns  within  fif¬ 
teen  days  constitutes  a  pocket  veto  and  the  bill  goes 
into  limbo  and  must  start  again  at  the  bottom  of  the 
ladder  if  it  is  ever  to  become  law. 

It  was  a  totally  new  maneuver  that  the  White  House  ar-j 
ranged  to  celebrate  this  Christmas  party.  The  bill  had  been 
passed  in  plenty  of  time  so  that  Congress  would  remain  in 
session  for  fifteen  days  thereafter.  Unfortunately,  as  ha: 
been  customary  since  time  immemorial.  Congress  recess* 
for  a  very  short  Christmas  holiday.  This  was  all  that  wa: 
needed  and  it  was  announced  that  the  bill  was  dead  as  th< 
president  had  not  signed  it  prior  to  the  short  recess. 

This  interpretation  has  been  very  upsetting  to  students  c 
the  Constitution.  There  is  no  record  that  any  president  i 
the  past  has  ever  used  this  gimmick.  The  matter  is  no’ 
being  challenged  in  the  courts.  The  outcome  is  far  from  a: 
sured.  If  the  bill  supporters  are  unsuccessful  they  will  pro! 
ably  re-introduce  a  similar  bill. 

The  question  that  comes  to  mind  as  a  result  of  these  sh 
nanigans  is  why  should  anyone  go  to  this  much  trouble  : 
attack  a  relatively  downtrodden  group.  It  is  hard  to  fir 
anything  really  wicked  in  the  features  of  the  bill.  A 
parently,  someone  with  the  ear  of  the  president  felt 
strongly  about  the  matter  that  they  were  prepared  to  alt 
the  very  procedures  of  government  in  order  to  attain  tht 
end.  Who  could  it  be? 
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epanil  Ten-tab 

■  (continuous  release  form) 

liethylpropion  hydrochloride,  N.F.) 


Vhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
jpport  for  the  weight  control  program  you  recommend. 
EPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
bss.  Weight  loss  is  significant— gradual— yet  there  is  a  rela- 
|vely  low  incidence  of  CNS  stimulation. 

xitraindications:  Concurrently  with  MAO  inhibitors.  In  patients  hypersensitive  to 
s  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse, 
arning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
itients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
3  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Averse  Reactions;  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
sosant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
casionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  Include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u  s  patent  no.  3.cxm,9io 

^  ,  THE  NATIONAL  DRUG  COMPANY 

£\\  I  DIVISION  OF  RICHARDSON-MERRELL  INC. 

n  U  1  PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —  Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains.-  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Qumamm 

^  (quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


the  compound  analgesic 
that  calms  instead  of  caf  feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a  quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a  sedative  rather  than  a  stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

llNrli  |  /"V /■  ■&% /''V  Phenaphen  with  Codeine 

Willi  E  1  II  |frJ|f  Ifr-*  Nos.  2,  3,  or  4  contains: 

»  "  *  VI  *  V'V/VIVII  IV  Phenobarbital  (>/4  gr.), 
16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2l/2  gr.),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate.  0.031  mg.;  Codeine 
phosphate,  (4  gr-  (No.  2),  l/2  gr.  (No.  3),  or  1  gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2  and  No.  3 — 1  or  2  capsules  every  3  to  4  hours 
as  needed:  Phenaphen  No.  4 — 1  capsule  every  3  to  4  hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 

/1'H'f^OBINS 


'head  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  AHf^OBINS 

A  U  □ 

prescribing  information  appears  on  next  page 


Dimetapp 

Extentabs 


Dimetane®  (brompheniramine  maleate),  12  mg.;  phenyl¬ 
ephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


A.  H.  Robins  Company 
Richmond,  Va.  23220 


PRimER 

PLUS 

Flexoplasf 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller¬ 
gic  manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea¬ 
sonal  allergies,  sinusitis,  rhinitis,  con¬ 
junctivitis  and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain¬ 
dicated  during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry¬ 
ing  and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron¬ 
chial  asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu¬ 
lar  diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma¬ 
chinery,  etc.  Patients  receiving  antihista¬ 
mines  should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac¬ 
tions  to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi¬ 
tude,  giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick¬ 
ening  of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo¬ 
tension/hypertension,  headache,  faint¬ 
ness,  dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar¬ 
rhea,  constipation,  and  epigastric  dis¬ 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


A  practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi¬ 
cated  bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a  more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre¬ 
quent  changing  of  the  dressing  is  elimi¬ 
nated.  The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


•  ••  Edward  Taylor  Ltd.  ••••• 

A  Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□  literature 

□  samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name . M.D. 

Address  . 

City . 

State . Zip . 
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cancer  forum 


Why  Fuss  With  Proctoscopy? 

VICTOR  GILBERTSEN,  M.D. 

Assistant  Professor  of  Surgery 
Director  of 

University  of  Minnesota  Hospital 


In  the  detection  and  diagnosis  of  in¬ 
ternal  cancers,  proctosigmoidoscopy  is 
by  far  the  most  efficacious  available 
diagnostic  procedure,  and,  in  fact,  is  of 
such  outstanding  merit  as  to  permit  de¬ 
tection  of  more  potentially  curable  vis¬ 
ceral  cancers  than  found  by  all  other 
endoscopic  procedures  combined  plus 
the  total  of  all  available  contrast  media 
diagnostic  x-ray  procedures. 

The  results  of  a  twenty-year  study  at 
the  Cancer  Detection  Center  at  the 
University  of  Minnesota,  which  now 
include  more  than  80,000  proctos¬ 
copic  examinations  of  persons  45  years 
of  age  and  older,  show,  in  addition, 
that  extensive  specialized  training  is 
not  required  to  perform  this  examina¬ 
tion,  that  the  procedure  is  not  exces¬ 
sively  time-consuming,  that  patient 
tolerance  and  cooperation  nearly 
always  are  excellent,  that  anesthesia  is 
seldom,  if  ever,  required,  and  that 
inadvertant  intestinal  perforation, 
while  obviously  a  consideration,  has 
only  occurred  three  times  in  the 
80,000  examinations  which  have  been 
done  at  the  Center. 

Cancer  of  the  large  intestine  is  the 
most  commonly-occurring  visceral 


neoplasm  in  this  country,  has  caused 
more  deaths  during  the  past  50  years 
than  any  other  cancer,  and  for  most 
patients  the  diagnosis  continues  to  be 
made  only  after  the  growth  and  spread 
of  the  tumor  make  futile  best  efforts 
for  cure  of  the  disease.  Two-thirds  of 
the  cancers  which  occur  in  the  large 
intestine,  by  fortunate  circumstance, 
are  primary  in  the  distal  25  cm  of  large 
bowel,  the  area  which  permits  direct 
proctosigmoidoscopic  visualization  of 
even  the  smaller  lesions. 

The  observation  is  neither  new  nor 
unique,  of  course,  •  that  proctosig¬ 
moidoscopy  is  indicated  as  a  portion 
of  the  evaluation  of  patients  with  a  his¬ 
tory  of  rectal  bleeding,  of  those  with 
complaints  suggestive  of  hemorrhoids, 
for  patients  with  a  history  of  a  change 
in  bowel  habits,  for  older  persons  with 
unexplained  anemia,  and  for  patients 
with  a  number  of  other  findings:  the 
indications  for  proctosigmoidoscopic 
examination  are  well  established  in  cir¬ 
cumstances  such  as  these. 

The  somewhat  newer  concept,  and 
one  worthy  of  our  attention,  is  that  of 
making  the  diagnosis  for  patients  with 
cancers  of  the  lower  bowel  prior  to  the 


time  of  the  appearance  of  symptoms 
which  force  the  patient  to  seek  medical 
help  and  which  suggest  to  the  physi¬ 
cian  the  possibility  of  serious  illness. 
The  extensive  experience  of  the 
Cancer  Detection  Center  study 
strongly  suggests  that  once  patients  are 
on  a  program  of  routine,  annual  proc¬ 
tosigmoidoscopic  examinations,  the 
risk  of  death  from  cancers  primary  in 
the  distal  25  cm  of  bowel  is  very 
nearly  entirely  obviated  and  the  in¬ 
dications  for  extensive  surgical  proce¬ 
dures  markedly  reduced. 

Thus,  for  the  patient  with  symptoms 
suggestive  of  the  possibility  of  intesti¬ 
nal  cancer  the  usual  standards  of  good 
medical  practice  require  the  consider¬ 
ation  of  proctosigmoidoscopy  as  a  por¬ 
tion  of  the  examination;  and  for  pa¬ 
tients —  especially  those  in  the  45  and 
older  age  group —  for  whom  the 
physician  desires  to  offer  the  opportu¬ 
nity  to  markedly  reduce  the  risk  of 
death  from  intestinal  cancer,  routine 
periodic  proctosigmoidoscopy  is  a 
procedure  to  be  strongly  considered  in 
any  program  of  comprehensive  medi¬ 
cal  care. 


CANCER  FORUM  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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A  valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu¬ 
monias  or  neonatal  sepsis— Kantrex*  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


Because  of  potential  ototoxicity, 
official  package  circular. 


carefully  as  outlined  in  the 


.  S' 


1 0  years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex®against 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


many 


dications:  Serious  infections  due  to  susceptible  strains  of  E.  coh,  Proteus  sp.. 
iter obac ter  aerogenes.  K  pneumoniae,  Serratia  marcescens  and  Mima-Herellea. 
ulture  and  sensitivity  studies  should  be  performed'. 

bntramdications:  A  history  of  hypersensitivity  to  the  drug.  Prior  auditory  damage 
kanamycin  or  other  agents  may  be  a  contraindication  if  effective  alternative 
i*rapy  is  available. 

recautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 
^function  when  treatment  lasts  more  than  5  days.  Stop  Kantrex  if  tinnitus  or 


Warning  Irreversible  deaf  ness  can  oc-  N 
cur.  Tinnitus  or  vertigo  may  also  occur 
and  indicate  vestibular  damage  and  im¬ 
pending  deafness.  The  risk  is  sharply  increased 
with  renal  dysfunction.  In  such  cases,  decrease  size 
and  frequency  of  doses.  Discontinue  kanamycin  and 
check  hearing  if  azotemia  increases.  Watch  carefully  for  oto- 
toxicity  in  older  patients  and  patients  receiving  more  than  1  5  Gm.  of  kana¬ 
mycin.  To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post¬ 
pone  intraperitoneal  instillation  in  post  operative  patients  until  recovery 
from  anesthesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of 
other  ototoxic  drugs  including  ethacrynic  acid.  Safety  in  pregnancy  is  not 
established. 


ef  Summary  of  Prescribing 
ormation  (8)  7/8/70.  For  com- 
>te  information,  consult  Official 
ckage  Circular. 


hearing  loss  occurs.  Hydrate  patients 
to  prevent  chemical  irritation  of  the 
renal  tubules.  Assess  renal  function 
periodically,  both  before  and  during  ther¬ 
apy.  If  signs  of  renal  irritation  occur  (casts, 
cells,  proteinuria)  increase  hydration  and  re¬ 
duce  the  dosage  or  the  frequency  of  dosage  if  neces¬ 
sary— in  azotemic  patients  the  frequency  (in  hours)  of 
doses  may  be  obtained  by  multiplying  the  serum  creatinine 
by  9.  If  azotemia  or  oliguria  occur,  discontinue  therapy.  Mycotic 
or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias. 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not 
exceed  1.5  Gm.  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg./Kg./12 
hours  I.M.  The  average  adult  dose  is  1  Gm.  daily.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  occurs  in 
3  to  5  days,  stop  therapy  and  recheck  the  bacterial  sensitivities.  Hydrate  patients 
well  to  minimize  renal  irritation.  Inject  deeply  into  the  upper  outer  quadrant  of 
the  gluteal  muscle  Discard  partially  used  vials  after  48  hours.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Supplied:  Rubber  capped  vials  as  a  ready-to-use  sterile  aqueous  solution  in  two 
concentrations:  0.5  Gm.  in  2  ml.  and  1.0  Gm.  in  3  ml.  Also  available— Pediatric 
Injection  75  mg.  in  2  ml.  A  H. F.S.  Category  8:12.28 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company,  Syracuse,  New  York  13201 


BRISTOL 


KANTREX'  INJECTION 

(kanamycin  sulfate) 


Now 

available  for  your 

prescribing 

needs 


Cordrarf  Tape 

FlurandrenolideTape  (4  mcg  Per  sq 


Additional  information  available  upon  request  •  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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negations, 
ctions,  and 
d  interim  . . . 


Abortion. 

The  very  word  sets  off  emotional 
skyrockets  and  in  a  discussion  of  it, 
objectivity  exists  to  about  the  same 
1  degree  as  asexuality  in  a  college  coed 
dorm. 

That  is,  it  undoubtedly  is  there  but 
human  nature  raises  questions  about 
the  degree. 

Pennsylvania’s  legislators  success- 
I  fully  avoided  the  issues  involved  three 
decades  ago  when  they  passed  the 
state’s  existing  law  which  declares  that 
illegal  abortions  shall  not  be  per¬ 
formed  and  then  never  defines  what  an 
illegal  abortion  is. 

Court  Decision  Awaited 

That  law  has  been  declared  uncon¬ 
stitutional  by  two  county  courts  in 
Pennsylvania  and  a  state  Supreme 
■  Court  decision  on  it  is  pending  and  ex- 
I  pected  momentarily.  One  of  the 
i  :ounty  courts,  in  Allegheny,  not  only 
declared  the  law  unconstitutional;  they 
jrged  the  General  Assembly  to  “come 
i;  :o  grips  with  the  revisions  necessary." 

Anticipating  that  the  state  Supreme 
I  Court  will  uphold  the  county  courts — 
and  soon —  the  Philadelphia  Board  of 
Health  has  started  drafting  regulations 
ror  controlling  the  performance  of 
ibortions  in  that  city. 

Several  related  questions  are  pend- 
ng  before  the  U.S.  Supreme  Court. 
)ne  asks  the  court  to  rule  on  the  con- 
titutionality  of  any*  law  that  makes 
ibortion  other  than  a  decision  to  be  ar- 
ij'ived  at  between  the  woman  involved 
md  her  physician. 

Counter  to  the  thrust  of  such  ap- 
>eals  is  one  instituted  by  two  Pitts- 
>urgh  physicians  who  have  asked  the 
tate  Supreme  Court  to  decide  if  an 
jinborn  child  has  the  right  to  live. 
They  are  appealing  an  Allegheny 
■County  Court  of  Common  Pleas  ruling 
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that  an  unborn  child  has  no  rights 
under  the  Fourteenth  Amendment  of 
the  U.S.  Constitution  unless  the  child 
subsequently  is  born  alive.  The 
Amendment  is  the  “equal  protection  of 
the  laws’’ —  one  which  also  specifies 
that  no  person  shall  be  deprived  of  life 
without  due  process. 

A  bill  was  introduced  in  the  1970 
state  legislature  to  define  a  legal  abor¬ 
tion  as  one  performed  by  a  physician 
or  by  someone  working  under  the 
supervision  of  a  physician.  It  made  no 
mention  of  the  consent  of  the  woman 
involved,  but  related  court  decisions 
make  such  consent  a  practical  neces¬ 
sity.  That  bill  would  have  established 
“abortion  on  demand"  in  Pennsyl¬ 
vania.  It  died  in  committee. 

Abortion  became  for  a  time  a  very 
hot  1970  gubernatorial  campaign 
issue,  but  both  candidates  eventually 


established  themselves  as  being  in 
favor  of  apple  pie  and  motherhood. 

New  Bill  Introduced 

In  mid-March  the  1971  state  legisla¬ 
ture  received  a  bill  slightly  revised 
from  the  one  that  was  introduced  last 
year  but  which  essentially  remains 
“abortion  on  demand”  legislation.  The 
new  bill  would  establish  the  right  of 
any  woman  to  an  abortion  provided 
that  her  request  is  made  prior  to 
completion  of  16  weeks  of  pregnancy. 
It  does  not  specify  a  time  limit  for  the 
abortion  itself.  It  also  deviates  from 
the  previous  measure  in  that  it  would 
limit  the  performance  of  abortions  to 
“a  physician  duly  licensed  to  practice 
medicine  in  this  Commonwealth..."  in¬ 
stead  of  allowing  someone  working 
under  a  physician’s  supervision  to 
handle  the  procedure.  It  specifies  that 
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the  abortion  take  place  “in  an  accre¬ 
dited  hospital  or  other  medical  facili¬ 
ty.”  The  previous  bill  would  have 
allowed  office  abortions.  The  term 
“other  medical  facility  could  pave  the 
way  for  the  establishment  of  abortion 
clinics.  It  adds  that  no  hospital,  facility 
or  physician  could  be  required  to  per¬ 
form  an  abortion.  The  prime  mover  is 
Representative  Gerald  Kaufman,  Al¬ 
legheny  Democrat,  but  the  bill  has 
bipartisan  co-sponsorship. 

National  Law  Possible 

In  the  Congress,  Sen.  Robert  Pack- 
wood  of  Oregon  has  announced  that 
he  plans  to  introduce  a  bill  to  bring 
abortion  under  federal  control  and 
thereby  establish  “abortion  on  de¬ 
mand”  nationally.  Passage  of  any  such 
national  legislation  undoubtedly  is 
many  years  away  if  it  ever  achieves 
passage.  Meanwhile,  it  is  much  more 
likely  that  a  Supreme  Court  decision 
will  allow  the  Congress  to  avoid  the 
whole  issue.  There  is  current  specula¬ 
tion  that  the  court  will  declare  that  any 
state  laws  restricting  the  availability  of 
abortion  are  an  infringement  on  indi¬ 
vidual  rights,  but  at  some  point  the 
question  of  the  rights,  if  any,  of  the 
fetus  also  may  reach  the  Supreme 
Court  and  then  the  primary  question 
may  focus  on  the  establishment  of  the 
point  in  time  at  which  the  embryonic 
cluster  of  cells  becomes  a  human  life 
with  the  right  to  equal  protection 
under  the  law. 

Court  decisions  in  all  states  allow 
recovery  for  prenatal  injuries,  some¬ 
times  even  for  those  occurring  as  early 
as  the  first  month  of  pregnancy.  In 
several  jurisdictions,  it  has  been  es¬ 
tablished  that  the  fetus  is  a  separate  en¬ 
tity  entitled  to  damages  itself. 

In  the  absence  of  a  Solomon  and  in 
the  presence  of  all  of  the  martialed 
forces  that  exist,  court  decisions  may 
establish  legal  guides  but  it  is  doubtful 
that  they  will  resolve  the  controversy. 

If  the  courts  should  consider  “rights 
of  the  fetus,”  the  result  could  be 
declaring  unconstitutional  “abortion 
on  demand”  laws  that  exist  in  several 
states,  the  most  notable  of  which,  from 
Pennsylvania’s  viewpoint,  is  New 
York.  Despite  claims  to  the  contrary, 
however,  courts  generally  reflect  social 
changes  rather  than  form  them. 

Social  attitudes  are  changing,  but 
the  degree  of  change  is  not  as  great  as 
the  sound  and  fury  of  the  change 


would  indicate.  Recent  public  opinion 
polls  show  an  almost  equal  division  be¬ 
tween  proponents  and  opponents  of 
“abortion  on  demand.” 


AMA  Position 


The  abortion  controversy  setting 
differed  only  slightly  from  that  of 
today  when  in  June  of  1970  the  Amer¬ 
ican  Medical  Association  House  of 
Delegates  adopted  a  new  abortion 
position  as  follows: 

“Abortion  is  a  medical  procedure 
and  should  be  performed  only  by  a 
duly  licensed  physician  and  surgeon  in 
an  accredited  hospital  acting  only  after 
consultation  with  two  other  physicians 
chosen  because  of  their  professional 
competency,  and  in  conformance  with 
standards  of  good  medical  practice  and 
the  medical  practice  act  of  his  state.” 

Interpreters  of  the  AMA  policy  say 
that  it  allows  for  the  ethical  perform¬ 
ance  of  abortion  for  social  and  eco¬ 
nomic  reasons,  in  addition  to  medical 
reasons,  as  long  as  the  physicians  in¬ 
volved  feel  that  it  is  in  the  best  interest 
of  the  woman. 


Four  months  later,  the  Pennsylvania 
Medical  Society  House  of  Delegates 
met  in  Lancaster  and  reconsidered 
what  its  abortion  policy  should  be. 
Before  the  House  was  the  recommen-  1 
dation  of  the  Board  of  Trustees  that 
the  1970  abortion  reform  bill  in  the 
state  legislature  be  supported,  a  posi¬ 
tion  tantamount  to  supporting  “abor¬ 
tion  on  demand”.  Also  before  the 
House  was  a  resolution  that  underwent 
some  last  minute  rewriting  to  modify 
slightly  its  call  for  support  of  "abortion 
on  demand.” 

Discussion  of  the  central  issues  in¬ 
volved  took  place  in  the  reference 
committee  hearing.  When  the  refer¬ 
ence  committee  report  reached  the 
floor  of  the  House,  the  basic  issues 
were  not  debated.  The  only  floor  dis¬ 
cussion  involved  relatively  minor  com¬ 
ponents  of  the  report. 

The  House  adopted  the  reference 
committee  report  which  was  a  reitera-  j 
tion  of  the  position  adopted  in  1967, 
with  the  additional  instruction  that  the 
State  Society  should  seek  to  have  its 
position  become  a  part  of  any  abortion 
bill  introduced  in  the  state  legislature.  1 
PMS  Position 

The  State  Society  position  declares 
that  an  abortion  may  be  performed 
only  when:  “(1)  There  is  documented 
medical  evidence  that  continuance  of 
the  pregnancy  may  threaten  the  health 
or  life  of  the  mother;  (2)  There  is 
documented  medical  evidence  that  the 
infant  may  be  born  with  incapacitating 
physical  deformity  or  mental  defi¬ 
ciency,  or  both;  (3)  There  is  docu¬ 
mented  medical  evidence  that  continu¬ 
ance  of  a  pregnancy,  resulting  from 
legally  established  statutory  or  forcible 
rape  or  incest,  may  constitute  a  threat 
to  the  mental  or  physical  health  of  a 
patient;  (4)  Two  other  physicians 
chosen  because  of  their  recognized 
professional  competence  have  exam¬ 
ined  the  patient  and  have  concurred  in 
writing;  and  (5)  The  procedure  is  per¬ 
formed  in  a  hospital  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals.” 

Floor  discussion  prior  to  passage  of 
this  position  largely  concerned  itself 
with  items  four  and  five.  The  ar¬ 
gument  was  presented  that  the  concur¬ 
rence  of  two  other  physicians  who 
have  examined  the  patient  would  do 
little  more  than  increase  the  cost  of  the 
procedure.  Others  argued  that  limiting 
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abortions  to  hospitals  also  would 
increase  the  cost  of  the  procedure;  but 
proponents  of  the  position  noted  that 
the  position  does  not  say  the  woman 
must  be  admitted  to  the  hospital — 
that  the  procedure  could  be  performed 
on  an  out-patient  basis.  There  was  a 
further  discussion  that  limiting  it  to 
hospitals  accredited  by  the  Joint  Com¬ 
mission  does  not  recognize  osteopathic 
hospitals,  but  this  discussion  did  not 
result  in  any  change  in  wording. 

Some  attorneys  and  others  have 
pointed  out  that  statements  which  use 
the  terms  "life”  or  "health”  in  at¬ 
tempting  to  define  indications  for 
abortion  are  using  terms  that  are  no 
more  than  linguistic  abstractions.  For 
instance,  they  point  out  that  t-he  word 
"health”  does  not  leap  from  the  page 
to  offer  the  physician,  judge,  jury  or 
prosecutor  a  list  of  specific  physical 
and  mental  conditions  or  symptoms 
that  signify  a  danger  to  health.  It  is 
maintained  that  such  abstract  terms 
are  mere  tools  for  communications 
that  do  not  have  any  “correct”  defini¬ 
tion  or  usage  and  thus  always  will 
result  in  interpretations  that  differ 
from  person  to  person. 

Because  of  the  tempo  of  the  abor¬ 
tion  controversy  throughout  the  state 
at  the  time,  dozens  of  requests  for  the 
State  Society  position  and  an  explana¬ 
tion  of  it  poured  into  the  PMS 
headquarters  office.  A  statement  ex¬ 
plaining  the  general  philosophy  of  the 
State  Society  position  was  prepared 
and  has  been  distributed  upon  request 
along  with  the  five  points  in  the  posi¬ 
tion.  The  distributed  explanation  reads 
as  follows; 

“Essentially,  the  Pennsylvania  Med¬ 
ical  Society  position  specifies  that 
there  be  recognized  medical  reasons 
for  performing  an  abortion  rather  than 
|  social  reasons. 


"So-called  'abortion  on  demand'  leg¬ 
islation  makes  the  procedure  available 
to  all  who  want  it  for  either  medical  or 
social  reasons  or  a  combination  of 
both.  For  instance,  such  legislation 
would  enable  a  woman  to  have  an 
abortion  performed  legally  just  be¬ 
cause  she  wants  an  abortion.  She  could 
be  in  good  physical  and  mental  health, 
the  fetus  may  be  presumed  to  be 
normal,  the  process  of  childbirth  and 
rearing  another  baby  may  pose  no 
threat  to  her  physical  and  mental 
health,  and  she  still  would  be  entitled 
to  an  abortion  in  a  state  where  'abor¬ 
tion  on  demand'  legislation  exists. 
Under  those  circumstances,  there  may 
be  social  justification  for  such  an  abor¬ 
tion  but  no  specific  medical  justifica¬ 
tion. 

"  'Social  justification'  might  include 
abortion  as  a  form  of  population  con¬ 
trol  or  as  a  means  of  avoiding  the 
social  stigma  attached  to  unwed 
females  becoming  mothers,  just  to 
mention  two  examples. 

"The  Pennsylvania  Medical  Society 
favors  family  planning  and  through  it. 
population  control,  but  it  does  not 
recognize  abortion  as  a  medically  ac¬ 
cepted  method  of  family  planning  or 
population  control.  Proponents  of  the 
medical  society  position  point  out  that 
conception  prevention  medication,  de¬ 
vices,  and  methods  are  readily  avail¬ 
able  and  are  even  provided  upon 
request  through  Pennsylvania's  'medi¬ 
caid'  program  for  the  medically  in¬ 
digent.  The  position  favors  conception 
prevention  where  such  prevention  is 
desired.  Inherent  in  it  is  the  awareness 
that  although  a  modern  medical  abor¬ 
tion  is  a  relatively  safe  procedure,  it 
nevertheless  carries  some  small  risk  to 
the  health  of  the  patient. 

“If  we  take  the  example  of  an  unwed 
pregnant  female,  the  Pennsylvania 
Medical  Society  position  well  may 
permit  an  abortion  to  be  performed  if 
the  three  physicians  specified  agree 
that  the  female's  emotional  reaction  to 
the  social  stigma  that  may  be  attached 
to  becoming  a  mother  is  such  that  it 
poses  a  threat  to  her  mental  health. 
The  position  also  would  permit  an 
abortion  if  the  female  had  been  forced 


to  submit  to  the  intercourse  at  which 
conception  took  place  or  had  partici¬ 
pated  in  the  intercourse  prior  to  the 
legal  age  of  consent,  i.e.,  legally  es¬ 
tablished  forcible  or  statutory  rape. 
Many  physicians  may  maintain  that 
virtually  all  circumstances  of  a  preg¬ 
nancy  resulting  from  statutory  or  forc¬ 
ible  rape  or  incest  pose  with  the  preg¬ 
nancy  and  the  eventual  birth  of  the 
child  a  very  real  threat  to  the  mental 
well-being  of  the  female  and  the  Penn¬ 
sylvania  Medical  Society  position 
would  countenance  an  abortion  under 
those  circumstances  when  three  such 
physicians  so  agree. 

"For  a  contrasting  and  admittedly 
bizarre  counter  situation,  the  Pennsyl¬ 
vania  Medical  Society  position  would 
not  countenance  performing  an  abor¬ 
tion  on  a  woman  for  the  sole  reason 
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that  she  may  prefer  to  go  on  a  trip  to 
Europe  rather  than  have  another  child. 
“Although  the  Pennsylvania  Medi¬ 
cal  Society  position  on  abortion 
may  be  regarded  by  some  persons 
as  being  ‘very  conservative,’  from 
the  above  examples  it  should  be  evi¬ 
dent  that  it  is  quite  liberal  in  its  def¬ 
inition  of  medical  justification  even 
though  it  may  not  be  as  liberal  as 
some  persons  may  wish  it  to  be  for 
social  reasons. 

“The  Pennsylvania  Medical  Society 
is,  essentially,  a  medical  organization 
although  the  inference  should  not  be 
drawn  that  it  never  makes  policy 
decisions  affecting  social  components. 
However,  in  the  instance  of  the  abor¬ 
tion  position,  the  reasons  cited  were 
completely  medical  and  thus  are,  in 
the  opinion  of  the  Pennsylvania  Medi¬ 
cal  Society,  the  only  justifiable  ones 
for  interrupting  a  pregnancy.” 

Physician  Opinion  Divided 

The  two  camps  of  State  Society 
members  at  the  extremes —  those  who 
favor  "abortion  on  demand”  and  those 
who  oppose  abortion  for  virtually  any 
reason —  are  both  unhappy  with  the 
State  Society  position,  challenging  its 
propriety  and  many  elements  of  the  ex¬ 
planation. 

Liberal  abortion  proponents  claim 
that  medical  justification  for  the  posi¬ 
tion  breaks  down  when  one  considers 
the  fact  that  abortion  prior  to  about 
the  eighteenth  week  has  an  incidence 
of  complications  that  is  less  than  that 
associated  with  routine  tonsillec¬ 
tomies,  that  the  risk  to  the  mother  in 
early  abortion  is  less  than  that  in¬ 
volved  in  carrying  to  term  and 
delivery,  and  that  the  procedure  thus 
might  be  “medically  indicated”  in  any 
pregnancy  where  abortion  is 
requested.  Those  in  opposition  to  that 
position  respond  by  saying  that  exten¬ 


sion  of  that  argument  would  have 
physicians  seeking  out  pregnant 
women  and  urging  them  to  have  abor¬ 
tions  as  a  health  measure  in  any  in¬ 
stance  where  there  were  not  over¬ 
riding  psychological  needs  for  mother¬ 
hood.  However,  the  crux  of  virtually 
where  many  women  still  choose  the 
back  alley  route  rather  than  to  be  iden¬ 
tified  through  the  established  proce¬ 
dure. 

There  is  a  growing  body  of  feeling 
that  a  system  not  yet  tried  in  any 
country  should  be  tried  in  the  United 
States.  This  is  repeal  of  all  abortion 
laws,  leaving  the  matter  of  abortion  to 
be  determined  by  the  woman  and  her 
physician,  subject  only  to  the  laws 
governing  medical  practice. 

As  the  argument  continues,  ads  are 
appearing  in  Pennsylvania  newspapers 
and  magazines  to  proclaim  the  avail¬ 
ability  of  an  abortion  for  anyone  who 
wants  it  through  a  variety  of  New 
York  referral  services  and  clinics,  and 
an  increasing  number  of  patients  are 
contacting  Pennsylvania  physicians 
with  the  question,  "If  I  can  get  an 
abortion  in  New  York  any  time  I  want 
it,  why  can't  I  get  it  here?” 

One  recent  issue  of  a  university 
newspaper  in  Pennsylvania  carried 
four  different  advertisements  from 
abortion  referral  services.  It  is  es¬ 
timated  that  500.000  abortions  a  year 
is  the  current  New  York  rate  and  that 
approximately  60  per  cent  of  them  are 
performed  on  out-of-state  residents. 

There  have  been  claims  that  "abor¬ 
tion  on  demand”  legislation  is  one  way 
to  wipe  out  back  alley  abortionists  and 
the  high  incidence  of  complications  in 
such  illegally  performed  abortions. 
That  seems  logical,  but  there  is  very 


little  evidence  that  there  has  been  any 
major  decrease  in  illegal  abortions  in 
states  with  liberal  abortion  laws,  where 
many  women  still  choose  the  back 
alley  route  rather  than  to  be  identified 
through  the  established  procedure. 

Regardless  of  medical  society  posi-  ; 
tions  or  court  decisions,  abortion  ap¬ 
parently  has  existed  in  every  culture 
and  sub-culture.  There  is  one  tribe  that 
pretends  it  knows  of  no  relationship 
between  intercourse  and  pregnancy,  I 
but  even  in  that  group  abortion  is  j 
practiced. 

The  reasons  given  for  abortion  in 
the  various  cultures  and  sub-cultures 
and  by  the  various  individuals  in-  1 
volved  would  be  extremely  familiar  to 
any  physician  who  has  even  been 
confronted  by  a  pleading  woman  who  ' 
doesn't  want  to  be  pregnant.  The  pleas 
apparently  are  as  universal  as  abortion 
itself. 

Not  all  abortion  methods  are  uni-  i 
versal.  For  instance,  anthropologists 
report  that  several  tribes  of  Plains  In-  ' 
dians  routinely  placed  a  plank  across  I 
the  abdomen  of  a  prone,  gravid  female 
and  then  a  number  of  women  would 
jump  up  and  down  on  the  plank  until 
the  blood  sported  from  the  vagina.  The 
practice  played  hob  with  female  mor¬ 
tality  in  the  tribe,  but  under  those  most 
extreme  of  circumstances,  abortions 
were  requested  and  performed.  That 
abortion  took  place  at  all  in  that  sub¬ 
group  may  indicate  how  universal  the 
act  of  abortion  really  is. 

A  number  of  studies  lead  anthropol¬ 
ogists  to  say  that  the  number  of  abor¬ 
tions  can  be  increased  by  the  passage 
of  liberal  laws  but  that  no  law  and  no 
social  attitude  can  eliminate  abortions 
entirely. 

On  the  fair  assumption  that  this  is 
true,  all  we  need  do  to  resolve  at  least 
a  part  of  the  abortion  issue  is  to  deter¬ 
mine  in  which  pregnant  females  the 
act  of  inducing  an  abortion  is  inevita¬ 
ble  and  then  perform  it  professionally 
under  ideal  circumstances. 

Naturally,  to  make  that  determi-  \ 
nation  you'll  need  another  Solomon — 
or  the  modern  day  substitute,  two  con-  i 
curring  psychiatrists. 

All  of  which  leads  back  to... 

“Abortion. 

The  very  word  sets  off  emotional 
skyrockets  and  in  a  discussion  of  it. 
objectivity  exists  to  about  the  same 
degree  as...” 
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The  Psychiatrist  As 
Consultant  For 
Therapeutic  Abortion 


ROBERT  L.  SADOFF,  M.D. 
ROGER  OWENS,  B.A. 
Philadelphia 


RECENTLY  much  has  been 
written  on  the  liberalization  of 
the  laws  on  therapeutic  abortion  in 
many  of  our  states.  Most  physicians 
tend  to  support  the  changes  in  the  law 
and  the  broadened  criteria  for  this 
procedure.  Thurstone  (JAMA,  July 
14,  1969)  cites  statistics  that  reflect 
these  changes  and  notes  also  that  the 
procedure  is  relatively  safe,  with  few 
complications. 

Most  hospital  abortion  committees 
require  letters  from  one  or  two  staff 
psychiatrists,  approving  or  recom¬ 
mending  the  procedure.  Generally,  the 
function  of  the  consulting  psychiatrist 
has  been  to  provide  psychological  jus¬ 
tification  for  the  abortion  to  meet  legal 
criteria. 

The  more  difficult  task  of  evaluating 
the  effect  of  the  abortion  on  the  pa¬ 
tient  is  less  frequently  considered, 
primarily  because  most  reports  have 
shown  little  or  no  adverse  reactions  to 
the  abortion.  Acute  depressive  reac¬ 
tions  usually  remit  spontaneously  fol¬ 
lowing  the  procedure,  and  no  one  has 
reported  a  case  of  suicide  following 
and  caused  by  a  therapeutic  abortion. 

This  paper  will  emphasize  the  need 
for  a  careful  consideration  of  post¬ 
abortion  mental  state  by  the  psychi¬ 
atric  consultant.  The  first  case  pre¬ 
sented  represents  a  delayed  depressive 
reaction  to  a  therapeutic  abortion. 


Case  Report 

Mrs.  S.  is  a  twenty-six-year-old 
divorced,  Negro,  who  presented  to  the 
Temple  University  Psychiatric  Depart¬ 
ment  with  complaints  of  chest  pain, 
depression,  anxiety  and  nausea.  “Like 
I  was  when  1  was  pregnant.”  She  gave 
a  history  of  having  been  increasingly 
depressed  over  several  weeks,  with 
some  consideration  of  harming  herself, 
or  taking  her  own  life.  She  said,  “I  just 
wanted  to  leave  my  children  and  my 
family  and  get  away.”  She  had  been 
unable  to  work  for  two  months  and 
had  been  unreliable  on  her  previous 
job.  She  has  been  planning  to  marry  a 
man  twice  her  age  for  “security”  but 
not  for  “love.” 

Her  past  history  reveals  that  she  was 
the  second  of  four  children,  born  to  an 
alcoholic  father  and  an  unstable 
mother.  Her  childhood  was  compli¬ 
cated  by  many  disagreements  and  vio¬ 
lent  arguments  between  her  parents,  fi¬ 
nally  ending  in  divorce  when  she  was 
twelve  years  old. 

Her  early  sexual  relationships  were 
limited  to  her  boyfriend,  by  whom  she 
became  pregnant  at  age  sixteen.  This 
necessitated  her  dropping  out  of  school 
and  marrying  the  father  of  the  child. 
Following  the  birth  of  a  second  child 
two  years  later,  the  marriage  ter¬ 
minated  in  divorce.  She  experienced  a 


spontaneous  abortion  in  1964,  with  a 
diagnosis  of  chronic  endocervicitis.  In 
March,  1966,  she  bore  a  child  to 
another  man  and  nine  months  later 
had  a  D  &  C  for  septic  abortion.  In 
September,  1968,  she  became  pregnant 
again,  resulting  in  depression,  suicidal 
ideation  and  extreme  emotional  ten¬ 
sion.  She  applied  for  a  therapeutic 
abortion  which  was  granted  when  the 
foetus  was  five  months.  She  had  felt 
the  “quickening”  and  had  some  reser¬ 
vations  about  having  the  procedure 
done,  but  decided  that  she  could  not 
have  another  child  to  care  for  when 
the  other  three  were  already  on  wel¬ 
fare.  In  addition,  she  requested  that 
her  fallopian  tubes  be  ligated  so  that 
she  would  not  become  pregnant  again. 
She  was  able  to  handle  her  feelings  by 
denial  and  repression  for  several 
months,  but  as  the  anniversary  date  of 
her  decision  to  terminate  her  previous 
pregnancy  arose,  she  became  increas¬ 
ingly  anxious  and  depressed.  Also,  as 
she  contemplated  marriage  with  her 
new  boyfriend,  her  sterility  and  inabil¬ 
ity  to  ‘make  up'  for  the  loss  of  the 
other  child  became  more  significant.  It 
was  at  this  time  she  requested  psychi¬ 
atric  help  for  her  depression. 

From  a  psychodynamic  point  of 
view,  Mrs.  S.  is  a  fairly  hysterical 
young  woman  whose  typical  defenses 
of  repression  and  denial  were  inade- 
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quate  to  meet  the  current  life  stress. 
Because  of  the  breakdown  in  her  weak 
defenses  she  became  depressed  and 
anxious.  In  discussing  the  problem 
with  her  she  indicated  that  she  had 
been  ambivalent  about  having  the 
procedure  all  along  and  that  she  was 
no  longer  able  to  deny  that  she  had 
“killed  her  child.”  She  was  feeling 
guilty  and  could  not  make  up  for  it  by 
having  another  child.  She  could  ra¬ 
tionalize  not  bringing  a  fourth  child 
into  the  world;  however,  this  intellec- 
tualization  was  not  sufficient  to  over¬ 
come  her  guilt  and  resulting  depres¬ 
sion. 

Psychiatric  consultation  for  Mrs.  S. 
must  consider  her  request  for  thera¬ 
peutic  abortion  independently  from 
her  request  for  tubal  ligation.  Her  am¬ 
bivalence  regarding  the  abortion  was 
obvious  and  should  be  an  important  el¬ 
ement  in  the  evaluation  for  the 
procedure.  In  addition,  a  patient  is 
more  likely  to  feel  guilty  and  have 
depressive  symptoms  following  a  ther¬ 
apeutic  abortion  after  “quickening”  is 
experienced.  Psychologically,  the  preg¬ 
nant  woman  usually  experiences  “a 
feeling  of  life”  within  her  once  she  has 
felt  foetal  movements.  Subsequent 
guilt  usually  focuses  on  “getting  rid 
of’  something  that  has  been  living  and 
moving  within,  and  is  much  less  likely 
to  occur  before  quickening. 

A  separate  evaluation  must  be  con¬ 
ducted  with  respect  to  tubal  ligation. 
Social  and  economic  factors  undoubt¬ 
edly  enter  the  picture,  but  so  do  age 
and  potential  for  remarriage.  In  the 
case  of  Mrs.  S.,  there  is  no  question 
that  her  depression  was  aggravated  by 
her  inability  to  produce  another  child 
with  her  new  husband. 

It  is  quite  easy  for  the  physicians  ex¬ 
amining  a  patient  in  post-abortion 
depression  self-righteously  to  criticize 
the  judgments  of  their  colleagues  who 
had  recommended  the  procedure.  This 
paper  is  not  intended  for  that  purpose, 
but  rather  to  share  with  our  colleagues 
the  difficulty  in  performing  our  tasks 
when  recent  changes  in  legislation 
have  occurred,  demanding  an  unusual 
burden  on  the  psychiatrist. 

No  longer  can  the  consulting  psy¬ 
chiatrist  consider  only  the  suicidal  po¬ 
tential  of  the  pregnant  woman  if  her 
request  for  a  therapeutic  abortion  is 
not  granted.  Currently,  there  are  a 


number  of  medical,  family  and  social 
psychological  factors  to  be  weighed 
and  evaluated.  The  following  case  will 
illustrate  the  difficulties  presented  and 
the  potential  for  emotional  harm  to  the 
patient,  whether  she  has  her  pregnancy 
terminated  or  not. 

Case  Report 

After  careful  evaluation  it  was 
revealed  that  the  unmarried,  twenty 
year  old  woman  did  not  wish  to  have 
her  pregnancy  terminated  except 
under  the  coercion  of  her  parents.  She 
wished  to  marry  the  father  of  the  ex¬ 
pected  child,  but  this  marriage  was  op¬ 
posed  by  her  parents.  It  was  obvious 
that  the  two  youngsters  had  brought 
the  situation  to  a  crisis  by  the  preg¬ 
nancy.  Religious,  economic  and  philo¬ 
sophical  differences  existed  between 
the  boy  and  the  girl’s  family;  introduc¬ 
tion  of  a  child  at  this  point  would  have 
added  to  their  difficulties. 

The  young  lady  was  quite  mixed 
about  her  feelings  or  she  would  not 
have  come  to  the  interview  at  all. 
Though  she  said  she  did  not  wish  to 
have  the  abortion,  she  indicated  she 
would  do  it  or  her  parents  would 
become  ill  and  she  would  feel  respon¬ 
sible.  She  would  also  be  “cut  off’  from 
the  family  -  a  situation  which  she 
could  not  endure,  and  had  been  per¬ 
suaded  by  her  parents  that  the  baby 
would  only  add  to  her  burdens.  In  a 
sense,  the  girl  was  saying  that  she 
would  have  the  abortion  so  that  she 
could  continue  her  anger  at  her 
parents  and  blame  them  for  “making 
me  get  rid  of  the  baby.”  If  she  allowed 
herself  to  have  the  baby  she  would  risk 
losing  her  parents'  support  and  would 
need  to  take  the  responsibility  for  her 
marriage  and  the  baby  upon  herself. 
This  latter  obligation  she  could  not 
incur. 

The  consulting  psychiatrist  has  an 
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obligation  to  spell  out  these  difficulties 
to  the  family  and  to  the  referring 
physician.  The  decision  for  having  the 
pregnancy  terminated  rests  with  the 
patient  and  her  family.  In  weighing  the 
factors  involved  that  could  lead  to 
subsequent  mental  illness,  it  was 
decided  that  less  serious  emotional  dis¬ 
turbance  would  ensue  if  the  pregnancy 
were  terminated,  but  a  post-abortion 
depressive  reaction  would  probably 
occur  and  should  be  anticipated  and 
treated  at  its  first  appearance. 

These  cases  are  presented  to  illus¬ 
trate  the  demands  made  upon  the  psy¬ 
chiatric  consultant  in  a  therapeutic 
abortion  and  for  each  consultant  to  be 
aware  of  the  appropriate  criteria  and 
possible  complications  which  may 
occur.  The  psychiatric  role  as  consul¬ 
tant  can  be  clarified  if  the  criteria  for 
abortion  are  clarified  and  not  lumped 
into  “psychiatric  criteria.”  Social  and 
economic  factors  account  for  most 
requests  for  therapeutic  abortions.  The 
psychiatrist  should  not  allow  himself 
to  be  called  upon  routinely  in  order 
only  to  justify  legal  procedures,  but 
primarily  to  evaluate  the  effect  of  the 
abortion  upon  the  patient. 

This  last  point  is  highlighted  by  the 
report  of  the  Group  for  the  Advance¬ 
ment  of  Psychiatry,  (“The  Right  to 
Abortion:  A  Psychiatric  View”), 
which  takes  the  position  that  the 
revision  of  abortion  statutes  of  some 
states  broadening  the  grounds  for 
abortion  are  not  a  satisfactory  solution 
to  the  problem.  “This  procedure  is  ob¬ 
jectionable,”  they  state,  “because  there 
is  no  specification  of  psychiatric  cri¬ 
teria  to  be  used  as  guidelines...” 

Summary 

In  summary,  every  psychiatric  ex¬ 
amination  for  therapeutic  abortion 
should  include  not  only  an  evaluation 
of  present  mental  status,  but  also  a 
prognostic  evaluation  of  the  post-abor¬ 
tion  state  of  mind;  i.e.,  are  there  psy¬ 
chiatric  contraindications  to  the  abor- 1 
tion?  If  there  is  any  question  about 
later  sequellae  or  guilt  causing  depres-  i 
sion,  it  may  be  necessary  to  recom¬ 
mend  against  the  procedure  on  psychi¬ 
atric  grounds.  Finally,  evaluation  for 
tubal  ligation  should  be  separate  and 
include  social,  economic,  and  familial 
factors,  as  well  as  intrapsychic  ones.D 
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Fatal  pulmonary  hemorrhage  in  a  23-year-old  man 
with  infectious  mononucleosis  is  reported. 

His  extensive  hemorrhagic  diasthesis  resulted  from 
profound  hypersplenic  thrombocytopenia 
which  was  a  consequence  of  his  underlying  disease  process. 


INFECTIOUS  mononucleosis  is 
usually  considered  to  be  a  benign 
disease.  The  reported  fatality  rates 
range  from  0.5  per  cent  to  1.0  per 
cent.1  The  following  case  is  presented 
to  document  a  previously  unreported 
but  potentially  fatal  complication  of 
this  disease. 

Report  of  a  Case 

A  twenty-three  year  old  Caucasian 
man  was  admitted  to  an  Air  Force 
hospital  on  March  31,  1969,  forevalu¬ 
ation  of  fever,  malaise,  anorexia, 


lymphadenopathy,  and  tender  hepa- 
tosplenomegaly.  Ten  days  prior  to  ad¬ 
mission  he  first  noted  malaise,  shaking 
chills,  fever,  and  night  sweats.  Five 
days  prior  to  admission  he  was  found 
to  have  Streptococcus  pyogenes  on 
throat  culture,  and  was  treated  with 
oral  penicillin.  Despite  treatment,  he 
was  admitted  because  of  persistence  of 
symptoms.  See  Table  1  for  pertinent 
laboratory  data. 

Because  of  continued  temperature 
elevation,  progressive  hepatic  dysfunc¬ 
tion,  and  deterioration  in  general 
clinical  status,  he  received  steroid  ther¬ 
apy  with  oral  prednisone  for  seven 
days.  The  patient’s  clinical  condition 
and  biochemical  abnormalities  im¬ 
proved  markedly  during  this  time  and 
on  April  22  he  was  discharged  back  to 
duty  on  no  medication.  Three  days 
later  he  was  readmitted  to  another  hos¬ 
pital  with  recurrent  malaise,  chills, 
sore  throat,  and  fever.  He  had  no 
lymphadenopathy  or  hepa- 
tosplenomegaly.  On  the  twenty- 
seventh  hospital  day  of  this  second  ad¬ 
mission  because  of  fever,  jaundice, 
pancytopenia,  and  rapidly  developing 
hepatosplenomegaly,  he  was  trans¬ 
ferred  to  a  referral  facility.  His  ane¬ 
mia,  thrombocytopenia,  hyperbiliru¬ 
binemia  and  abnormal  hepatic  studies 
became  more  severe  (Table  I).  A  bone 
marrow  examination  demonstrated 
hyperplasia  of  myeloid,  erythroid,  and 


megakaryocytic  elements  (Figure  I). 
The  direct  and  indirect  Coombs  tests 
were  negative. 

The  patient’s  clinical  condition  dete¬ 
riorated  rapidly  with  the  appearance  of 
numerous  petechiae  and  large  ecchy- 
moses.  Additionally,  extensive 
bleeding  from  his  oral  and  nasal 
mucous  membranes,  gastrointestinal 
tract,  and  urinary  tract  occurred  which 
necessitated  numerous  fresh  whole 
blood  transfusions. 

On  the  thirty-third  hospital  day  of 
this  final  admission  the  patient  was 
started  on  dexamethasone  in¬ 
travenously.  Splenectomy  was  not  able 
to  be  performed  because  of  his  critical 
condition.  On  steroid  therapy  the  pa¬ 
tient  showed  symptomatic  improve¬ 
ment,  but  his  hematologic  profile 
became  worse.  Then  on  the  forty-fifth 
hospital  day  he  developed  dyspnea  and 
suddenly  expired. 

At  autopsy  the  liver  weighed  3,600 
grams.  Microscopically  there  were  cir¬ 
cumscribed  areas  of  necrosis  involving 
an  estimated  15  per  cent  of  the  liver 
tissue.  In  the  necrotic  areas  were 
mononuclear  cells  including  atypical 
lymphocytes. 

The  spleen  weighed  1,250  grams 
and  the  intra-abdominal  lymph  nodes 
were  slightly  enlarged.  Microscop¬ 
ically,  the  spleen  and  lymph  nodes 
demonstrated  necrotic  changes  which 
consisted  of  loss  of  normal  architec¬ 


ture  and  diffuse  infiltration  by  atypical 
lymphocytes  (Figure  2).  Atypical 
lymphocytes  were  also  found  intersti- 
tially  in  lung,  myocardium,  bone 
marrow,  testes,  and  in  a  small  accesso¬ 
ry  spleen.  No  intracellular  microorga¬ 
nisms  were  found.  The  brain  was  not 
involved  by  hemorrhage  or  inflamma¬ 
tion. 

Both  lungs  exhibited  extensive  hem¬ 
orrhage  throughout.  Microscopically, 
there  was  an  irregular  septal  infiltra¬ 
tion  of  mononuclear  cells  and  scat¬ 
tered  pink,  amorphous  material  lining 
the  alveoli.  No  viral  inclusions  were 
found.  The  immediate  cause  of  death 
was  attributed  to  respiratory  failure 
secondary  to  massive  pulmonary  hem¬ 
orrhage. 

Comment 

Infectious  mononucleosis  is  almost 
universally  considered  a  benign  illness 
of  little  consequence.  However,  the  lit¬ 
erature  is  replete  with  reports  of 
complications  associated  with  this 
disease:  neurologic  sequelae,  hepatitis, 
hepatic  necrosis,  splenic  rupture, 
mesenteric  adenitis,  interstitial  pneu¬ 
monitis,  erythematous  eruption,  der- 
matographia,  myocarditis,  pericarditis, 
conjunctivitis,  mucosal  hemorrhage, 
cerebral  hemorrhage,  hematuria,  sec¬ 
ondary  infection  both  bacterial  and 
viral,  hemolytic  anemia,  granulocyto¬ 
penia  and  thrombocytopenia.  1,2'3’4>5, 6,7 


Figure  1:  Bone  Marrow  Examination  at  time  of  transfer 
to  referral  facility  revealing  panhyperplasia. 
xlOOO 


Figure  2:  Section  of  spleen  at  autopsy  showing  severe  con¬ 
gestion,  loss  of  follicular  architecture,  and 
mononuclear  cell  infiltration.  x400 
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TABLE  1 

Laboratory  Data 


(on  transfer) 

Date 

31  Mar 

21  Apr 

25  Apr 

21  May 

7  June 

WBC  (cells/mm3) 

17,200 

11,300 

3,800 

4,500 

1,000 

Lymphocytes  (%) 

65 

79 

70 

53 

Atypical  (%) 

70 

90 

60 

21 

Hematocrit 
(vol  % ) 

39 

38 

34 

27 

24 

Platelets 

(cells/mm3) 

150,000 

90,000 

17,000 

Heterophile  Titer 

1:728 

1:112 

1:7 

guinea  pig  absorption 

1:56 

beef  cell  absorption 

no  titer 

Serum  Bilirubin 
(mg/100  ml) 
direct 

5.4 

0.8 

0.2 

2.3 

21.4 

total 

6.5 

1.3 

0.6 

3.8 

27.0 

Alkaline  Phosphatase 
(up  to  57 
international 
units  normal) 

112 

43 

62 

91 

SGOT  (units) 

575 

34 

70 

138 

78 

SGPT  (units) 

185 

145 

A  mild  thrombocytopenia  in  infec¬ 
tious  mononucleosis  is  not  a  rare  find¬ 
ing.  Aster8  demonstrated  a  total 
normal  platelet  mass  in  one  patient 
with  infectious  mononucleosis  and- 
further  demonstrated  in  splenomegalic 
patients  studied  that  50  to  90  per  cent 
of  platelets  are  pooled  at  any  given 
time  in  the  spleen.  Moreover,  Cooney 
and  Smith9  suggested  that  hypersplenic 
thrombocytopenia  appears  to  be  the 
result  of  “a  shift  of  platelets  from  the 
intravascular  to  the  splenic  pool”  with 
the  maintenance  of  a  normal  total 
platelet  mass.  However,  platelet 
lifespan  may  be  normal  or  even  shor¬ 
tened;  this  would  necessitate,  respec¬ 
tively,  a  normal  or  increased  platelet 
production.  Rarely,  blood  volume  ex¬ 
pansion  also  may  play  a  role  in 
hypersplenic  thrombocytopenia.  Al¬ 
though  the  mechanism  of  thrombocy¬ 
topenia  in  hypersplenism  is  multifold, 
it  does  not  seem  to  be  the  result  of 
suppressive  thrombogenesis  by  the 
enlarged  spleen. 

Our  patient  manifested  a  prolonged 
clinical  course  and  developed  hypers¬ 
plenism  with  progressive  pancy¬ 
topenia,  severe  hemolytic  anemia,  and 


hemorrhagic  manifestations.  He  ul¬ 
timately  died  of  extensive  pulmonary 
hemorrhage,  a  complication  not 
previously  reported  in  infectious 
mononucleosis.  □ 
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THE  ORIGIN  of  the  thrombus  in 
thrombo-embolism  is  much  better 
understood  than  the  pathogenesis.  As 
Dexter  has  stated:  "statistically  and 
therapeutically  the  site  of  the  origin 
should  be  considered  to  be  the  legs. 
The  legs  are  commonly  the  site,  the 
pelvis  occasionally  the  origin,  and  the 
right  side  of  the  heart  an  unlikely 
source.” 

The  important  factors  in  the  patho¬ 
genesis  of  the  thrombi  are  accepted  to 
be  stasis,  increased  clotting,  trauma 
and  inflammation.  The  mortality  rate 
of  pulmonary  embolism  is  about  20 
per  cent,  and  the  recurrence  rate  is 
stated  to  be  about  30  per  cent. 

If  pressure  on  the  soft  tissues  of  the 
leg  increase  these  risk  factors,  any  at¬ 
tempt  to  reduce  pressure  on  the  super¬ 
ficial  and  deep  veins  should  prove 
beneficial  to  the  patient  with  this 
serious  disease. 

Studies  in  the  Prevention 
of  Leg  Phlebothrombosis 
in  Bed  Patients  Pressures 
Exerted  on  the  Back  of  Leg 

This  study  was  undertaken  in  order 
to  observe  maximum  pressure  areas  on 
the  back  of  the  leg.  In  addition,  an  at¬ 
tempt  was  made  to  correlate  these 


areas  of  pressure  and  the  more 
common  sites  of  phlebothrombosis  of 
the  leg. 

Method:  Twenty-five  bed  patients, 
consisting  of  thin,  medium,  and  obese 
body  builds  were  selected  from  the 
general  hospital  population. 

The  dorsum  of  the  lower  legs  and 
upper  legs  were  coated  with  a 
homogeneous  mixture  of  graphite 
granules  and  lanolin.  The  ointment 
was  applied  with  tongue  blade  and 
two-inch  brush  to  the  back  of  leg  while 
the  leg  was  raised.  The  leg  was  then 
gently  lowered  on  a  pillow  case,  and 
an  imprint  of  the  back  of  the  leg  was 
obtained. 

Results:  In  the  thin  patients,  areas  of 
greater  pressure  varied  but  tended  to 
be  located  on  or  near  the  central  por¬ 
tion  of  the  lower  leg. 

In  the  patients  of  moderate  build, 
the  pressure  areas  appeared  to  be  more 
diffuse,  although  there  tended  to  be 
some  pooling  of  the  dye  on  the  central 
portion  of  the  lower  leg. 

The  obese  and  very  obese  patients 
demonstrated  a  less  consistent  pattern. 
More  pressure  areas  were  present  over 
the  folds  of  fat  where  an  imprint  of  the 
dye  tended  to  be  more  diffuse.  In  this 
group  more  evidence  of  dye  deposits 


were  found  on  the  lateral  aspects  of  the 
leg,  as  well  as  the  inner  portion  of  the 
leg. 

Use  of  Antipressure  Stocking 
in  an  Attempt  To  Reduce 
Pressure  on  Popliteal  and 
Tibial  Vessels 

An  antipressure  stocking,  consisting 
of  elastic  legging,  having  a  pair  of 
pockets  formed  therein,  was  used  in 
this  study.  The  spaced  pockets  contain 
a  cushioning  material  of  foam  rubber, 
and  lie  to  either  side  of  the  popliteal 
vessels,  reducing  the  pressure  on  the 
central  part  of  the  leg.  In  this  manner 
pressure  on  the  leg  is,  in  general,  better 
distributed,  and  in  the  central  portion 
of  the  leg  materially  reduced. 

Method:  In  twenty-five  patients, 
pressures  were  recorded  on,the  back  of 
the  lower  leg.  Two  different  systems 
were  utilized:  (1)  A  small  bladder  at¬ 
tached  to  a  water  manometer;  and  (2) 
closed  air  system  using  a  small  bladder 
attached  to  an  aneroid  manometer. 
Pressures  were  recorded  placing  the 
bladder  under  the  dorsum  of  the  leg 
under  the  mass  of  the  gastrocnemius 
before  and  after  the  antipressure 
stocking  was  applied. 
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Results:  In  general,  pressures  on  the 
dorsum  of  the  lower  leg  averaged 
about  20  mm.  After  the  antipressure 
stocking  was  applied,  the  pressure 
recordings  generally  fell  to  about  10 
mm. 

The  air  system,  using  a  small 
bladder  attached  to  an  aneroid 
manometer,  proved  to  be  an  easier  and 
more  satisfactory  system  to  use  for 
recording  pressures. 

Discussion:  Measurements  of  pres¬ 
sure  exerted  by  the  leg  in  bed  patients 
can  only  be  approximate  and  subject 
to  many  variations,  such  as  the 
firmness  of  the  mattress,  position  and 
torsion  on  the  bladder  recording  the 
pressure,  relaxation  of  the  patient,  and 
a  host  of  other  variables.  Estimation  of 
pressure  points  of  the  leg  are  also  sub¬ 
ject  to  variations,  such  as  position  of 
the  leg,  amount  of  dye  and  manner  of 
application  of  the  dye.  Despite  the  in¬ 
herent  deficiency  of  the  method,  in 
general,  it  might  be  stated  that  there  is 
significant  pressure  on  the  dorsum  of 
the  leg  often  in  the  central  portion, 
corresponding  to  the  areas  of  frequent 
phlebothrombosis. 

It  has  been  demonstrated  that  the 
lower  leg  is  the  usual  site  of 
phlebothrombosis  and  throm¬ 
bophlebitis.  Most  commonly  involved 
are  the  deep  veins  of  the  calf, 
including  the  posterior  tibial  and 
popliteal.  The  superficial  veins  do  not 
appear  to  be  as  serious  a  threat  as  a 
source  of  pulmonary  emboli. 

Since  pulmonary  embolism  con¬ 
tinues  to  be  one  of  the  most  important 
causes  of  immediate  death  in  the  hos¬ 
pital  population,  further  studies  on  the 
role  of  pressure  in  the  genesis  appear 
indicated. 

It  has  been  noted  that  since  1856, 
when  Virchow  suggested  three  possible 
causes  of  venous  thrombosis,  viz., 
stasis  of  blood,  abnormality  of  the  ve¬ 
nous  wall,  and  abnormal  state  of  coag¬ 
ulation,  little  progress  has  been  made 
in  elucidating  the  fundamental  causes 
of  this  disease.  Localized  areas  of 
increased  soft  tissue  pressure,  in 
localized  areas  of  the  dorsum  of  the  leg 
would  appear  to  be  important  in  the 
first  two  causes,  but  its  overall  signifi¬ 
cance  has  not  been  fully  studied. 

An  antipressure  stocking  containing 
pockets  of  cushioning  material  which 
lie  on  either  side  of  the  popliteal 
}  vessels  is  described.  The  pressure  on 


the  central  portion  of  the  leg  is 
reduced,  and  the  pressure  from  the 
weight  of  the  extremity  is  more  evenly 
distributed. 

The  stocking  is  now  being  given  a 
trial  usage  in  patients,  and  appears  to 
be  well  tolerated.  Inasmuch  as  the 
stocking  has  the  effect  of  elevating  the 
heel  from  the  bed,  it  is  hoped  that  the 
device  will  act  to  reduce  decubitus  heel 
ulcers. 

Summary 

1.  A  new  antipressure  elastic 
stocking  to  assist  in  the  preven¬ 
tion  of  phlebothrombosis  in  bed¬ 
ridden  patients  is  described. 

2.  The  stocking  reduces,  materially, 
the  pressure  exerted  on  the  back 
of  the  leg,  the  most  frequent  sites 
of  occurrence  of  phlebothrom¬ 
bosis  and  also  reduces  pressure 
on  the  heel. 

3.  The  stocking  is  currently  being 
given  a  trial.  It  is  comfortable 
and  well  tolerated  by  the  pa¬ 
tients.  It  is  anticipated  that  fol¬ 
lowing  a  suitable  clinical  trial  the 
device  will  prove  effective  in 
reducing  the  incidence  of  pulmo¬ 
nary  embolism. 

Addendum 

Since  this  manuscript  was  submitted, 
200  bed  patients  (cardiac,  orthopedic, 
urologic,  gynecologic  and  general  sur¬ 
gical)  have  used  the  stocking.  The 
stocking  has  been  well  tolerated  and 
no  cases  of  leg  phlebothrombosis  have 
occurred  in  this  group.  □ 
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Current  Status  of  Rheumatic  Fever 

Part  II 


C.  Robert  E.  Wells,  M.D.,  professor 
of  pediatrics,  Temple  Medical  School, 
Philadelphia,  is  questioned  by  William 
G.  Leaman,  Jr.,  M.D. 

Is  rheumatic  fever  inherited? 

No,  but  individuals  in  certain  fami¬ 
lies  have  a  greater  tendency  to  develop 
rheumatic  fever  following  an  untreated 
streptococcal  infection  than  do  indi¬ 
viduals  in  other  families.  If  both 
parents  had  rheumatic  fever,  their 
children  would  have  a  greater  ten¬ 
dency  to  develop  rheumatic  fever  than 
children  whose  parents  did  not  have 
the  disease. 

Is  there  a  specific  treatment  for  rheu¬ 
matic  fever  and  rheumatic  heart 
disease? 

No.  Except  for  the  treatment  of  the 
streptococcal  infection  with  penicillin , 
the  treatment  is  symptomatic.  Rest 
during  the  active  infection  reduces  the 
work  of  the  heart.  Salicylates  promptly 
relieve  the  pain  and  are  somewhat 
anti-inflammatory.  Steroids  are  anti¬ 
inflammatory  and  may  even  be  life¬ 
saving  in  the  presence  of  severe  car¬ 
ditis.  There  is  still  considerable  con¬ 
troversy  whether  early  treatment  with 
steroids  can  minimize  or  prevent  car¬ 
ditis.  There  are  many  other  measures 
involving  the  art  of  medical  practice 
which  are  necessary  and  helpful  in 
management  during  the  acute  and 
convalescent  phases  of  a  sometimes 
protracted  illness. 

Can  rheumatic  fever  be  prevented? 

Yes.  Prompt  and  adequate  treat¬ 
ment  within  three  days  of  onset  of  a 
Group  A  beta  hemolytic  streptococcal 
infection  should  prevent  the  majority 
of  complications  (rheumatic  fever, 
nephritis).  Recommended  treatment: 

(a)  600,000  to  1.2  million  Units  ben¬ 
zathine  penicillin  G  intramuscularly, 
or  (b)  200,000  to  250,000  Units 


penicillin  G  orally  three  or  four  times 
a  day  for  ten  days,  or  (c)  250  mgm. 
Erythromycin  orally  three  or  four 
times  a  day  for  ten  days  if  the  patient 
is  allergic  to  penicillin.  It  is  well 
known  that  clinically  unrecognized 
streptococcal  infections  do  occur 
which  are  untreated  and  which  may  be 
followed  by  rheumatic  fever. 

Can  recurrence  of  rheumatic  fever  be 
prevented? 

Yes.  (a)  The  preferred  method  is 
monthly  injections  of  1.2  million  Units 
of  benzathine  penicillin  G.  (One  is  cer¬ 
tain  of  the  prophylaxis  being  given, 
but  the  injection  is  uncomfortable  and 
the  incidence  of  penicillin  sensitivity  is 
higher  than  with  oral  penicillin). 

(b)  400,000  Units  Penicillin  G  orally 
once  daily.  (This  requires  cooperation 
of  patients.  Failures  are  often  as¬ 
sociated  with  irregular  prophylaxis). 

(c)  0.5  Gm.  sulfadiazine  orally  once 
daily  for  patients  under  60  pounds  or 
1.0  Gm.  if  over  60  pounds.  (Problem 
of  cooperation  same  as  with  peni¬ 
cillin).  Sulfadiazine  is  an  effective 
prophylactic  agent  but  should  not  be 
used  in  treatment  of  streptococcal  in¬ 
fections.  It  is  bacteriostatic  while 
penicillin  is  bacteriocidal. 

If  penicillin  prophylaxis  is  given  daily, 
won’t  its  effectiveness  decrease  in 
time? 

No.  Despite  the  use  of  penicillin  for 
about  twenty-five  years,  the  strep¬ 
tococcus  is  still  just  as  sensitive  to 
penicillin  as  it  was  in  the  beginning. 

Isn’t  daily  penicillin  prophylaxis  ex¬ 
pensive? 

Not  excessive.  Physicians  can  fur¬ 
nish  low-cost  penicillin  for  about  $15  a 
year.  Some  local  heart  associations  and 
some  health  departments  furnish 
penicillin  free  to  registered  rheumatic 
fever  patients. 


What  is  the  role  of  the  practitioner  in 
the  prevention,  diagnosis  and  manage¬ 
ment  of  rheumatic  fever? 

(a)  Recognize  streptococcal  infec¬ 
tions  clinically  and  by  culture.  Many 
clinicians  have  small  incubators  in 
their  offices.  A  simple  technic  and  in¬ 
structions  for  culturing  are  available 
through  local  heart  associations,  some 
of  whom  sponsor  a  low-cost  culture 
program  in  a  local  hospital  laboratory. 

(b)  Treat  promptly  and  adequately. 

(c)  Avoid  overdiagnosis  by  recog¬ 
nizing  that  "growing  pains”  are  not 
migratory  polyarthritis;  that  an  in¬ 
nocent  murmur  is  not  an  organic 
murmur;  and  that  the  diagnosis  must 
he  made  clinically  and  not  in  the  labo¬ 
ratory.  If  in  doubt,  a  consultation  with 
one  experienced  in  evaluating  chil¬ 
dren’s  hearts  would  be  in  order. 

(d)  Prevent  recurrences  in  patients 
who  have  had  rheumatic  fever  or  rheu¬ 
matic  heart  disease.  Daily  prophylaxis 
should  be  continued  indefinitely. 

(e)  Employ  prophylaxis  against  suba¬ 
cute  bacterial  endocarditis  for  any  pa¬ 
tient  with  rheumatic  or  congenital 
heart  disease  who  needs  surgery  in  a 
potentially  infected  area  (dental  ex¬ 
traction,  tonsillectomy).  This  is  done 
as  follows:  600,000  Units  crystalline 
and  600,000  Units  procaine  penicillin 
intramuscularly  one  to  two  hours 
before  surgery;  then  500,000  Units 
Penicillin  G  orally  four  times  a  day  for 
three  days  after  surgery.  For  patients 
on  continuous  oral  penicillin  prophy¬ 
laxis,  Erythromycin  is  recommended 
in  the  dose  of  500  mgm.  two  hours 
before  surgery,  to  be  followed  by  250 
mgm.  Erythromycin  four  times  a  day 
for  three  days. 

William  G.  Leaman,  Jr.,  M.D. 
edited  this  Brief  for  the  Council  on 
with  the  Pennsylvania  Heart  Associa 
tion. 
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There's  a  soup 

for  almost  every  patient  and  diet 
.>  for  every  meal 
and,  it's  made  by 


CALORIES  /  7  oz  Serving* 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a  wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a  wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

*  From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101.  •  • 


Vegetable  68 

Tomato  69 

Cream  of  Asparagus  70 

Cream  of  Chicken  76 

Cream  of  Mushroom  115 

Green  Pea  116 

Cream  of  Shrimp  (Frozen)  132 
Bean  with  Bacon  133 


Beef  Broth 
Consommd 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


An  excerpt 


from  No.  i 
of  a  new  series 
from  Searle* 


“The  Ecology 
of  Birth  Control 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a  declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con¬ 
traceptives— our  population  in  thirty 
years  is  expected  to  be  only  280  mil¬ 
lion,  while  the  world  population  is  ex¬ 
pected  to  double,  reaching  7  billion. 

But  the  word  “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re¬ 


sembling  overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor¬ 
tions  and  of  a  health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv¬ 
alent  to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  and 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth¬ 
coming  issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

,  Each  tablet  contains  1  mg.  ethynodiol  diacetate/50  meg.  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in¬ 
cidence  of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions -Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go¬ 
nadotropins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
Since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef¬ 
fectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
Df  the  combination  products.  Both  types  provide  almost  completely  effective 
:ontraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
lormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Sreat  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
;Dlood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
lot  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub¬ 
limate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
)f  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
'he  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
efuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
,  raceptives  must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception. 

Contraindications  -  Patients  with  thrombophlebitis,  thromboembolic  disor¬ 
ders,  cerebral  apoplexy  or  a  past  history  of  these  conditions,  markedly  im- 
>aired  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
j  uspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
ileeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations  of 
!  irombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
j  mbolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
ne  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
jnd  studies  of  morbidity  in  the  United  States  have  shown  a  statistically  sig- 
ificant  association  between  thrombophlebitis,  pulmonary  embolism,  and 
erebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
ave  been  three  principal  studies  in  Britain  >"5  leading  to  this  conclusion,  and 
ne4  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
ne  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
iates4  in  the  United  States  found  a  relative  risk  of  4.4,  meaning  that  the  users 
re  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
ause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
ersist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
y  long-continued  administration.  The  American  study  was  not  designed  to 
valuate  a  difference  between  products.  However,  the  study  suggested  that 
here  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se¬ 
quential  products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
rm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
amplete  loss  of  vision,  or  if  there  is  a  sudden  onset  of  proptosis,  diplopia  or 
ligraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi¬ 
ation  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
scommended  that  for  any  patient  wno  has  missed  two  consecutive  periods 
•egnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
•  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
H  egnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

1 A  small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
lentified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
I  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
llclude  special  reference  to  the  breasts  and  pelvic  organs,  including 
j  Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a  patient  taking  Demulen,  it  is  rec¬ 
ommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un¬ 
diagnosed  bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a  history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a  serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A  decrease  in  glucose  tolerance  has 
been  observed  in  a  significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con¬ 
traceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A  statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a  relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac¬ 
tions:  neuro-ocular  lesions,  e.g.,  retina  I  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting, gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in¬ 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup¬ 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mentaldepression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula¬ 
tion  post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
acne,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra¬ 
ceptives:  hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter¬ 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13.-2 67-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  R,  and  Doll,  R.:  In¬ 
vestigation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem¬ 
bolic  Disease.  A  Further  Report,  Brit.  Med.  J.  2.-651-657  (June  14)  1969.  4. 
Sartwell,  P  E.;  Masi,  A.  T.;  Artnes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Throm¬ 
boembolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer.  J.  Epidem.  90:365-380  (Nov.)  1969.  1A2 
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Mylanta 

24  million  hours 

a  day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  fasten  patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 
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A 

BUILDING  BLOCK 
TO  RECOVERY 


e  therapy 


lUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin  1 00.000  N.F.  Units,  Chymotrypsin:  8.000  N.F.  Units- 
equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


I  — .  "" 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tarb/efq.i.d 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

o  Accidental  Trauma  □  Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a  known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo¬ 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani¬ 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued, 
c  One  tablet  q.i.d. 
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Bilabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Mi  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . .  monilia . . .  bacteria 

You  can  depend  on  AVC  —  comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul¬ 
fanilamide  1 .05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos¬ 
sibility  of  absorption.  Burning,  Increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

BSP!*?  Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  -  Four-ounce  tube  with  or  without  applicator. 
Suppositories  -  Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 
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The  treatment  is  singular 


Surgical  and  Radio-Iodine 
Therapy  in 

Thyroid  Carcinoma 

GEORGE  L.  JACKSON,  M.D. 
and 

NANCY  M.  BLOSSER,  R.T. 

Harrisburg 

TABLE  I 
Thyroid  Cancer 


IN  the  past  two  decades  the  diag¬ 
nosis  of  thyroid  carcinoma  has  been 
facilitated  by  new  techniques.  Thyroid 
scanning  with  131-1  Sodium  Iodide 
offers  pre-operative  information  which 
has  assisted  in  the  selection  of  patients 
for  surgery.  New  scanning  techniques 
using  131Cesium1  and  "•'’Sele¬ 
nomethionine2  have  been  suggested  for 
improvement  of  pre-operative  diag¬ 
nosis  and  selection. 

During  this  period  also,  the  role  of 
Radio-Iodine  in  the  therapy  of  thyroid 
carcinoma  has  been  more  clearly 
defined  as  an  adjunct  to  surgery.3 

This  paper  reviews  all  patients  with 
thyroid  carcinoma  who  received  initial 
or  continuing  treatment  at  the  Harris¬ 
burg  Hospital  during  the  decade  1960 
to  1970. 

There  are  forty-three  such  patients. 
They  are  classified  into  three  groups 
according  to  the  treatment  received, 
surgery  only  (Group  I);  surgical  failure 
and  131-1  (Group  II);  and  surgery  and 
131-1  (Group  III).  The  surgical  failure 
and  131-1  group  includes  all  patients 
who  following  initial  definitive  sur¬ 
gical  therapy  had  a  local  recurrence  or 


Group  I  —  (Surgery  Only) 


Post.  Op. 

Extent  At  Survival 


3atient 

Sex 

Age 

Cell  Type 

Diagnosis 

Surgery 

Years 

Result* 

A/D 

R.M. 

M 

39 

Papillary 

Local 

Hemi. 

2 

G 

A 

PS. 

M 

56 

Papillary 

Local 

Hemi. 

9  &  6/12 

G 

A 

AH. 

F 

45 

Papillary 

Local 

Hemi. 

8 

G 

A 

B.C. 

F 

34 

Papillary 

Cervical 

Hemi. 

7  &  6/12 

G 

A 

EM. 

M 

44 

Papillary 

Local 

Hemi. 

7 

G 

A 

G.C. 

F 

22 

Papillary 

Cervical 

Hemi. 

7 

G 

A 

N.T. 

F 

43 

Papillary 

Local 

Hemi. 

2  &  6/12 

G 

A 

M.P. 

F 

38 

Papillary 

Local 

Hemi. 

7 

G 

A 

A.B. 

F 

36 

Papillary 

Local 

Hemi. 

3 

G 

A 

S.G. 

F 

56 

Mixed 

Local 

Total 

5 

G 

A 

M.H. 

F 

33 

Follicular 

Local 

Hemi. 

2  &  9/12 

G 

D 

J.Y. 

F 

50 

Papillary 

Local 

Hemi. 

10 

P 

A 

M.D. 

F 

82 

Solid 

Cervical 

Total 

? 

P 

I.K. 

F 

82 

Anaplastic 

Distant 

Hemi. 

within 

6/12 

P 

D 

A.S. 

F 

63 

Papillary 

Distant 

Biopsy 

1 

P 

D 

MS. 

F 

66 

Mixed 

Distant 

Biopsy 

3/12 

P 

D 

D.J. 

F 

72 

Undifferent. 

Distant 

Biopsy 

2/365 

P 

D 

C.W. 

F 

51 

Papillary 

Local 

Hemi. 

N 

N 

N 

O.B. 

F 

63 

Hurthle 

Local 

Hemi. 

N 

N 

N 

R.S. 

F 

59 

Anaplastic 

Local 

Biopsy 

N 

N 

N 

G  =  Good 
*  =  Poor 

4  =  No  Follow  Up 


1  A  =  Alive 
D  =  Dead 


Jay.  i97i 


77 


a  distant  metastasis  and  were  then 
referred  for  Radio-Iodine  therapy. 
These  groups  were  further  subdivided 
according  to  the  patient’s  current  con¬ 
dition: 

1.  Living  and  free  of  disease, 

(good),  or 

2.  Dead  due  to  disease  or  alive  with 

recurrence  or  spread  of 

disease  (poor). 

All  patients  were  further  categorized 
according  to  sex,  age,  cell  type,  extent 
of  disease  at  initial  diagnosis  and  at 
time  of  Radio-Iodine  therapy. 

This  latter  was  defined  as: 

a)  Localized  (thyroid  gland  only) 

b)  Cervical  extension 

c)  Distant  metastases  (extra  cer¬ 

vical  sites). 

The  surgical  procedures  were 
recorded  as  biopsy,  hemithyroidec- 
toniy,  and  total  thyroidectomy.  For 
purposes  of  this  paper  a  total 
thyroidectomy  was  defined  as  a  small 
contralateral  remnant  remaining  in 
order  to  preserve  the  parathyroid 
glands.  Additional  observations  in¬ 
cluded  131-1  uptake  before  Radio- 


Patient 

Sex  Age 

Cell 

Type 

Extent  At 

Diagnosis 

Surgery 

1-1 

F.W. 

M 

53 

Mixed 

Cervical 

Hemi. 

1-2 

M.T. 

F 

27 

Follicular 

Cervical 

Hemi. 

1-5 

R.H. 

M 

60 

Medullary 

Cervical 

Hemi. 

1-7 

P.K. 

F 

50 

Follicular 

Cervical 

Hemi. 

1-20 

W.I. 

M 

22 

Papillary  & 

Solid 

Cervical 

Total 

1-95 

C.S. 

F 

47 

Mixed 

Cervical 

Hemi. 

1-208 

H.G. 

M 

50 

Follicular 

Localized 

Hemi. 

1-511 

J.H. 

F 

24 

Papillary 

Localized 

Hemi. 

1-949 

W.W. 

M 

66 

Papillary 

Cervical 

Hemi. 

1-1145 

G.G. 

M 

51 

Solid 

Cervical 

Hemi. 

1-2508 

P.C. 

M 

30 

Follicular 

Localized 

Total 

*G=Good 

P=Poor 

IN=lnsufficient  F.U. 

Iodine  therapy,  initial  131-1  treatment 
dose,  total  131-1  treatment  dose,  length 
of  survival  and  replacement  therapy 
administered.  These  data  are  sum¬ 
marized  in  Tables  I,  II,  and  III. 

Results 

Of  the  forty-three  patients,  twenty 
were  treated  by  surgery  alone  (Group 
I).  There  were  eleven  surgical  failures 
who  were  referred  for  131-1  therapy 
(Group  II).  Twelve  other  patients 
received  combined  surgery  and  131-1 
treatment.  These  were  not  surgical  fail¬ 
ures.  In  general,  this  represented  the 
initial  plan  of  therapy  (group  III). 

Mortality  and  Morbidity 

Of  the  twenty  patients  treated  with 
surgery  only  (Group  I)  there  is  no 
follow-up  in  three.  Eleven  are  alive 
and  free  of  evidence  of  disease  (65  per 
cent).  Six  died  or  showed  evidence  of 
recurrence  or  spread  of  their  disease. 
(See  Table  I) 

Eleven  patients  developed  local  re¬ 
currence  or  distant  metastasis  after  ini¬ 

TABLE  11 
Thyroid  Cancer 

Group  II  —  (Surgical  Failure  &  131I) 


tial  surgical  therapy  (Group  II)  and 
were  referred  for  Radio-Iodine  thera¬ 
py.  In  one  patient  there  is  an  insuf¬ 
ficient  follow-up.  Three  have  had  a 
good  result  (30  per  cent),  seven  have 
had  a  poor  result  (See  table  II). 

Twelve  patients  received  a  combina¬ 
tion  of  surgery  and  Radio- Iodine  ther¬ 
apy  (Group  III).  In  two  patients  the 
duration  of  follow-up  is  too  short  (less 
than  three  months)  for  purposes  of 
evaluation.  Eight  are  alive  and  free  of 
disease  (80  per  cent);  two  have  died  as 
a  consequence  of  their  disease  (See 
Table  III). 

Age  &  Sex 

Table  IV  compares  the  character¬ 
istics  of  each  group  according  to  result 
of  therapy.  There  are  more  females  in 
each  group  except  Group  II,  patients 
with  a  poor  result. 

The  ages  of  diagnosis  ranged  from 
thirteen  to  eighty-five  years.  There 
were  no  patients  forty-five  years  or 
younger  who  had  a  poor  result.  Of 
twenty-two  patients  with  a  good  result, 


Post.  Op. 

Survival 

Interval 

S— 1311 

Years 

Extent  At 

131-1 

Pre-iail 

Treatment 

Uptake  % 

Initial 

Dose(mCi) 

Total 

Dose  (mCi) 

Postal  I 

Survival 

Years 

Result* 

A/D1 

12&  5/12 

11  &  1/12 

Distant 

2 

50 

50 

1  &  4/12 

P 

D 

17  &  1/12 

10  &  2/12 

Cervical 

27 

50 

50 

7 

G 

A  1 

5  &  10/12 

3  &  5/12 

Distant 

4 

50 

50 

2  &  5/12 

P 

D 

4  &  10/12 

2  &  6/12 

Distant 

25 

50 

426 

2  &  7/12 

P 

D 

7  &  1/12 

8/12 

Cervical 

9 

50 

100 

6  &  5/12 

G 

A 

3  &  11/12 

2 

Distant 

10 

150 

781 

1  &  11/12 

P 

D 

12  &  6/12 

9  &  1/12 

Distant 

1 

100 

800 

3  &  5/12 

P 

A 

4  &  4/12 

2  &  6/12 

Cervical 

1 

50 

100 

1  &  10/12 

G 

A 

2  &  1/12 

1  &  6/12 

Cervical 

40 

100 

100 

7/12 

P 

D 

2  &  2/12 

5/12 

Cervical 

— 

50 

100 

1  &  9/12 

P 

A 

2  &  5/12 

2  &  4/12 

Cervical 

8 

46 

46 

1/12 

IN 

A 

'A- Alive 
D=Dead 


78 


PENNSYLVANIA  MEDICINE 


TABLE  III 
Thyroid  Cancer 


Group  III  —  (Combined  Therapy) 

PostOp.  Interval  Pre-«3ii  Postal 


ttient 

Sex 

Cell 

Age  Type 

Extent  At 

Diagnosis 

Surgery 

Survival 

Years 

S-131J 

Years 

1-3 

s 

M 

49 

Mixed 

Local 

Total 

6  &  9/12 

1/12 

1-4 

I..M. 

M 

13 

Mixed 

Local 

Total 

12  &  9/12 

8/12 

-70 

i.B. 

F 

73 

Hurthle 

Distant 

Biopsy 

2/52 

2/52 

1-97 

I.P. 

F 

29 

Follicular 

Cervical 

Total 

12  &  10/12 

5/12 

|-I(X) 

:i.N. 

F 

43 

Anaplastic 

Cervical 

Hemi. 

9  &  7/12 

4  &  5/12 

-236 

IF. 

F 

73 

Papillary 

Localized 

Total 

4  &  9/12 

i-308 

LH. 

M 

65 

Follicular 

Localized 

Hemi. 

4  &  3/12 

7/12 

1-502 

e.f. 

F 

25 

Papillary 

Cervical 

Total 

4  &  5/12 

1/12 

1  143 

I.E. 

F 

85 

Mixed 

Local 

Total 

3 

2/52 

■1727 

3.H. 

F 

25 

Papillary 

Not  Known 

Hemi. 

6  &  3/12 

6  &  1/12 

1-2063 

R.S. 

F 

37 

Medullary 

Local 

Total 

5/12 

1/12 

-2138 

vl.V. 

F 

49 

Follicular 

Local 

Total 

10/12 

9/12 

G«Good 

P-Poor 

N— Insufficient  F.U. 


Extent  At 

Treatment 

Initial 

Total 

Survival 

131-1 

Uptake  % 

Dose  (mCi) 

Dose  (mCi) 

Years 

Result*  A/D1 

Local 

6 

50 

50 

6  &  8/12 

G 

A 

Local 

18 

171 

171 

12  &  1/12 

G 

A 

Distant 

11 

50 

50 

2/52 

P 

D 

Cervical 

14 

110 

210 

12  &  5/12 

G 

A 

Cervical 

42 

50 

50 

5  &  2/12 

G 

A 

Local 

— 

50 

50 

5  &  3/12 

G 

A 

Local 

1 1 

50 

100 

3  &  8/12 

G 

D 

Cervical 

— 

50 

150 

4  &  4/12 

G 

A 

Local 

2 

46 

46 

2  &  11/12 

P 

A 

Not  Known 

1 

55 

55 

2/12 

IN 

A 

Local 

4 

50 

50 

4/12 

G 

A 

Local 

1 

50 

50 

1/12 

IN 

A 

‘A=Alive 

D=Dead 

seventeen  (77  per  cent)  were  forty-five 
years  or  less. 

Cell  Types 

The  cell  type  of  the  tumors  indicates 
that  twelve  patients  with  good  results 
had  primarily  papillary  tumors.  In 
twenty  patients  (91  per  cent)  with  good 
results,  papillary,  follicular,  or  mixed 
tumors  were  found.  Among  the  pa¬ 
tients  with  a  poor  result  there  were 
three  papillary  tumors.  Nine  (60  per 
cent)  patients  had  papillary,  follicular, 
or  mixed  tumors. 

Extent  of  Disease 

At  the  time  of  initial  diagnosis 
(Table  IV)  eighteen  patients  had 
localized  disease,  fifteen  of  whom  ul¬ 
timately  had  a  good  result.  Fourteen 
had  cervical  extension,  seven  of  whom 
ultimately  had  a  good  result.  Five  had 
distant  metastases,  none  of  whom  had 
a  good  result. 


In  Group  I,  twelve  patients  had 
hemithyroidectomies,  two  had  total 
thyroidectomies.  In  three  patients  only 
a  biopsy  was  performed.  In  Group  III, 
seven  total  thyroidectomies  were  per¬ 
formed  (78  per  cent).  In  one  of  these,  a 
poor  result  occurred. 

131-1  uptake  studies  before  Radio- 
Iodine  therapy  (twenty  patients)  are 
recorded  in  tables  II  and  III  and  show 
considerable  variation.  The  uptake  was 
less  than  10  per  cent  (hypothyroid 
range)  in  ten  patients  (50  per  cent). 
Initial  therapy  varied  from  46  to  171 
mCi.  The  total  131-1  treatment  dose 
ranged  from  46  to  800  mCi. 

Survival 

Survival  records  are  available  for 
thirty-six  patients.  Follow-up  in  Group 
I  patients  was  accomplished  by  discus¬ 
sions  with  the  operating  surgeon  or  re¬ 
ferring  physician.  All  other  patients 
are  followed  in  the  section  of  nuclear 
medicine  by  one  of  us  (GLJ).  The  du¬ 


ration  ranges  from  two  weeks  to  seven¬ 
teen  years.  Figure  I  illustrates  this  and 
compares  mean  and  median  survival 
for  each  of  the  three  groups  as  well  as 
subgroups  of  Groups  II  &  III. 

Survival  was  also  studied  according 
to  the  following  characteristics:  sex, 
age,  cell  type  of  tumor,  distribution  of 
disease,  operative  procedure.  A  correc¬ 
tion  has  been  calculated  for  patients 
who  had  only  a  biopsy  (inadequate 
therapy)  and  those  who  died  from 
unrelated  causes.  These  patients  were 
deleted  in  corrected  figures.  (See  Table 
V) 

Thyroid  Replacement  Therapy 

Records  of  thyroid  replacement 
therapy  in  the  surgically  treated  group 
are  not  available.  In  Group  II,  seven  of 
ten  patients  received  no  thyroid  re¬ 
placement  therapy  for  variable  in¬ 
tervals  (2/12;  5/12;  2,  2  9/12,  4  1/12. 
11  1/12  years).  Of  the  ten  patients  in 
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Group  III,  three  received  no  thyroid 
replacement  therapy.  The  intervals 
were  5/12,  7/12,  and  4  5/12  years.  Two 
patients  received  Propylthiouracil 
during  this  period  to  increase  the  up¬ 
take  of  Radio-Iodine.  All  patients  in 
Groups  II  &  III  are  now  receiving 
thyroid  replacement  therapy  (prin¬ 
cipally  T-3  (L-tri-iodo-thyronine); 
some  T-4  (L-thyroxine);  or  a  combi¬ 
nation). 

Discussion 

As  this  evaluation  proceeded,  it 
became  obvious  that  patients  who 
received  both  surgery  and  Radio- 
Iodine  therapy  fell  into  two  groups. 
Those  patients  who  were  referred  for 
Radio-Iodine  therapy  after  initial  sur¬ 
gery  because  of  the  development  of  a 


local  recurrence  or  distant  metastasis 
should  be  reported  separately.  Indeed, 
there  is  reason  to  report  them  (surgical 
failures)  with  the  surgical  results 
(Group  I).  If  this  were  done,  sixteen  of 
twenty-seven  patients  initially  treated 
surgically  had  poor  results  (59  per 
cent).  Of  these  sixteen  patients,  ten 
were  referred  for  Radio-Iodine  treat¬ 
ment. 

There  is  a  preponderance  of  females 
in  both  groups  (Group  I,  82  per  cent; 
Group  III,  70  per  cent).  Study  of  age 
distribution  reveals  53  per  cent  (9/17) 
in  Group  I  and  50  per  cent  (5/10)  in 
Group  III  were  forty-five  years  or  less. 
It  is  known  that  young  patients  and 
females  with  thyroid  carcinoma  have  a 
better  outcome  than  others.4 

The  cell  type  shows  a  dissimilar  dis- 
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tribution  (Groups  1  &  II).  Fifty-three 
per  cent  of  the  patients  in  Group  I  and 
20  per  cent  of  those  in  Group  III  had 
papillary  tumors.  Papillary  tumors  in 
general,  are  thought  to  be  associated 
with  improved  prognosis.5 

Ten  (59  per  cent)  patients  in  Group 
1  and  six  (60  per  cent)  of  those  in 
Group  III  had  localized  disease.! 
Tumors  localized  to  the  thyroid  have  a 
better  prognosis. 4,6 

The  surgical  procedures  utilized  in 
the  two  groups  were  different.  Twelve 
(71  per  cent)  patients  in  Group  I  had 
hemi-thyroidectomies.  Seven  (70  per  j 
cent)  in  Group  III  combination  thera-  i 
py  had  total  thyroidectomies. 

The  overall  results  indicate: 

30  per  cent  good  results  in  Group  II 
65  per  cent  good  results  in  Group  I 
88  per  cent  good  results  in  Group  III 
Comparing  the  duration  of  survival 
(figure  I)  it  should  be  noted  that  both 
the  median  years  and  the  mean  years 
of  post-operative  survival  for  the  sur¬ 
gical  failure  group  exceed  the  same  fig¬ 
ures  for  the  Group  I  patients.  This  sug¬ 
gests  that  if  a  sufficiently  long  period 
of  time  elapses  after  operation,  an 
increased  likelihood  of  recurrence  or 
spread  occurs. 

Figure  11  is  a  graphic  presentation 
of  survival  using  the  data  tabulated  in 
Table  VI.  This  indicates  persons  dead 
and  alive  at  six  month  intervals  for  the 
three  groups.  Survival  was  calculated 
as  follows: 

A  x  ,00  _  percentage  of 
N  +  A  survival 

where  N  =  cumulative  number  of 
dead  to  any  time  (t);  A  =  number  of 
patients  alive  at  t. 

Figure  II  does  not  permit  broad 
generalizations.  There  may  be  a  dif¬ 
ference  of  survival  between  Group  I 
and  the  others  beginning  at  the  sixth 
year  of  observation. 

A  review  of  Table  V  indicates  that 
Group  III  survival  is  equal  to  or  better 
than  that  for  the  other  groups,  except 
for  the  male  and  hemi-thyroidectomy 
subgroups.  Correlation  (elimination  of 
inadequate  therapies  and  unrelated 
deaths)  indicates  Group  III  survival  is 
regularly  as  good  as  or  better  than  that 
of  all  other  groups. 

The  course  of  thyroid  carcinoma  is 
notoriously  variable,  even  if  untreated. 
Thus,  any  attempt  to  evaluate  the 
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results  of  therapy  becomes  exceedingly 
difficult  unless  a  very  large  series  of 
patients  can  be  studied.  A  recent 
report  from  the  University  of 
Michigan  Medical  Center7  indicates 
that,  in  a  series  of  283  patients  with 
thyroid  carcinoma,  a  significant  im¬ 
provement  in  prognosis  occurred  with 
the  addition  of  Radio-Iodine  to  the 
treatment  program.  Fifty-nine  per  cent 
of  surgically  treated  patients  died  com¬ 
pared  to  18  per  cent  for  those  threated 
with  surgery  and  131-1.  Halman6  has 
reported  that  the  three  significant  fea¬ 
tures  determining  prognosis  in  their 
series  were:  ( 1 )  Age.  The  younger  the 
patient  the  better  the  prognosis.  (2) 
Metastases.  The  five-year  survival  in 
patients  with  distant  metastases  is  30 
per  cent  compared  to  80  per  cent  in 
patients  with  localized  disease.  At  ten 
years  comparable  figures  are  15  per 
cent  and  80  per  cent.  (3)  Extent  of  ini¬ 
tial  surgery.  Complete  surgical  ex¬ 
cision  is  the  best  form  of  treatment. 

A  recent  summary  of  the  M.D.  An¬ 
derson  Hospital  experience8  indicates 
that  in  thirty-four  patients  elected  for 
total  thyroidectomy  for  carcinoma, 
twenty-one  had  cancer  in  the  pre¬ 
sumed  normal  contralateral  lobe.  In 
eighty-two  sub-total  thyroidectomies 
twenty  patients  subsequently  were  dis¬ 
covered  to  have  cancer  in  the  contrala¬ 
teral  lobe  at  the  time  of  delayed  ex¬ 
cision. 


Silverberg,  et.  al.4  also  have  stressed 
the  tendency  of  differentiated  thyroid 
cancer  to  develop  anaplastic  features 
years  later. 

Further  justification  for  total  thyroi¬ 
dectomy  is  succinctly  presented  in  the 
following  quotation  from  Carroll.9 
“The  absolute  minimal  surgical  proce¬ 
dure  is  unilateral  thyroid  lobectomy. 
Because  these  primary  lesions  are 
definitely  invasive,  the  involved  lobe 
must  be  removed  as  thoroughly  as  pos¬ 
sible.  Contralateral  involvement  in  the 
opposite  lobe  can  be  demonstrated  mi¬ 
croscopically  in  as  many  as  30  per  cent 

Dr.  Jackson  is  head  of  the  Section 
of  Nuclear  Medicine  at  Harrisburg 
Hospital.  He  served  his  residency  at 
the  Hospital  of  the  University  of 
Pennsylvania,  where  he  received  his 
medical  degree.  He  is  associate 
professor  of  medicine  at  Hah¬ 
nemann  Medical  College,  Philadel¬ 
phia.  Miss  Blosser  is  certified  by  the 
American  Registry  of  Radiologic 
Technologists  in  the  specialty  of 
nuclear  medicine.  She  is  adminis¬ 
trative  assistant  in  the  section  at 
Harrisburg  Hospital.  The  authors 
wish  to  express  their  gratitude  to 
Drs.  Joseph  Burkle  and  Jae  Chang 
for  advice  and  comments  during 
preparation  of  this  report. 


of  these  patients.  In  addition,  there  is 
always  the  likelihood  of  future  neces¬ 
sity  for  the  use  of  radioactive  iodine  in 
some  of  these  patients.  For  these 
reasons,  there  is  considerable  justifica¬ 
tion  in  removing  as  much  of  the 
contralateral  lobe  as  is  compatible 
with  the  safety  of  the  opposite  pair  of 
parathyroid  glands,  as  well  as  the 
contralateral  recurrent  laryngeal 
nerve.  Although  total  thyroidectomy 
has  been  occasionally  advocated,  this 
rarely  seems  to  be  practical  because  of 
the  distressing  incidence  of  post-opera¬ 
tive  hypo-parathyroidism.  By  preserva¬ 
tion  of  a  small  sliver  of  thyroid  tissue, 
simultaneous  preservation  of  the 
contralateral  parathyroids  is  usually 
assured.  At  a  later  time,  this  residue  of 
thyroid  tissue  can  be  defunctionalized 
by  the  administration  of  a  small 
amount  of  radioactive  iodine  if 
desired.” 

Radio- Iodine  therapy  for  recurrent 
or  metastatic  disease  in  the  patients 
initially  treated  by  hemi-thyroidec- 
tomy  is  delayed  at  best  and  oc¬ 
casionally  complicated  as  a  result  of 
the  surgery. 

We  recommend  the  following  gener¬ 
al  therapeutic  outline  for  thyroid  car¬ 
cinoma: 

1.  Total  thyroidectomy  (with  pre¬ 
servation  of  contralateral  parathyroid 
glands). 

2.  Post-operative  uptake  and  scan 
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TABLE  IV 

Results  of  Therapy  -  A  Comparison 


GOOD  RESULTS  FEATURE  POOR  RESULTS 


GROUP  I  GROUP  II 

GROUP  III 

GROUP  I 

GROUP  II 

GROUP  III 

3 

1 

3 

Male 

0 

5 

0 

8 

2 

5 

Female 

6 

2 

2 

9 

3 

5 

45  years  or  less  in  age 

0 

0 

0 

2 

0 

3 

>45  years  of  age 

6 

7 

2 

9 

1 

2 

Papillary  Ca. 

2 

1 

0 

1 

1 

2 

Follicular  Ca. 

v  0 

2 

0 

1 

1 

2 

Mixed  Ca. 

1 

2 

1 

0 

0 

1 

Solid  Ca. 

1 

2 

0 

0 

0 

0 

Hurthle  Cell  Ca. 

0 

0 

1 

0 

0 

1 

Anaplastic  Ca. 

1 

0 

0 

0 

0 

0 

Undifferentiated  Ca. 

1 

0 

0 

9 

1 

5 

Surg.  Local  disease  at  Surg. 

1 

1 

1 

— 

0 

5 

131-1  Local  disease  at  1 3 1 

-I 

— 

0 

1 

2 

2 

3 

Surg.  Cervical  disease  at  Surg. 

1 

6 

0 

— 

3 

3 

13 1-1  Cervical  disease  at  131-1 

— 

2 

0 

0 

0 

0 

Surg.  Distant  disease  at  Surg. 

4 

0 

1 

— 

0 

0 

131-1  Distant  disease  at  131-1 

— 

5 

1 

10 

2 

2 

Hemithyroidectomy 

2 

7 

0 

1 

1 

6 

Total  Thyroidectomy 

1 

0 

1 

0 

0 

0 

Biopsy 

3 

0 

1 

TABLE  V 

Survival 

FEATURE 

GROUP  GROUP 

GROUP 

I 

II 

III 

I 

II 

III 

A*1 

D*2  A 

D 

A 

D 

% 

% 

% 

67 

Male 

3 

0  4 

3 

2 

1 

100 

57 

100*4 

62 

89 

Female 

8 

5  2 

2 

8 

1 

89*4 

50 

100*4 

10-19  yrs. 

- 

- 

- 

1 

- 

— 

— 

100 

20-29  yrs. 

1 

3 

- 

3 

- 

100 

100 

100 

80 

30-39  yrs. 

4 

1*3  1 

- 

1 

- 

100*4 

100 

100 

40-49  yrs. 

3 

- 

1 

3 

- 

100 

0 

100 

50-59  yrs. 

3 

2 

2 

- 

- 

100 

50 

— 

0 

0 

60-69  yrs. 

- 

2 

2 

- 

1*3 

100*4 

0 

100*4 

0 

50 

70-79  yrs. 

- 

1 

- 

1 

1 

100*4 

— 

100*4 

80-89  yrs. 

- 

1 

- 

1 

- 

0 

100 

83 

<40  yrs. 

5 

1*3  4 

- 

5 

- 

100*4 

100 

100 

60 

71 

>  40  yrs. 

6 

4  2 

5 

5 

2*3 

75*4 

29 

100*4 

91 

Papillary 

10 

1  1 

1 

3 

- 

100*4 

50 

100 

0 

67 

Follicular 

- 

1*3  3 

1 

2 

1*3 

100*4 

75 

100*4 

25 

83 

Other  Cell  Types 

1 

3  2 

3 

5 

1 

50*4 

40 

100*4 

90 

86 

Localized 

9 

1*3  3 

- 

6 

1* 

100*4 

100 

100*4 

Cervical 

2 

3 

5 

3 

- 

100 

38 

100 

0 

0 

Distant 

- 

4 

- 

- 

1 

0*4 

— 

100*4 

Total  Thy.  X 

1 

2 

- 

8 

- 

100 

100 

100 

83 

67 

Hem.  Thy.  X 

10 

2*3  4 

5 

2 

1  *3 

91*4 

44 

100*4 

Biopsy 

- 

3 

- 

- 

I 

0 

— 

0 

*1  'A  =  Alive  *3  =  Died  not  due  to  thyroid  Ca. 
*2  2D  =  Dead  *4  =  Corrected  rate  (see  text) 
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TABLE  VI 


Yrs. 


Group  I 

Dead  Alive 


Group  II 

Dead  Alive 


Group  III 

Dead  Alive 


>/2 

1 

l>/2 

2 

2Vl 

3 

3*/2 

4 

4'/2 

5 

5>/2 

6 

6'/2 

7 

7>/2 

8 

8'/2 

9 

9'/2 

10 

10»/2 

11 

11 '/2 
12 

12>/2 

13 

13'/2 

14 

14'/2 

15 

15!/2 

16 

16'/2 

17 

17'/2 


3 

3 

4 
4 
4 

4 

5 


13 
12 
12 
12 
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with  1  mCi.  Radio-Iodine. 

3.  Administration  of  50  mCi.  131-1 
Sodium  Iodide  if  the  scan  reveals  re¬ 
sidual  accumulation  in  the  neck. 
Recent  discussion  of  the  use  of 
diuretics  to  augment  131-1  uptake  in 
thyroid  carcinoma  patients  has  been 
presented  and  may  be  considered  if  the 
uptake  is  low.10 

4.  Repeat  sequence  two  and  three 
every  three  months  until  no  Radio- 
Iodine  accumulation  is  observed. 

5.  Thyroid  replacement  therapy. 

Summary 

This  is  a  review  of  all  patients  who 
received  initial  or  continuing  therapy 
for  thyroid  carcinoma  at  the  Harris¬ 
burg  Hospital  during  the  decade  1960- 
1970.  This  suggests  that  young  female 
patients  with  papillary  tumors  local¬ 


ized  to  the  thyroid  gland  have  a  better 
outcome  than  others.  This  suggests 
also,  that  the  inclusion  of  Radio-Iodine 
in  initial  therapy  improves  prognosis 
and  survival.  A  suggested  program  of 
therapy  is  outlined.  □ 
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For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres¬ 
sants.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a  motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre¬ 
scribed.  Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in¬ 


crease  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos¬ 
ages,  there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder¬ 
ate  gastric  upset  (including  diarrhea,  esoph¬ 
agitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a  very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab¬ 
lets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


PENNSYLVANIA 

MEDICINE 


continuing  education 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi¬ 
cal  education  which  include  a  series  of  two  or 
more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  con¬ 
tact  the  director  at  the  address  given  in  the 
course  listing. 


GASTROENTEROLOGY 
Philadelphia;  January  14 — April  18,  1971 

l/AMA— SYSTEMATIC  REVIEW  OF  GAS¬ 
TROENTEROLOGY;  by  U.  of  Pa.;  at  Lecture  Room 
A;  4  hrs.  ea.  day;  1  day  ea.  week;  8  weeks;  32  hrs. 
AAGP  credit  requested;  $150  fee.  Contact  Aaron 
D.  Freedman,  M.D.,  Assoc.  Dean,  U.  of  Pa.,  288 
Med.  Labs.  Bldg.,  Philadelphia  19104. 


GENERAL  MEDICINE 

Aliquippa-Rochester  Hosps.  (rotation);  third  Wed., 
ea.  mo. 

Altoona  Hospital;  fourth  Thurs.  ea.  mo. 

Greensburg  (Westmoreland  Hosp.);  first  Tues.  ea. 
mo. 

Johnstown  (Conemaugh  Valley  Mem.  Hosp.);  first 
Thurs.,  ea.  mo. 

Natrona  Heights  (Allegheny  Valley  Hosp.);  second 
Tues.  ea.  mo. 

Uniontown  Hospital;  last  Mon.  ea.  mo. 

Washington  Hospital;  first  Wed.  ea.  mo. 

O/l— DIAGNOSIS  AND  MANAGEMENT  OF 
HYPERTENSION;  by  Western  Pa.  Regional  Medi¬ 
cal  Program  and  Pitt;  AAGP  credit  applied  for. 
Contact  Alvin  P.  Shapiro,  M.D.,  Project  Dir.,  501 
Flannery  Bldg.,  3530  Forbes  Ave.,  Pittsburgh 
15213. 


Altoona  Hospital;  October  15,  1970 — May  20,  1971 
I  —  A  M  A  —  A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  every  other  Thurs.;  7  months;  30 
hrs.  AAGP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Bethlehem;  September  17,  1970 — May  20,  1971 
I  —  AM  A  —  A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Luke's  Hosp.;  third  Thurs. 
ea.  mo.  (except  December);  8  mos.;  AAGP  approv¬ 
al  requested.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bradford/Kane;  October  20,  1970— May  18,  1971 
I  — CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  alternately  at 
Bradford  s  Penn  Hills  Club  and  Kane  Manor;  third 
Tues.  ea.  mo.,  18  hrs.  AAGP  credit  applied  for; 
$25  fee  ($5  single  session).  Contact  CES,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Road,  Lemoyne 
17043. 


Chester;  September  8,  1970 — May  25,  1971 

l/AMA  —  POSTGRADUATE  SEMINARS  FOR 
PHYSICIANS:  BY  Hahnemann;  at  Crozer-Chester 
Med.  Center;  2  hrs.  AAGP  credit  approved  ea.  day; 
38  days;  a  day  ea.  week.  Contact  James  E.  Clark, 
M.D.,  Chief  of  Med.,  Crozer-Chester  Med.  Center, 
15th  &  Upland  Sts.,  Upland,  Chester  19013. 


Erie;  September  17-18,  1970— May  13-14,  1971 
l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  St.  Vincent’s  Hosp.;  Thurs.  eve. 


CODE  KEY 
C — Consecutive  days 
I — Intermittent 
O — Circuit 

PG — Postgraduate  Traineeship 
S — Designed  for  full-time  specialists 
AMA — AMA  Accredited  Institution 
CES — Council  on  Education  and 
Science,  Pennsylvania  Medical  So¬ 
ciety 

Hahnemann — Hahnemann  Medical 

College  and  Hospital 
Hershey — Milton  S.  Hershey  Medical 
Center 

Jefferson — Jefferson  Medical  Col¬ 
lege  of  Philadelphia 
Pitt — University  of  Pittsburgh,  School 
of  Medicine 

Penn  State — Pennsylvania  State  Uni¬ 
versity 

Temple — Temple  University  Health 
Sciences  Center 

U.  of  Pa. — University  of  Pennsylvania, 
School  of  Medicine 
Woman's — The  Medical  College  of 
Pennsylvania 

and  Fri.  morn.;  approx,  once  every  three  weeks; 

39  hrs.  AAGP  credit  applied  for.  Contact  John  H. 

Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 

1025  Walnut  St.,  Philadelphia  19107. 


Harrisburg;  November  10,  1970 — May  11,  1971 
l/AMA— CONTINUING  EDUCATION  COURSE; 
by  Hahnemann;  at  Harrisburg  Polyclinic  Hospital; 
once  ea.  month.  Contact  David  A.  Smith,  M.D., 
D.M.E.,  Harrisburg  Polyclinic  Hosp.,  Harrisburg 
17105. 


Hazleton  State  Gen.  Hosp.;  September  2, 
1970— May  26,  1971 

I— CONTINUING  MEDICAL  EDUCATION  PRO¬ 
GRAM;  by  Hazelton  Branch  of  Luzerne  Co.  Med. 
Soc.,  and  Hosp.;  1’/2  hrs.  per  day;  1  day  per  week; 
36  weeks;  30  hrs.  AAGP  credit.  Contact  Robert  L. 
Gunderson,  M.D.,  Dir.  of  Med.  Educ.,  Hazelton 
State  Gen.  Hosp.,  Hazelton,  Pa.  18201. 


Johnstown;  November  24,  1970 — May  25,  1971 
l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Conemaugh  Valley  Memorial 
Hosp.,  fourth  Tues.  ea.  mo.  (except  Jan.);  6  ses¬ 
sions,  2  hrs.  ea.;  12  hrs.  AAGP  credit  approved. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lancaster  General  Hosp.;  September  22, 
1970— May  18,  1971 

I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  1  day  ea.  week;  18  weeks;  3 
hrs.  AAGP  credit  applied  for  ea.  session.  Contact 
John  H.  Esbenshade,  Jr.,  M.D.,  Dir.  of  Medical 
Educ.,  Lancaster  Gen.  Hosp.,  555  N.  Duke  St., 
Lancaster  17601 . 


Philadelphia;  September  14,  1970 — May  17,  1971 
l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Methodist  Hosp.;  first  and  third 
Mon.  ea.  mo.  (except  holidays);  AAGP  approval 
requested.  Contact  John  H.  Killough,  Ph  D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pottsville;  September  24,  1970 — May  27,  1971 
l/AMA— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hahnemann;  at  Good  Samar¬ 
itan  Hosp.;  fourth  Thurs.  ea.  mo.  (except  Nov., 
Dec.  and  Apr.);  2  hrs.  ea.  day.  Contact  Norman  M. 
Wall,  M.D.,  Dir.  of  Med.  Educ.,  Good  Samaritan 
Hosp.,  E.  Norwegian  and  Tremont  Sts.,  Pottsville 
17901. 


Pottsville  Hospital;  September  3,  1970 — June  3, 
1971 

l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  first  Thurs.  ea.  mo.;  10  mos.;  2 
hrs.  AAGP  credit  approved  per  session.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 


Pottsville  Hospital;  First  Thurs.  of  every  mo., 
beginning  September,  1971 

I— CONTINUING  MEDICAL  EDUCATION;  by 
Pottsville  Hospital;  2  hrs.  ea.  day;  1  day  ea.  mo.; 
20  hrs.  AAGP  credit  requested.  Contact  E.  W. 
Cubler,  M.D.,  D.M.E.,  Pottsville  Hospital,  Mauch 
Chunk  &  Jackson  Sts.,  Pottsville  17901. 


Reading:  September  22,  1970 — May  25,  1971 

I  —  1  970-71  CONTINUING  EDUCA¬ 
TION  PROGRAM;  at  St.  Joseph’s  Hosp.;  fourth 
Tues.  ea.  mo.  (except  December);  8  hrs.  AAGP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D.,  Med.  Dir.,  St.  Joseph’s  Hosp.,  215  Walnut 
St.,  Reading  19603. 


Sayre:  August  24,  1970 — June  14,  1971 

I — ROTATING  SEMINARS  (10  sessions  Car¬ 
diology;  5  sessions  Dermatology;  11  sessions  En¬ 
docrinology;  13  sessions  Hematology;  7  sessions 
Neurology;  8  sessions  Psychiatry;  4  sessions  Ra¬ 
diation  Therapy;  9  sessions  Urology — 
Nephrology);  at  Robert  Packer  Hosp.;  1  hr.  ea. 
session;  hour-for-hour  AAGP  credit  approved. 
Contact  Paul  C.  Royce,  M.D.,  Ph.D.,  Dir.  Med. 
Educ.,  Robert  Packer  Hosp.,  Guthrie  Square, 
Sayre  18840. 


Scranton;  October  21,  1970 — May  19,  1971 

l/AMA  — A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  at  Mercy  Hosp.;  1  day  a  month;  8 
months;  24  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef¬ 
ferson,  1025  Walnut  St.,  Philadelphia  19107. 


Sellersville;  September  23,  1970 — June  16,  1971 
I— CONTINUING  MEDICAL  EDUCA¬ 
TION  PROGRAM;  by  Hahnemann  and  Grandview 
Hosp.;  at  Grandview  Hosp.;  fourth  Wed.  ea.  mo. 
(except  December);  18  hrs.  AAGP  credit 
requested.  Contact  D.  Henry  Ruth,  M.D.,  Dir.  of 
Med.  Educ.,  Grandview  Hosp.,  Sellersville  18960. 


Somerset  Community  Hospital;  October  14, 
1970— May  12,  1971 

I  — CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (A  Pennsylvania  Medical  Con¬ 
tinuing  Education  Program);  by  CES;  second  Wed. 
ea.  mo.  except  Jan.  &  Feb.;  18  hrs.  AAGP  credit 
applied  for;  $25  fee  ($5  single  session).  Contact 
CES,  Pennsylvania  Medical  Society,  20  Erford 
Road,  Lemoyne  17043. 
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Somerset  Community  Hospital;  Fourth  Tues.  of  ea. 
mo. 

I—  A  PROGRAM  OF  CON- 
TINUING  MEDICAL  EDUCATION;  by  Western  Pa. 
RMP  and  the  Regional  PG  Medical  Faculty  Project 
of  Lee  Hospital,  Johnstown;  2  hrs.  ea.  day;  24  hrs. 
AAGP  credit  requested  ea.  year.  Contact  William 
W.  Ayres,  M.D.,  Pathologist,  Somerset  Community 
Hosp.,  225  S.  Center  Ave.,  Somerset  15501. 


Tunkhannock;  March  17 — May  19,  1971 

I— CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (An  Edward  Walter  Clark  Me¬ 
morial  Education  Program)  by  Educational  and 
Scientific  Trust  of  PMS;  at  Tyler  Memorial  Hospi¬ 
tal;  third  Wed.  ea.  mo.;  9  hrs.  AAGP  credit  applied 
for.  Contact  CES,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 


Wellsboro;  March  17 — May  19,  1971 

I  — CURRENT  MEDICAL  AND  SUR¬ 
GICAL  CONCEPTS  (An  Edward  Walter  Clark  Me¬ 
morial  Education  Program);  by  Educational  and 
Scientific  Trust  of  PMS;  at  Soldiers  &  Sailors 
Hosp.;  third  Wed.  ea.  mo.;  9  hrs.  AAGP  credit 
applied  for.  Contact  CES,  Pennsylvania  Medical 
Society,  20  Erford  Road,  Lemoyne  17043. 


Wilkes-Barre;  March  31— May  26,  1971 

l/AMA— CONTINUING  EDUCATION  COURSE; 
by  Hahnemann;  at  Wyoming  Valley  Hosp.; 
Wednesday  each  week.  Contact  David  W.  Kistler, 
M.D.,  D.M.E.,  Wyoming  Valley  Hosp.,  149  Dana 
St.,  Wilkes-Barre  18702. 


HEMATOLOGY 

Pittsburgh;  May  23,  1971 — June  6,  1971 

I— SEMINARS  IN  HEMATOLOGY;  by  Pitt;  at 
Presbyterian-University  Hosp.;  3  hrs.  ea.  day;  2 
Sundays;  6  hrs.  AAGP  credit  requested;  $25  fee. 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Edu.,  Pitt,  1022-G  Scaife  Hall,  Pittsburgh 
15213. 


INTERNAL  MEDICINE 

As  Requested,  1971;  Philadelphia 
PG— ACUTE  CARE  MEDICINE  FELLOWSHIP 
(retraining  program  for  women  physicians);  by 
Woman’s;  6  hrs.  per  day;  1  yr.  duration.  Contact 
Ethel  Weinberg,  M.D.,  Assoc.  Dean,  Woman's, 
3300  Henry  Ave.,  Philadelphia  19129. 


Philadelphia,  October  6,  1971 — May  31,  1972 
l/AMA— INTERNAL  MEDICINE  REVIEW;  at 
Hahnemann;  3  hrs.  ea.  day;  1  day  ea.  week;  33 
weeks;  99  hrs.  AAGP  credit  requested;  $150  fee 
for  entire  course  ($50  ea.  subspecialty).  Contact 
Mrs.  Sage  Cordell,  Asst.  Dir.  PG  Educ.,  Hah¬ 
nemann,  230  North  Broad  Street,  Philadelphia 
19102. 


Pittsburgh;  September  13 — October  15,  1971 
l/AMA  —  INTERNAL  MEDICINE  REVIEW 
COURSE;  by  Pitt  and  Amer.  Coll,  of  Physicians;  at 
Pitt;  3  hrs.  a  day;  2  days  ea.  week;  5  weeks;  33 
hrs.  AAGP  credit  requested;  $50  fee.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt., 
Scaife  Hall,  Pittsburgh  15213. 


MALIGNANT  DISEASE 

Philadelphia;  September  9,  1970 — June  23,  1971 
I— CANCER  DETECTION  IN  OFFICE  PRAC¬ 
TICE;  at  American  Oncologic  Hosp.;  4  hrs.  a  day; 
1  day  a  wk.;  20  hrs.  AAGP  credit  approved;  course 
repeated  every  5  weeks.  Contact  Joseph  G. 
Strawitz,  M.D.,  Assoc.  Dir.,  American  Orcologic 
Hosp.,  Central  &  Shelmire  Aves.,  Philadelphia 
19111. 


Sharon  General  Hospital;  February  19 — June  18, 
1971 

I— CLINICAL  PROBLEMS  IN  ONCOLOGY;  by 
Western  Pa.  RMP;  2  hrs.  ea.  day;  third  Fri.  ea.  mo. 
Contact  John  B.  Dunne,  Chief  Area  Liaison  Rep., 
WP/RMP,  3530  Forbes  Ave.,  Pittsburgh  15213. 


Warren  General  Hospital;  February  9 — June  8, 
1971 

I—  CONTINUING  EDUCA- 
TION  PROGRAM  (Cancer  Subjects);  by  Western 
Pa.  RMP;  second  Tues.  ea.  mo.;  2  hrs.  ea.  day. 
Contact  John  B.  Dunne,  Chief  Area  Liaison  Rep., 
WP/RMP,  3530  Forbes  Ave.,  Pittsburgh  15213. 


Washington  Hospital;  February  17 — May  19,  1971 
I— CONTINUING  EDUCATION  PROGRAM;  by 
Western  Pa.  RMP;  third  Wed.  ea.  mo.,  2  hrs.  ea. 
day.  Contact  John  B.  Dunne,  Chief  Area  Liaison 
Rep.,  WP/RMP,  3530  Forbes  Ave.,  Pittsburgh 
15213. 


MICROBIOLOGY  &  IMMUNOLOGY 
Allentown  Hosp.;  September  10,  1970 — June  10, 
1971 

I  — IMMUNOLOGY:  BASIC  CONCEPTS- 
CLINICAL  APPLICATIONS  (A  Program  of  Con¬ 
tinuing  Medical  Education;  by  Jefferson  and  Penn 
State;  second  Thurs.  ea.  mo.;  10  mos.,  30  hrs. 
AAGP  credit  approved.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.,  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


PSYCHIATRY 

Danville;  September  16,  1970 — May  19,  1971 

I  —  PSYCHIATRY  AND  COM¬ 
MUNITY  MENTAL  HEALTH;  by  The  Institute  of 
Pennsylvania  Hosp.;  at  Geisinger  Medical  Center; 
2  hrs.  ea.  day;  1  day  a  wk.;  10  weeks;  20  hrs. 
AAGP  credit  applied  for.  Contact  J.  Martin  Myers, 
M.D.,  Psychiatrist-in-Chief,  Pennsylvania  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Danville;  September  24,  1970 — May  27,  1971 

I— PSYCHIATRY  AND  MEDICAL  PRACTICE; 
by  The  Institute  of  the  Pennsylvania  Hosp.;  at 
Geisinger  Medical  Center;  2  hrs.  per  day;  1  day  a 
week;  20  weeks;  40  hrs.  AAGP  credit  applied  for 
$25  fee.  Contact  J.  Martin  Myers,  M.D., 
Psychiatrist-in-Chief,  Pennsylvania  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Norristown  State  Hospital;  March  5,  1971 — May 
21,  1971 

I/S — FAMILY  THERAPY;  by  Norristown  State 
Hospital;  2  hrs.  each  day;  one  day  each  week;  10 
weeks;  $50  fee.  Contact  John  D.  Pruitt,  M.D.,  Dir. 
Cont.  Educ.  for  Psychiatrists,  Norristown  State 
Hospital,  Stanbridge  and  Sterigere  Sts.,  Norris¬ 
town  19401. 


Philadelphia;  October  21,  1970 — June  2,  1971 
l/AMA  —  SEMINARS  IN  PSYCHOTHERAPY; 
SHORT-TERM,  CRISIS  AND  SUPPORTIVE 
THERAPIES;  at  Hahnemann;  three  10-week  semi¬ 
nars;  every  Wed.;  20  hrs.  ea.  seminar;  AAGP  credit 
requested;  $75  fee  for  10-week  session,  $150  for 
30  sessions.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Psych.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  April  7— May  12,  1971 

l/AMA  —  DRUGS:  PSYCHO- 
TROPIC,  PSYCHEDELIC  AND  ADDICTING;  at 
Hahnemann;  every  Wed.;  6  weeks;  12  hrs.  AAGP 
credit  requested;  $50  fee.  Contact  Paul  J.  Fink, 
M.D.,  Dir.  Psych.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Philadelphia;  March  24— May  26,  1971 

l/AMA  —  ADOLESCENCE  AND  THE  YOUTH 


CULTURE;  by  Hahnemann;  at  Dept,  of  Psychiatry; 
every  Wed.;  10  weeks;  10  hrs.  AAGP  credit 
requested;  $75  fee.  Contact  Paul  J.  Fink,  M.D., 
Dir.  Psych.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


CONTINUOUS  COURSES 
Sessions  of  the  following  courses  will  con¬ 
vene  continuously  until  completed. 


ANESTHESIOLOGY 
May  27-29,  1971;  Pittsburgh 

C/LIFE  SUPPORT- 
MAJOR  ORGAN  SYSTEM  FAILURES  (Fifth  An¬ 
nual  Symposium  on  Acute  Medicine)  by  Amer. 
Soc.  of  Anesthesiologists;  at  Pittsburgh  Hilton; 
$100  fee.  Contact  Bulent  Kirimli,  M.D.,  c/o  Dept,  of 
Anesthes.,  V.A.  Hosp.,  Pittsburgh  15240. 


CARDIOVASCULAR  DISEASE 
Continuous;  Philadelphia 

PG/AMA  (required  credit) — Cardiology  Tutorial 
Programs;  by  Hahnemann;  8  hrs.  per  day;  3  week 
minimum;  120  hrs.  total;  AAGP  credit  requested; 
$200  fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir. 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


July  19 — 21,  1971;  Philadelphia 

C/AMA  —  BEDSIDE  DIAG¬ 
NOSIS  OF  HEART  DISEASE;  by  Hahnemann;  at 
Marriott  Motor  Hotel;  7  hrs.  ea.  day;  21  hrs.  AAGP 
credit  requested;  $125  fee.  Contact  Bernard  L. 
Segal,  M.D.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


September  21 — 25,  1971;  Philadelphia 

C/AMA  —  CARDIAC  ARRHYTHMIAS  (Pathophy¬ 
siology,  Pharmacology  and  Treatment);  by  Hah¬ 
nemann;  at  Marriott  Motor  Hotel;  7  hrs.  ea.  day; 
4V2  days;  31  hours.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  PG 
Educ.,  Hahnemann;  230  N.  Broad  St.,  Philadelphia 
19102. 


September  27-28,  1971;  Philadelphia 

C/AMA— CURRENT  TOPICS  IN  CARDIOPUL¬ 
MONARY  DISEASE-1971:  Evolving  Concepts  in 
Coronary  Artery  Disease;  by  American  College  of 
Cardiology;  at  Temple.  Contact  Miss  Mary  Anne 
Mclnerny,  Dir.,  Dept,  of  Cont.  Educ.,  American 
College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 


CHEST  DISEASES 

July  12-23,  1971;  Philadelphia  (Hahnemann) 
October  4-15,  1971;  Wilkes-Barre  General  Hospital 
December  6-17,  1971 ;  Philadelphia  (Hahnemann) 
March  14-25,  1972;  Allentown  Hospital 
O/AMA — A  Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP;  2  weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  R.  F.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


November  1 — 12,  1971  (February  28 — March  10, 
1971);  Philadelphia 

C/PG  —  TEMPLE  UNIVERSITY  POSTGRADU¬ 
ATE  COURSES  IN  BRONCHO-ESOPHAGOLOGY; 
by  Drs.  Charles  M.  Norris  and  Gabriel  F.  Tucker, 
Jr.  Contact  Chevalier  Jackson  Clinic,  Temple, 
3401  N.  Broad  St.,  Philadelphia  19140. 


ENDOCRINOLOGY 

September  1 — October  1,  1971;  Philadelphia 

PG/AMA— ENDOCRINOLOGY  (DIABETIC)  TU¬ 
TORIAL  COURSE;  at  Hahnemann;  7  hrs.  per  day; 
20  days;  140  hrs.  AAGP  credit  requested;  $100  per 
week.  $350  entire  course.  Contact  Mrs.  Sage  Cor¬ 
dell,  Asst.  Dir.  Postgraduate  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 
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GENERAL  MEDICINE 

June  14  -  August  6,  1971;  Philadelphia  (repeat 
starting,  October  11  and  December  13,  1971) 
PG/AMA  (required  credit) — Critical  Care  Medi¬ 
cine  Tutorial  Course,  by  Hahnemann;  8  hrs.  per 
day  (4  on  Sat.);  47  days;  344  hrs.;  AAGP  credit 
requested,  $300  fee.  Contact  Mrs.  Sage  Cordell, 
Asst.  Dir.  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


September  13  -  December  10,  1971;  Philadelphia 
(repeat  starting  January  10,  1972) 

PG/AMA  (required  credit) — Basic  General  Medi¬ 
cine  Tutorial  Course,  by  Hahnemann;  8  hrs.  per 
day;  75  days;  528  hrs.;  AAGP  credit  requested; 
$200  fee  per  mo.  $500  entire  course.  Contact  Mrs. 
Sage  Cordell,  Asst.  Dir.  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


I  /  A  M  A  —  A  PROGRAM  OF  CON¬ 
TINUING  MEDICAL  EDUCATION;  by  Jefferson 
and  Penn  State;  every  Thurs.;  30  weeks;  3  hrs. 
AAGP  credit  approved  ea.  day;  $40  fee  ($8.00 
single  session).  Contact  John  H.  Killough,  Ph  D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Philadelphia;  October  14,  1970 — May  12,  1971 
l/AMA— INTERNAL  MEDICINE  REVIEWS;  by 
Hahnemann;  at  Alumni  Hall;  3  hrs.  a  day;  1  day  a 
week;  27  weeks;  $150  fee  ($70  per  subspecialty); 
81  hrs.  AAGP  credit  approved.  Contact  Wilbur  A. 
Oaks,  M.D.,  Prog.  Dir.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


HEMATOLOGY 

June  7  -  July  2,  1971;  Philadelphia  (repeat  begin¬ 
ning  October  4,  1971) 

C/PG/AMA  —  HEMATOLOGY  &  MEDICAL 
ONCOLOGY  TUTORIAL  COURSE;  by  Hahnemann; 
7  hrs.  ea.  day;  5  days  ea.  week;  4  weeks;  $350  fee 
($100  per  week).  Contact  Mrs.  Sage  Cordell,  Asst. 
Dir.,  PG  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


INTERNAL  MEDICINE 
Continuous;  Philadelphia 

PG/AMA  (required  credit) — Clinical  Rheumato¬ 
logy  Tutorial  Course;  by  Hahnemann;  8  hrs.  per 
day;  2  days  per  week;  4  weeks;  64  hrs.  total;  AAGP 
credit  requested;  $100  fee.  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Continuous  (2-4  weeks  in  any  subsection); 

Philadelphia 

PG/AMA  (required  credit) — Hypertension,  Di¬ 
alysis  and  Clinical  Nephrology  Tutorial  Course; 
by  Hahnemann;  8  hrs.  per  day.  AAGP  credit 
requested;  Fee:  $75  per  week.  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Continuour  (3  weeks  in  any  subsection); 

Philadelphia 

PG/AMA  (required  credit) — Multiple  Clinical 
and  Laboratory  Pulmonary  Tutorial  Courses;  by 
Hahnemann;  8  hrs.  per  day;  120  total  hours;  $250 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


May  19 — 21,  1971;  Philadelphia 
C/AMA— PATHOPHYSIOLOGY  OF  PULMONARY 
DISEASE;  by  U.  of  Pa.;  at  Annenberg  Center  of 
Communications;  7  hrs.  ea.  day;  21  hrs.  AAGP 
credit  requested;  $125  fee.  Contact  Office  of  Grad. 
Med.  Educ.,  U.  of  Pa.,  283  Med.  Labs.  Bldg., 
Philadelphia  19104. 


May  17  -  July  9,  1971 ;  Philadelphia  (repeat  starting 
September  20,  1971  &  February  21,  1972) 


PG/AMA  (required  credit) — Immunology  (al¬ 
lergy)  Tutorial  Course;  by  Hahnemann;  8  hrs.  per 
day;  40  days;  320  hrs.;  AAGP  credit  requested; 
$200  fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir. 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


October  4 — 15,  1971;  Philadelphia 

C/PG/AMA— EMERGENCY  ROOM  TUTORIAL 
COURSE;  by  Hahnemann;  7  hrs.  ea.  day;  lO’/i 
days;  70  hrs.  AAGP  credit  requested;  $400  fee 
includes  daily  lunches.  Contact  Mrs.  Sage  Cor¬ 
dell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


January  3-7,  1971;  Philadelphia 

AMA — Workshops  in  the  Physiology,  Pathophy¬ 
siology  and  Diagnosis  of  Disorders  of  Electrolyte 
and  Acid-Base  Metabolism;  by  Amer.  Coll,  of 
Physicians;  at  Hospital  of  the  Univ.  of  Pa.;  Fee: 
Members  and  F.A.C.P.  $80,  non-members  $125, 
candidate  members  and  ACP  Latin  American 
Fellows  $40.  Contact  Registrar,  Postgraduate 
Courses,  Amer.  Coll,  of  Physicians,  4200  Pine  St., 
Philadelphia  19104. 


March  20-24,  1972;  Philadelphia 
AMA — Specifically  Treatable  Diseases  (Empha¬ 
sizing  Pathophysiology  and  Early  Clinical  Find¬ 
ings);  by  Amer.  Coll,  of  Physicians;  at  Pennsyl¬ 
vania  Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  $80,  non-members  $125,  candidate 
members  and  ACP  Latin  American  Fellows  $40. 
Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


NEPHROLOGY 

June  7 — 9,  1971;  Philadelphia  (to  be  repeated 
June,  1972) 

C/AMA — NEPHROLOGY  FOR  THE  PRACTICING 
PHYSICIAN;  by  Hahnemann;  at  Holiday  Inn;  7  hrs. 
ea.  day;  3  days;  21  hrs.  AAGP  credit  requested; 
$125  fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.  PG 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


NEUROLOGY 

May  10  -  July  30,  1971;  Philadelphia  (repeat 
starting  September  13,  1971) 

PG/AMA  (required  credit) — Neuropathology, 
Adult  &  Pediatric  Neurology  Tutorial  Course;  by 
Hahnemann;  8  hrs.  per  day;  58  days;  464  hrs.  total; 
AAGP  credit  requested.  Contact  Mrs.  Sage  Cor¬ 
dell;  Asst.  Dir.  Cont.  Educ.,  Hahnemann;  230  N. 
Broad  St.,  Philadelphia  19102. 


May  26—28,  1971;  Philadelphia 
C/AMA— NEWER  ASPECTS  OF  NEUROLOGY 
AND  NEUROSURGERY;  by  U.  of  Pa.;  at  Hospital  of 
U.  of  Pa.,  7  hrs.  ea.  day;  21  hrs.  AAGP  credit 
requested;  $100  fee.  Contact  Office  of  Grad.  Med. 
Educ.,  288  Med.  Labs.  Bldg.,  Philadelphia  19104. 


OPHTHALMOLOGY  &  OTOLARYNGOLOGY 
May  19—22,  1971;  Bedford 
C— 1971  SCIENTIFIC  MEETING  OF  PA.  ACAD. 
OF  OPHTHALMOLOGY  AND  OTOLARYNGOLOGY; 
at  Bedford  Springs  Hotel;  $35  fee  for  non¬ 
members;  all  physicians  welcome.  Contact  Joseph 
A.  Cipcic,  M.D.,  (Secy.  Pa.  Acad,  of  O  &  O),  1501 
Locust  St.,  Pittsburgh  15219. 


August  2 — 6,  1971;  Pittsburgh 

C/S— THE  MANAGEMENT  OF  RETINAL  DE¬ 
TACHMENT;  by  Pitt.;  at  Eye  &  Ear  Hosp.;  8  hrs. 
ea.  day;  5  days;  $300  fee.  Contact  William  G. 
Everett,  M.D.,  Dir.,  Eye  &  Ear  Hosp.,  230  Lothrop 
St.,  Pittsburgh  15213. 


PEDIATRICS 
May  11 — 14,  1971;  Philadelphia 
C— TWENTIETH  ANNUAL  SEMINAR  IN  PEDI¬ 
ATRICS;  by  Temple;  at  St.  Christopher’s  Hosp., 
for  Children;  28  hrs.  AAGP  credit  requested;  $100 
fee.  Contact  John  B.  Bartram,  M.D.,  St.  Chris¬ 
topher’s  Hosp.  for  Children,  2600  N.  Lawrence  St., 
Philadelphia  19133. 


PSYCHIATRY 
May  19,  1971;  Philadelphia 
C— CONTINUING  EDUCATION  IN  PSYCHIATRY 
(1971  Teachers  Conference);  by  Pa.  Steering  Com. 
for  Cont.  Educ.  in  Psychiatry.  Contact  William  H. 
Lentz,  Jr.,  Exec.  Dir.,  Steering  Com.,  5600  Derry 
St.,  Harrisburg  17111. 

June  16,  1971;  Philadelphia 

AMA — The  Encounter  Movement  in  Psychiatry; 
by  Hahnemann;  at  Marriott  Motor  Hotel;  8  hrs.;  $35 
fee.  Contact  Paul  J.  Fink,  M.D.,  Dir.  Education  and 
Training,  Hahnemann;  249  N.  Broad  St., 
Philadelphia  19107. 


1971  Scientific  Assembly 
Clinical  Therapeutics — 1971: 

Emergency  Medicine 
Monday,  November  8  — 
Thursday,  November  11, 1971 

Seminars: 

Pennsylvania  Medical  Society 
Pennsylvania  Nurses  Association 
Pennsylvania  State  University 
College  of  Medicine  (Hershey) 
Medical  College  of  Pennsylvania 
Temple  University  School 
of  Medicine 

University  of  Pennsylvania 
School  of  Medicine 
Pennsylvania  Allergy  Association 
Society  of  Colon 
and  Rectal  Surgery 
Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology 
Pennsylvania  Orthopaedic  Society 
Pennsylvania  Academy  of  Physical 
Medicine  and  Rehabilitation 
Pennsylvania  Psychiatric  Society 
International  College  of 
Surgeons,  Pennsylvania  Division 
Urological  Association 
of  Pennsylvania 
Pennsylvania  Academy 
of  General  Practice 
Pennsylvania  Division, 

American  Cancer  Society 
Pennsylvania  Society 
of  Internal  Medicine 
PMS  Commission  on  Geriatrics 


MAY,  1971 
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new  members 


These  physicians  have  joined  the  State  Society  recently: 


ALLEGHENY  COUNTY: 

Siegfried  P.  Junghans,  M.D.,  Sewickley  Valley  Hospital, 
Sewickley  1 5143. 

Lawrence  N.  Adler,  M.D.,  Forest  Hills  Plaza,  Pittsburgh 
15221. 


William  S.  Pierce,  M.D.,  R.D.  3,  Hummelstown  17036. 
Thomas  J.  Rohner,  Jr.,  M.D.,  R.  D.  1,  Hummelstown 
17036. 

Vincent  G.  Stenger,  M.D.,  Milton  S.  Hershey  Medical 
Center,  Hershey  17033. 


BEAVER  COUNTY: 

Jose  F.  Garcia,  M.D.,  1909  College  Ave.,  Beaver  Falls 
15010. 

BERKS  COUNTY: 

Thomas  B.  Souders,  M.D.,  424  Walnut  St.,  Reading  19601. 

James  M.  Fenstermacher,  M.D.,  Anes.  Dept.,  Reading  Hos¬ 
pital,  Reading  19602. 

BUCKS  COUNTY: 

Jung-Soo  Jung,  M.D.,  523  W.  Broad  St.,  Quakertown 
18951. 

BUTLER  COUNTY: 

Laura  May  Cameron,  M.D.,  V.A.  Hospital,  Butler  16001. 

John  A.  Knapp,  M.D.,  BAH  #529,  Butler  16001. 

CAMBRIA  COUNTY: 

Camille  J.  Maravalli,  M.D.,  406  Main  St.,  Johnstown 
15901. 

Rodolfo  L.  Furigay,  M.D.,  Windber  Hosp.,  Windber 
15963. 

Sharadchandra  Deshpande,  M.D.,  320  Main  St.,  Johnstown 
15901. 

Jose  V.  Teodoro,  M.D.,  2045  Eugene  St.,  Johnstown 
15904. 

CHESTER  COUNTY: 

William  S.  Lovrinic,  M.D.,  7  N.  Five  Point  Rd.,  West 
Chester  19380. 

DAUPHIN  COUNTY: 

John  E.  Siegel,  M.D.  3510  Belair  Rd.,  Harrisburg  17109. 

David  C.  Raham,  M.D.,  M.S.  Hershey  Medical  Center, 
Hershey  17033. 

C.  Scott  Harrison,  M.D.,  232  State  St.,  Harrisburg  17101. 

Orrie  G.  Clemens,  M.D.,  4918  Locust  Lane,  Harrisburg 
17109. 

Joseph  H.  Engle,  M.D.,  2800  Green  St.,  Harrisburg  171 10. 

Robert  D.  Gens,  M.D.,  6015  Devonshire  Rd.,  Harrisburg 
171 12. 

Stephen  M.  Kaplan,  M.D.,  2337  N.  Third  St.,  Harrisburg 
17110. 

Rolando  A.  Casal,  M.D.,  209  Glenside  Lane,  Camp  Hill 
17011. 

Graham  H.  Jeffries,  M.D.,  Department  of  Medicine, 
Hershey  Medical  Center,  Hershey  17033. 

John  C.  Morton,  M.D.,  23  Glendale  Dr.,  Mechanicsburg 
17055. 


ERIE  COUNTY: 

Edward  L.  Teed,  M  ,D„  1611  Peach  St.,  Erie  1 650 1 . 

Arsenio  M.  Ong,  M.D.,  St.  Vincent  Hosp..  Erie  16512. 

Hector  J.  Kalagayan,  M.D.,  5  South  St.,  Union  City  1 6438. 

Peter  S.  K.  Yu,  M.D.,  3451  West  32nd  St.,  Erie  16501. 

FAYETTE  COUNTY: 

Florencio  P.  Cardenas,  M.D.,  205  Easy  St.,  Uniontown 
15401. 

LACKAWANNA  COUNTY: 

Charles  J.  Bannon,  M.D.,  Medical  Arts  Bldg.,  Scranton 
18503. 

Daniel  J.  Pavuk,  M.D.,  27  Old  Mill  Rd.,  Jerniyn  18433. 

Aref  A.  Zalatimo,  M.D.,  319  N.  Abington  Rd.,  Clarks 
Green  18411. 

LANCASTER  COUNTY: 

John  H.  Ebersole,  M.D.,  Lancaster  Gen.  Hospital, 
Lancaster  17604. 

Hack  J.  Kim,  M.D.,  50  Michelle  Dr.,  Lancaster  17603. 

Laurence  W.  France,  M.D.,  1059  Columbia  Ave., 

Lancaster  17603. 

Winthrop  P.  Wilcox,  M.D.,  1129  Mil-Mar  Rd.,  Lancaster 
17603. 

Robert  E.  Brown,  M.D.,  50  E.  Frederick  St.,  Lancaster 
17602. 

LEBANON  COUNTY: 

Paul  E.  Harvey,  M.D.,  Coolspring  15730. 

LUZERNE  COUNTY: 

David  B.  Lucchino,  M.D..  229  Barney  St.,  Wilkes-Barre 
18702. 

Kwang  W.  Pyun,  M.D..  409  Citizens  Bank  Bldg.,  Hazleton 
18201. 

Stanley  C.  Ushinski,  M.D.,  Narrows  Mall  Office  Bldg., 
Kingston  18704. 

Domenico  Scarano,  M.D.,  69  Spruce  St.,  Mountain  Top 
18707. 

John  F.  Schade,  M.D.,  609  Hazleton  National  Bank, 
Hazleton  18201. 

NORTHAMPTON  COUNTY: 

Rudolph  J.  Preletz,  Jr.,  M.D.,  701  W.  Union  Blvd., 
Bethlehem  18018. 

Robert  J.  Sallash,  Jr.,  M.D.,  35  E.  Elizabeth  Ave., 
Bethlehem  18018. 

Ismail  H.  Elzeneiny,  M.D.,  65  E.  Elizabeth  Ave., 
Bethlehem  18018. 
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obituaries 


O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O  Joseph  J.  Austra,  Shenandoah; 
Jefferson  Medical  College,  1916;  age 
77;  died  January  17,  1971.  He  is  sur¬ 
vived  by  a  daughter,  a  son,  and  a 
brother. 

O  William  B.  Barr  Jr.,  Allentown; 
Jefferson  Medical  College,  1956;  age 
41;  died  February  14,  1971.  As¬ 

sociated  with  his  father,  Dr.  William 
B.  Barr,  Sr.  in  private  practice,  he  was 
a  fellow  of  the  American  Abdominal 
Assn,  and  had  won  a  fellowship  in  sur¬ 
gery  at  Duke  University.  Besides  his 
wife  and  two  sons,  he  is  survived  by 
his  parents,  two  sisters,  and  a  brother, 
Dr.  Gavin  C.  Barr  of  Bethlehem. 

O  Charles  C.  Grouse,  Greensburg; 
University  of  Pennsylvania  Medical 
School,  1915;  age  82;  died  January  19, 
1971.  He  was  a  fellow  in  the  Medical 
College  of  Surgeons.  One  daughter 
survives  him. 

O  Abram  A.  Dattner,  Wilkes-Barre; 
Jefferson  Medical  College,  1915;  age 
79;  died  January  29,  1971.  A  pediatri¬ 
cian,  in  later  years  he  was  assistant 
regional  director  of  Pennsylvania  State 
Department  of  Health.  He  is  survived 
by  his  wife,  a  daughter,  a  son,  and 
three  brothers,  one  of  whom  is 
Herman  B.  Dattner  M.D.,  of  Wilkes- 
Barre  and  six  sisters. 

O  Jacob  Gershon-Cohen,  Philadel¬ 
phia;  University  of  Pennsylvania 
School  of  Medicine,  1924;  age  72; 
died  February  6,  1971.  Dr.  Gershon- 
Cohen  was  director  emeritus  of 
radiology  at  the  Albert  Einstein  Medi¬ 
cal  Center.  Besides  holding  several 
professorships  at  Temple  University 
School  of  Medicine  and  at  the  Univer¬ 
sity  of  Pennsylvania  Hospital,  he  was 
the  first  president  of  the  American 
Thermographic  Society  and  president 
of  the  Philadelphia  Roentgen  Ray  So¬ 
ciety.  He  is  survived  by  two  sisters  and 
and  a  brother. 

O  Frederick  Nelson  Groves,  Pitts¬ 
burgh;  University  of  Pittsburgh  School 
of  Medicine,  1930;  age  65;  died 
Fanuary  31,  1971.  He  is  survived  by  a 
orother  and  a  sister. 

O  Louis  Robert  Guerrieri, 
Scranton;  Georgetown  University 
Medical  College,  1956;  age  40;  died 


January  25,  1971.  He  was  chief  of 
neurosurgery  at  Scranton  State  Gener¬ 
al  Hospital.  He  is  survived  by  his  wife 
and  one  child. 

O  Robert  W.  Henry,  Philadelphia; 
Leonard  Medical  School,  1907;  age 
87;  died  October  10,  1970.  He  was 
president  of  Philadelphia  Academy  of 
Medicine  and  Allied  Sciences  and 
president  of  The  Medical  Society  of 
Eastern  Pennsylvania.  His  wife  sur¬ 
vives  him. 

O  G.  Norris  Ketcham,  Philadelphia; 
Temple  University  School  of  Medi¬ 
cine,  1941;  ae  55;  died  January  25, 
1971.  He  was  a  fellow  of  the  American 
College  of  Obstetrics  and  Gynecology. 
Survivors  include  his  wife,  a  son,  a 
daughter,  and  a  sister. 

O  S.  Meyer  Klein,  Lewistown;  Med¬ 
ical  College  of  Virginia,  1931;  age  64; 
died  February  11,  1971.  A  physician 
in  Lewistown  for  the  past  twenty-five 
years,  he  is  survived  by  his  wife,  a 
daughter,  and  a  step-daughter. 

O  Clarence  L.  Lehman,  Springfield; 
Temple  University  School  of  Medi¬ 
cine,  1943;  age  52;  died  January  5, 
1971.  Dr.  Lehman  had  been  a  teaching 
associate  at  Temple  Medical  School 
and  was  chief  of  pathology  at  Crozer- 
Chester  Medical  Center.  He  was  a 
fellow  of  the  College  of  American 
Pathologists,  the  American  Society  of 
Clinical  Pathologists,  and  the  Pennsyl¬ 
vania  Society  of  Clinical  Pathologists. 
He  is  survived  by  his  wife,  two  daugh¬ 
ters,  and  a  son. 

O  Lewis  R.  McCauley,  Punxsu- 
tawney;  Hahnemann  Medical  College, 
1933;  age  67;  died  January  28,  1971. 
He  was  a  fellow  in  the  American 
College  of  Physicians  and  the  Ameri¬ 
can  College  of  Cardiology.  Survivors 
are  his  wife  and  a  daughter. 

O  Joseph  E.  Novotny,  Donora;  Uni¬ 
versity  of  Pittsburgh  School  of  Medi¬ 
cine,  1927;  age  70;  died  December  15, 
1971.  He  is  survived  by  a  brother. 

O  Walter  A.  Shuman,  Lititz; 
Temple  University  School  of  Medi¬ 
cine,  1946;  age  57,  died  February  6, 
1971.  He  was  a  diplomate  on  the 
American  Board  of  Anesthesiology. 
His  wife  survives  him. 


O  Aida  Sloan,  Pacific  Palisades, 
Cal.;  University  of  Pittsburgh  School 
of  Medicine,  1909;  age  82;  exact  date 
of  death  unknown.  A  specialist  in 
ophthalmology,  her  son.  Dr.  Howard 
Sloan,  predeceased  her. 

Guy  B.  Anderson,  Mohnton;  Jef¬ 
ferson  Medical  College,  1920;  age  80; 
died  January  28,  1971.  He  practiced  in 
Baltimore  until  his  retirement  in  1963. 
He  is  survived  by  his  wife,  a  daughter, 
two  sisters,  and  a  brother. 

Maryesther  Burns,  Selinsgrove; 
Woman’s  Medical  College,  1918;  age 
84;  died  October  2,  1970.  There  are  no 
known  survivors. 

Thaddeus  Leslie  Deren,  Moores- 
town,  N.J.;  Hahnemann  Medical 
College;  1954;  age  44;  died  February 
4,  1971.  Dr.  Deren  was  chief  of 
urology  at  Rancocas  Valley  Hospital 
in  Willingboro,  N.J.  and  was  on  the 
staff  at  Hahnemann  and  St.  Luke’s 
Hospitals  in  Philadelphia.  Survivors 
include  his  wife,  one  daughter,  two 
sons,  his  mother,  and  a  sister. 

Josephine  Fundenburgh,  Neffsville; 
University  of  Michigan,  1913;  age  89; 
died  February  18,  1971.  A  psychia¬ 
trist,  she  practiced  at  state  hospitals  in 
Mercer,  Norristown,  and  Torrance. 
She  is  survived  only  by  nieces  and 
nephews. 

Domenic  A.  Rovito,  Middletown; 
University  of  Rome,  Italy,  1934;  age 
61;  died  February  3,  1971.  He  was 
chief  of  psychiatric  services  at  Veter¬ 
ans  Administration  Office  at  Wilm¬ 
ington,  Del.  at  the  time  of  his  death. 
His  wife,  a  daughter,  two  sons,  three 
sisters,  and  three  brothers  (among 
them  Joseph  Rovito  M.D.,  of  Morton 
and  S.  Samuel  Rovito  M.D.,  of 
Merion)  survive  him. 

Kurt  J.  Wolff,  Coatesville;  Fre¬ 
derick  Williams  University,  Berlin, 
Germany;  age  63;  died  February  10, 
1971.  Specializing  in  geriatrics  and 
psychiatry,  he  was  chief  of  staff  for 
research  and  education  at  the  Veterans 
Administration  Hospital  in  Coatesville 
at  the  time  of  his  death.  He  is  survived 
by  his  wife  and  a  brother. 
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meetings 


MAY 

Nineteenth  Annual  Clinical  Meeting  of  the  American 
College  of  Obstetricians  and  Gynecologists,  May  3-6, 
1971,  San  Francisco,  Cal.  Non-Fellows  may  register  to 
attend  the  meeting  and  the  postgraduate  courses  pre¬ 
ceding  the  meeting  (May  I  and  2).  For  further  infor¬ 
mation  contact:  Donald  F.  Richardson,  79  West 
Monroe  St.,  Chicago,  Ill.  60603. 

National  Symposium  on  Emergency  Medical  Care,  May  6- 
7,  1971,  Bellevue  Stratford  Hotel,  Philadelphia.  Spon¬ 
sored  by  The  Delaware  Valley  Council  and 
cooperating  organizations.  Chairman:  John  M.  How¬ 
ard,  M.D.,  Professor  Surgery,  Hahnemann  Medical 
College  &  Hospital,  Philadelphia  19102. 

1971  Annual  Meeting  of  the  Medical  and  Chirurgical  Fac¬ 
ulty  of  the  State  of  Maryland,  May  12-14,  1971,  Bal¬ 
timore  Civic  Center.  No  registration  fee.  Credit  given 
by  the  Academy  of  General  Practice.  For  complete 
program  write:  Arlie  R.  Mansberger,  Jr.,  M.D., 
Chairman,  Committee  on  Program  and  Arrangements, 


Medical  and  Chirurgical  Faculty,  1211  Cathedral  St., 
Baltimore,  Md.,  21201. 

Fourteenth  Annual  Convention  of  the  Pennsylvania 
chapter  of  the  American  Association  of  Medical  Assis¬ 
tants,  May  13-16,  1971,  Chatham  Center,  Pittsburgh. 

Annual  Meeting  of  the  National  Tuberculosis  and  Respira¬ 
tory  Disease  Association  and  the  American  Thoracic 
Society,  May  16-19,  1971,  Los  Angeles  Hilton  Hotel, 
Los  Angeles,  Cal.  For  further  information  contact: 
Miss  Helen  Jones,  National  TB  &  RD  Association, 
1 740  Broadway,  New  York,  N.Y.  (21  2)  245-8000. 

Annual  Meeting  of  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology,  May  19-22, 
1971,  Bedford  Springs  Hotel,  Bedford.  For  further  in¬ 
formation  contact:  Joseph  A.  Cipic.  M.D.,  1501 
Locust  St.,  Pittsburgh  15219. 

JUNE 

AMA  Annual  Convention.  June  20-24,  1971,  Atlantic  City, 
N.J. 
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PHYSICIANS  WANTED 

Approved  General  Practice  Resi¬ 
dency,  available  July  1,  1971.  274-bed 
accredited  general  hospital.  ECFMG 
Certification  required  for  foreign 
physicians.  Write:  Administrator, 
Lower  Bucks  Hospital,  Bristol,  Penn¬ 
sylvania  19007. 

Openings  for  physicians — M.D.  and 
D.O. — in  university  affiliated  resi¬ 
dency  training  program  and  in  staff 
appointment  as  affiliate  in  psychiatry. 
For  detailed  information  write:  Robert 
St.  John,  M.D.,  Director  of  Education 
and  Medical  Research.  May  view  State 
Hospital,  Bridgeville,  Pa.  15017. 

Physicians  Wanted:  Male  and  Female, 
licensed,  for  children's  camps,  July 
and/or  August.  Good  salary;  free 
placement,  350  member  camps.  Write 
Dept.  P,  Association  Private  Camps, 
55  West  42  St.,  New  York,  N.Y. 
10036.  Phone  (212)  OX  5-2656. 

General  practitioners  badly  needed  in 
Columbia  County,  Pa.  Peaceful  col¬ 
lege  community  and  county  seat  on  In¬ 
terstate  80.  Modern  accredited  hospit¬ 
al,  all  specialties  handy.  Income 
limited  only  by  energy.  Due  to  recent 
deaths  of  five  physicians,  office  space 
readily  available.  Reciprocal  coverage 
and  part-time  salaried  positions  avail¬ 
able.  No  investment  needed.  Contact 
President,  Columbia  County  Medical 
Society,  C.  Perry  Cleaver,  M.D.,  Ca- 
tawissa.  Pa.  17820. 


pleting  a  million  dollar  modernization 
program.  Contact  E.L.  Pritt,  Adminis¬ 
trator,  Myersdale  Community  Hospi¬ 
tal,  Myersdale,  Pa.  15552 

General  Practitioner  —  Consider  lo¬ 
cating  in  growing  Western  Pennsyl¬ 
vania  in  Darlington  area,  Beaver 
County.  New  industries.  Beaver  Falls 
(two  hospitals)  fifteen  minutes  away. 
Turnpike  ten  minutes  away.  Contact 
J.B.  Swick,  Darlington,  Pa.  161 15. 

Wanted:  Chief  Mledical  Service  for 
337  bed  general  Medical-Surgical 
Center.  All-acute  186  medical  beds. 
Completely  equipped,  new  Pulmonary- 
Function,  Isotope,  and  Cardiac  Cath. 
labs.  Associated  affiliated  residencies 
in  general  surgery,  ENT,  ophthal¬ 
mology,  urology,  and  orthopedics. 
Eleven  full-time  internists  on  service. 
Must  be  Board  Certified  in  medicine 
and  available  for  personal  interview. 
Modern,  completely  air-conditioned 
building.  Excellent  geographic  loca¬ 
tion.  Adjacent  rail  and  turnpike  con¬ 
nections  to  major  metropolitan  areas 
of  the  Northeast,  seashore  and  inland 
resorts.  Progressive  schools.  Fine  area 
to  raise  a  family.  Equal  opportunity 
employer.  Write  or  call:  William  G. 
Jones,  M.D.,  Chief  of  Staff,  VA 
Center,  Wilmington,  Delaware  19805. 
Telephone  (302)-658-7203. 

Adult  Psychiatric  Residencies  avail¬ 
able  in  1,000-bed  university-affiliated 
general  teaching  hospital.  Psycho- 
analytically  oriented  program  with 


highly  intensive  individual  supervision 
by  Board  Certified  psychiatrists  and 
senior  psychoanalysts.  Opportunity  for 
supervised  experience  in  community 
mental  health  center  services  in  partial 
hospitalization,  crisis  intervention, 
family  and  group  treatment  and  school 
consulting,  pediatric,  and  surgical 
services;  Department  of  Child  Psychia¬ 
try,  and  Division  of  Neurology.  Indi¬ 
vidual  research  or  participation  in  on¬ 
going  projects  on  scientific  creativity, 
pre-school  cognitive  development  or 
demographic  research  is  encouraged. 
Residents  may  elect  greater  time  in 
any  service  for  further  training  as  part 
of  the  basic  residency.  Basic  salaries 
start  at  $7,500  for  the  first  year  and 
increase  $1,000  yearly.  Additional 
sources  of  income  can  increase  stipend 
by  at  least  $2,000  annually.  Extra  al¬ 
lowances  available  for  dependents. 
Apply:  Maurie  D.  Pressman,  M.D., 
Chairman,  Division  of  Psychiatry,  Al¬ 
bert  Einstein  Medical  Center,  York 
and  Tabor  Rds.,  Philadelphia,  Pa. 
19141. 

Physicians  Wanted:  Urologist,  Ortho¬ 
pedic  Surgeon,  Pediatrician,  Internist, 
Otolaryngologist,  and  General  Practi¬ 
tioners.  250-bed  fully  accredited,  ex¬ 
panding  hospital.  College  town  in  cen¬ 
tral  Pennsylvania  with  huge  recrea¬ 
tional  dam  under  development.  Offices 
available,  attractive  guarantee.  Con¬ 
tact  R.  E.  Cummings,  Blair  Hospital, 
Huntingdon,  Pa.  Telephone  (814)  643- 
2290. 


Wish  to  locate  in  area  with  long-es¬ 
tablished  practices  now  open?  Death 
has  reduced  our  number.  Hospital 
medical  staff  and  community  will  wel¬ 
come  any  qualified  G.P.,  OB-GYN  or 
internist  wishing  to  locate.  Approved 
82-bed,  short  term  hospital.  Expect  to 
build  new  plant  in  near  future. 
Address  inquiries  to  President,  Medi¬ 
cal  Staff,  Adrian  Hospital,  Punxsu- 
tawney,  Pa.  15767. 

Excellent  opportunity  for  a  general 
practioner  and  a  surgeon.  Rapidly  de¬ 
veloping  resort  area,  with  hunting, 
fishing,  and  winter  sports.  Fully 
accredited,  60-bed  hospital,  just  com- 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi¬ 
cal  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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Child  Psychology  Fellow- 
ships:  Training  program  approved  by 
the  American  Board  of  Psychiatry  and 
Neurology.  Psychoanalytic  oriented 
psychotherapy  for  suitable  children, 
adolescents,  and  parents  under  ex¬ 
cellent  supervision.  Comprehensive 
program  leading  to  board  certification. 
Individualized  intensive  study  of  par¬ 
ticular  interest  and/or  research  en¬ 
couraged.  Applicants  are  accepted 
after  completion  of  training  in  general 
psychiatry,  as  well  as  those  who  desire 
to  start  with  child  psychiatry  training. 
Stipends  competitive.  Write 
to:  Maurie  D.  Pressman,  M.D., 
Acting  Chairman,  Division  of  Psychia¬ 
try,  Philadelphia,  Pennsylvania  19141. 
Telephone  (215)  329-0700,  Ext.  6307. 

Neurology  residency  positions  avail¬ 
able  in  Board  approved  neurology 
service  affiliated  with  Thomas  Jef¬ 
ferson  University  Medical  School  and 
Hospital.  Two  years  training  at  VA 
Hospital,  Coatesville,  Pa.,  one  year  at 
Thomas  Jefferson  University  Hospital. 
Salary  range  $8,000  -  $10,000.  Full 
range  of  clinical  material.  Excellent  in¬ 
struction  in  basic  sciences,  research 
encouraged,  academically  oriented. 
Write:  Chief,  Neurology  Service,  VA 
Hospital,  Coatesville,  Pa.  19320. 
Equal  opportunity  employer. 

Resident  in  Internal  Medicine  holding 
District  of  Columbia  license,  exchange 
visa,  desires  extra  evening  and  week¬ 
end  work  within  driving  distance  of 
Pittsburgh.  Write:  Box  587,  Pennsyl¬ 
vania  Medicine,  20  Erford  Rd.,  Le- 
moyne,  Pa.  17043. 


Emergency  Room  Physicians  -  Busy 
emergency  room;  fee  for  service  with 
hourly  guarantee;  vacation;  one  of 
group  leaving  for  residency;  wish  to 
expand  to  five  men.  Write  or  call  Ad¬ 
ministrator,  Lee  Hospital,  Johnstown, 
Pa.  15901.  Phone:  (814)  535-7541. 


Physician — to  provide  medical  serv¬ 
ices  in  a  new  ambulatory  care  center; 
opportunity  to  participate  in  a  Physi¬ 
cian’s  Assistant  Training  Program. 
Group  practice  setting,  support  per¬ 
sonnel,  attractive  hours,  vacation,  re¬ 
tirement,  other  fringe  benefits.  Salary 
$27-$30,000  or  higher,  depending  on 
qualifications.  Write:  Lester  M. 
Saidman,  M.D.,  Rural  Health  Cor¬ 
poration  of  Luzerne  County,  116-118 
S.  Main  St.,  Wilkes-Barre,  Pa.  18701. 
Near  Pocono  Mts.,  golfing  and  skiing 
are  excellent;  New  York  City —  3  hrs., 
Philadelphia —  2  hrs.,  Baltimore —  3 
hrs.,  Washington —  4  hrs. 


FOR  SALE  OR  RENT 

For  Rent:  Fully  equipped  ENT  office, 
including  audiometer.  Central  Penn¬ 
sylvania.  Lucrative  practice.  Write 
Detweiler  Real  Estate,  3310  Market 
St.,  Camp  Hill,  Pa.,  or  (717)  766-7925. 

Modern  Doctor’s  Office.  For  rent  or 
sale.  Fully  equipped  with  all  the  latest 
equipment.  Excellent  location  in  South 
Philadelphia.  C.  Percy  White  &  Son, 
2020  Ridge  Avenue.  Telephone  (215) 
765-4889. 
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PUBLIC  HEALTH  RESIDENT  PHYSICIAN 


The  Pennsylvania  Department  of  Health  offers  approved  public  health  residency  training 
for  physicians.  Two  years  field  experience  plus  an  academic  year  to  attain  an  MPH  degree 
meet  the  training  requirements  toward  certification  by  the  American  Board  of  Preventive 
Medicine.  Completion  of  an  approved  internship,  and  a  Pennsylvania  license,  or  eligibility, 
required.  Salary;  $12,075-$13,979  plus  fringe  benefits.  Openings  in  Allentown,  Doylestown, 
West  Chester,  Erie,  Norristown,  and  Philadelphia  available  for  July  1 ,  1971 . 

For  more  information,  write  to: 

Charles  L.  Leedham,  M.D.,  Director 

Bureau  of  Educational  Activities  •  Pennsylvania  Department  of  Health 
P.O.  Box  90,  Harrisburg  17120 


Equal  Opportunity  Employer 
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At  last-an  answer 
to  your  malpractice 
protection  anxiety. 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


The  Pennsylvania  Medical  Society 
has  been  increasingly  concerned  about 
the  problems  faced  by  its  members  in 
j  securing  and  obtaining  professional  lia¬ 
bility  insurance. 

There  has  been  a  growing  tenden- 
I  cy  for  insurance  carriers  to  arbitrarily 
cancel,  or  not  renew  professional  lia- 
i  bility  insurance  contracts  for  reasons 
:  entirely  beyond  the  physician’s  con¬ 
trol.  Every  indication  is  that  this  state 
$  Df  affairs  will  continue  to  get  worse 
with  the  consequent  threat  to  the 
f  physician’s  peace-of-mind  and  profes- 
iional  practice. 

The  obvious  answer  had  to  be  a 
.  Program,  sponsored  by  the  Pennsyl- 
rania  Medical  Society,  designed  to  pro- 
'(•;  ride  its  members  with  long  term  cover¬ 
age,  adequate  limits,  at  the  best  possi- 
>le  cost,  in  addition  to  giving  the 
Jociety  an  opportunity  to  participate 
n  the  policy-making  and  administra- 
,  ion  of  the  program. 

Such  a  program,  more  progressive 
nd  comprehensive  than  any  that  has 
>een  made  available  to  any  medical 
roup,  now  exists.  Its  details  have  been 
ighlighted  in  a  mailing  to  you,  and 
ommented  upon  in  an  article  by  Dr. 
L  Robert  Tyson  in  the  May  issue  of 
'ennsylvania  Medicine. 

n  review,  the  major  points  of  the  pro¬ 
ram  are: 

irj .  The  Pennsylvania  Medical  Society 
i  has  entered  into  an  agreement  with 
I  the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania, 
j .  The  Argonaut  Insurance  Company 
.]  will  be  bound  to  make  this  program 


available  for  a  minimum  of  five 
years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis¬ 
trict  committees. 

4.  No  member’s  application  will  be  de¬ 
clined  except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre¬ 
gate  limit  of  $300,000  with  excess 
limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res¬ 


idents  and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil¬ 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur¬ 
ance  coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

We  feel  that  this  program  will  be¬ 
come  a  model  for  all  professional  med¬ 
ical  liability  insurance  plans. 

However,  a  high  level,  broad  based 
membership  participation  is  essential 
to  make  this  program  a  success.  It  is 
not  suggested  that  you  cancel  your 
present  insurance,  but  rather  that  you 
fill  out  the  coupon  below  indicating 
your  interest  in  participating  in  the 
PMS  endorsed  program  when  your 
present  coverage  expires. 


Argonaut  Insurance  Companies 

- 1 

Mail  to:  I 

Parker  &  Co.,  Inc.  of  Pennsylvania 

1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 

Attention:  Mr.  A.  John  Smither,  Vice  President 

Name - I 

Office  Address _ „ 

Telephone  No. _ 

Medical  Specialty _  I 

Date  your  professional  liability  insurance  expires - 

Present  Carrier -  I 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance  | 

Program.  Please  send  me  an  application.  □  1 


anxiety: 
a  time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over¬ 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  —  used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a  sum¬ 
mary  of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma¬ 


chinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon¬ 
tinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re¬ 
ported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal  or  he¬ 
patic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em¬ 
ploy  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend¬ 


ing  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec¬ 
essary.  Variable  effects  on  blood  coagula¬ 
tion  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti¬ 
coagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 
cially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion¬ 
ally  observed  at  the  lower  dosage  ranges. 
In  a  few  instances,  syncope  has  been  re¬ 
ported.  Also  encountered  are  isolated  in¬ 
stances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con¬ 
stipation,  extrapyramidal  symptoms,  in¬ 
creased  and  decreased  libido— all  infre¬ 
quent  and  generally  controlled  with  dos¬ 
age  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re¬ 
ported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad¬ 
visable  during  protracted  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J.  07110 
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Proved  electro-onjectiyely: 

A  singje  30-mg  dose  nightly 
helps  insomniacs  fall  asleep, 

stay  asleep,  and  deep  longer 

.  . _ _ _ _ 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro¬ 
myographic  tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in¬ 
duction  time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi¬ 
cantly  reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a  placebo  were  alter¬ 
nated  on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a  single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A  patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
!  seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys¬ 
function,  paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  etai:  “Effectiveness 
iof  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
kt  al.:  “Psychophysiological  and  Biochemical 
phanges  Following  Use  and  Withdrawal  of 
j-iypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

I.  Data  on  file,  Medical  Department,  Hoffmann- 
_a  Roche  Inc. 


-or  the  sleep  your  patients  need 
\JewT"V  1 

Dalmane 


Before  prescribing,  please  consult  Complete 
Product  Information,  a  summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur¬ 
ring  insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.gr.,  operating  machinery,  driv¬ 
ing).  Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho¬ 
logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre¬ 
hension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest¬ 
lessness,  hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka¬ 
line  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in 
rare  instances. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  -  except  look  scary. 

Just  one  suppository  usually  assures  a  predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents’’, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a  suppository  the  next  morning  usually  cleans  the  bowel  thor¬ 
oughly.  Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax I„ it’s  predictable 

bisacodyl 
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Guide  his  hand 
to  quality 
and  economy 


Specify 

Deltasone  5  mg. 

(prednisone,  Upjohn) 


an  economical 
prednisone 
that's  made 
a  name  for  Itself 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


©  1970  BY  THE  UPJOHN  COMPANY 
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DELTASONE®  TABLETS -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute-herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur¬ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub¬ 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re¬ 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re¬ 
sulted  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow¬ 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There¬ 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom¬ 
mended.  Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper¬ 
tension  due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a  sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti¬ 
coids  include:  Cushing's  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi¬ 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra¬ 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica¬ 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra¬ 
vation  or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in-  3 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomnia;  \ 
psychic  disturbances  especially  abnormal  euphoria;  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction;  j, 
increased  intraocular  tension;  increased  intracranial  pressure  with  3, 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi-  h: 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac- 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop-  /, 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usually  >a 
reversible  and  usually  disappear  when  drug  is  discontinued.  >fi 
Supplied:  2.5  mg.,  scored-bottles  of  100  tablets.  5  mg.,  scored-  |c 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil  ;e 
strips.  ■  L 


For  additional  product  information,  consult  the  package  insert  >q 
or  see  your  Upjohn  representative.  ME0  B.1S  (Kaa„  Ip 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Deltasone*  5  mg. 
(prednisone,  Upjohn) 

an  economical 
prednisone 
that's  made 
a  name  for  itself 


for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 
INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper¬ 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef¬ 
fects  with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir¬ 
ing  complete  mental  alertness,  such  as  op- 

Berating  machinery  or  driving  a  motor  vehicle 
shortly  after  ingesting  the  drug. 
msHI  Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 


Pthey  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal¬ 
gesic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

|  ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
I  been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 
lated  to  the  drug.  _ 

/rocheN  Roche 

\  /  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab¬ 
lets  in  1 2  rolls. 
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319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


At  last-an  answer 
to  your  malpractice 
protection  anxiety. 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


The  Pennsylvania  Medical  Society 
has  been  increasingly  concerned  about 
the  problems  faced  by  its  members  in 
securing  and  retaining  professional  lia¬ 
bility  insurance.  There  has  been  a 
growing  tendency  for  insurance  carri¬ 
ers  to  arbitrarily  cancel,  or  not  renew, 
professional  liability  insurance  con¬ 
tracts  for  reasons  entirely  beyond  the 
physician’s  control. 

The  obvious  answer  had  to  be  a 
program,  sponsored  by  the  Pennsyl¬ 
vania  Medical  Society,  designed  to  pro¬ 
vide  its  members  with  long  term  cover¬ 
age,  adequate  limits,  at  the  best  possi¬ 
ble  cost,  in  addition  to  giving  the 
Society  an  opportunity  to  participate 
in  the  policy-making  and  administra¬ 
tion  of  the  program. 

Such  a  program,  more  progressive 
and  comprehensive  than  any  that  has 
been  made  available  to  any  medical 


group,  now  exists.  It  is  being  under¬ 
written  by  the  Argonaut  Insurance 
Company,  a  well  established, 
“A+AAAA”  rated  casualty  insurance 
carrier  with  assets  in  excess  of 
$180,000,000  and  considerable  experi¬ 
ence  in  the  medical  liability  field.  The 
exclusive,  full-time  administrator  of 
the  program  is  Parker  &  Co.  Inc.  of 
Pennsylvania,  one  of  the  country’s 
leading  insurance  brokerage  firms. 

In  review,  the  major  points  of  the  pro¬ 
gram  are: 

1. The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a  minimum  of  five 


years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis¬ 
trict  committees. 

4.  No  member’s  application  will  be  de¬ 
clined  except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre¬ 
gate  limit  of  $300,000  with  excess 
limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res¬ 
idents  and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil¬ 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur¬ 
ance  coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a  unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover¬ 
age  on  a  long  term  basis.  However,  a 
broad  based,  high  degree  of  member¬ 
ship  involvement  is  essential  to  make 
this  program  a  success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro¬ 
gram  when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

i - 1 

I  Mail  to: 

Parker  &  Co.,  Inc.  of  Pennsylvania 

1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 

Attention:  Mr.  A.  John  Smither,  Vice  President 

I  Name _ 

Office  Address _ 

|  Telephone  No.  _ _  I 

Medical  Specialty _ _ _ 

|  Date  your  professional  liability  insurance  expires _ 

Present  Carrier - - - 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance 
Program.  Please  send  me  an  application.  □ 
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EXPERIMENTAL  HMO  ANNOUNCED  BY  GOVERNOR  Governor  Shapp  has  an¬ 
nounced  that  the  state  is 
setting  up  an  experimental  program  to  provide  nearly  unlimited  med¬ 
ical  care  for  the  poor.  The  $2.8  million  venture  is  to  be  carried 
out  by  Temple  University  in  a  section  of  Philadelphia  where  a  large 
number  of  welfare  recipients  live.  In  essence  the  plan  would  estab¬ 
lish  a  Health  Maintenance  Organization  (HMO),  a  pre-payment  plan 
which  would  provide  comprehensive  health  care  and  would  have  as  mem¬ 
bers  both  those  who  could  pay  premiums  and  those  on  welfare,  whose 
premiums  would  be  paid  to  the  HMO  by  the  state.  The  facilities  now 
operated  by  Temple  in  the  Hartranft  and  West  Nicetown-Tioga  compre¬ 
hensive  health  group  service  centers  (described  in  the  April  issue 
of  PENNSYLVANIA  MEDICINE,  page  31)  apparently  will  be  used.  Details 
will  appear  in  future  issues. 

PMS  TO  SERVE  AS  ANATOMICAL  GIFTS  FACTS  AGENCY  The  PMS  Board  of 

Trustees  at  its 

May  12  meeting  voted  to  approve  a  proposal  of  the  Council  on  Public 
Service  that  the  State  Society  act  as  an  interim  anatomical  gift  in¬ 
formation  agency  and  conduct  a  public  education  campaign  if  funds 
are  available  from  outside  sources  to  meet  part  of  the  cost.  Addi¬ 
tionally  the  Board  voted  to  support  legislative  efforts  to  restruc¬ 
ture  the  Anatomical  Gift  Board  and  to  fund  it  as  an  agency  under 
the  Department  of  Health.  That  board  then  would  perform  the  work 
the  State  Society  will  do  on  an  interim  basis.  Since  the  Anatomi¬ 
cal  Gift  Act  was  signed  in  January  of  1970,  it  has  had  no  impact  on 
the  scarcity  of  bodies  for  teaching  purposes,  or  the  shortage  of 
body  parts  because  no  effort  has  been  made  to  inform  the  public  of 
the  steps  to  be  taken  to  make  a  gift. 

FYI  (FOR  YOUR  INFORMATION)  The  May  1  deadline  for  using  physi¬ 
cian  Bureau  of  Narcotics  and  Danger¬ 
ous  Drugs  (BNDD)  registration  numbers  under  the  Controlled  Substan¬ 
ces  Act  has  been  extended  to  July  29.  Many  physicians  who  have 
applied  have  not  yet  received  their  BNDD  numbers.  They  may  continue 
to  practice  as  before,  indicating  "Federal  registration  applied  for 
on  (date)"  instead  of  the  BNDD  registration  number.  The  May  issue 
of  PENNSYLVANIA  MEDICINE  has  a  rundown  of  the  new  rules  on  page  45 
...Response  to  the  State  Society’s  group  malpractice  program  has 
Been  called  "heartening"  following  the  initial  announcement  in  a 
letter  to  members  from  PMS  President  William  A.  Limberger,  M.D.,  and 
the  publication  of  a  report  by  R.  Robert  Tyson,  M.D.,  Philadelphia, 
ichairman  of  the  PMS  Commission  on  Professional  Liability  Insurance 
in  the  May  issue  of  PENNSYLVANIA  MEDICINE.  Details  can  be  found  in 
that  issue  on  page  17... The  American  Academy  of  Pediatrics  has  sound¬ 
ed  a  warning  to  parents  not  to  permit  their  children  to  use  products 
for  oral  use,  such  as  tooth  paste  or  throat  lozenges,  which  contain 
nexachlorophene,  a  chlorinated  hydrocarbon,  which  caused  the  death  of 
a  toddler  who  ingested  a  few  ounces  of  a  3  percent  solution. . . 
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Pennsylvania  M.D.'s  present  at  the  AMA  Convention  in  Atlantic  City  3 
June  19 3  will  witness  an  interesting  presidential  election 3  the  can-  j 
didates  being  Charles  E.  Hoffman,,  M.D.  3  Huntingdon 3  W.Va.3  and  Claude, 
E.  Welch3  M.D. 3  Boston,  Mass... The  AMA  has  issued  a  statement  through 
its  Council  on  Environmental  Affairs  urging  individual  physicians 
and  state  and  county  medical  societies  to  give  the  fight  against  ven¬ 
ereal  disease  top  priority.  Individual  physicians  are  urged  to  coop¬ 
erate  with  public  health  departments  by  reporting  cases. 

OTHER  EVENTS  AT  THE  BOARD  MEETING  The  Board  also:  Determined  to 

recommend  to  the  1971  House  of  1 

Delegates  that  the  Medical  Defense  Fund  be  restructured  to  provide 
defense  only  to  component  societies  or  to  special  precedent-setting  1 
cases  as  the  Board  decides ...  Ref erred  to  the  Council  on  Education  and 
Science  an  Interspecialty  Committee  recommendation  to  form. a  task 
force  on  Physician  Assistants ...  Approved  the  recommendation  of  PMS 
President  William  A.  Limberger,  M.D.  3  that  David  M.  Besselman,  M.D. 3 
Harrisburgj  be  appointed  as  delegate  to  the  Interspecialty  Committee 
from  the  Pennsylvania  Chapter  of  the  American  Academy  of  Pediatrics! 
...Confirmed  the  appointments  of  President-Elect  George  P.  Rosemondj 
M.D. 3  to  the  four  councils  of  the  State  Society.  The  appointments  wil 
appear  in  the  next  issue  of  PENNSYLVANIA  MEDICINE ...  Enlarged  the  Lay  : 
Advisory  Committee  by  adding  four  persons ...  Reappointed  William  J. 
Kelly3  M.D. 3  Pittsburghj  trustee  from  the  Tenth  Councilor  Districtj 
as  PMS  representative  to  the  State  Board  of  Medical  Education  and 
Licensure .. .Voted  to  support  the  deans  of  Pennsylvania’s  medical 
schools  in  the  request  to  the  Legislature  for  financial  aid  in  the 
1971-72  school  year. . .Heard  verbal  reports  from  Secretary  of  Health  1 
J.  F inton  Spellerj  M.D. 3  M.  Lorenzo  Walked  M.D. 3  president  of  the 
Keystone  Medical  Society 3  and  William  B.  Westj  M.D. 3  chairman  of 
PaMPAC.  Dr.  Speller  said  he  is  proceeding  to  establish  a  permanent! 
liaison  committee  of  the  Department  of  Health  and  the  State  Society. 
Dr.  Walker  invited  board  members  to  attend  the  convention  of  the 
National  Medical  Association  in  Philadelphia  in  August.  The  300- 
member  Keystone  Medical  Society  is  the  Pennsylvania  component  of  the  i 
National  Medical  Society. 

CHIROPRACTIC  MEASURES  HIT  LAWMAKERS  Three  bills 3  House  Bills  8163 

817  and  8183  have  been  intro¬ 
duced  all  at  the  same  cell  referred  to  the  same  committee--the  % 

Committee  on  Professional  Lie ensure 3  and  all  with  the  same  chief 
sponsor 3  Ulysses  Shelton  of  Philadelphia,  who  also  is  chairman  of  the' 
Committee  on  Professional  Licensure.  H.B.  8l6  would  require  insur¬ 
ance  companies  to  pay  for  chiropractic  services  when  the  company  pays: 
other  practitioners  for  similar  services.  H.B.  817  is  an  amendment 
to  the  Chiropractic  Practice  Act  which  would  permit  the  Board  of  Chir 
opractic  Licensure  to  promulgate  and  enforce  rules  of  "professional 
conduct  appropriate  to  establish  and  maintain  a  high  standard  of  in¬ 
tegrity  and  dignity  in  the  profession  of  chiropractic.  H.B.  8l8 
would  amend  the  so-called  "Statutory  Construction  Act 3"  which  defines' 
many  of  the  terms  used  throughout  the  state’s  legal  code,  to  include  ! 
chiropractors  under  the  term  "physician"  as  well  as  doctors  of  medi¬ 
cine  and  osteopathy.  The  Society  has  voiced  its  vigorous  opposition 
to  the  last  bill  in  a  letter  from  President  Limberger  to  all  mem¬ 
bers  of  the  committee. 
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Deans  accept  checks  for  medical  schools 


RECEIVING  checks  at  a  joint  meeting  of  the  medical  school  deans  and  the  PMS 
Board  of  Trustees  from  Park  M.  Horton,  M.D.,  right,  chairman  of  the  board,  are,  left  to 
right:  Joseph  R.  DiPalma,  M.D.,  dean  of  Hahnemann  Medical  School;  Hartwell  G. 
Thompson,  M.D.,  associate  dean,  University  of  Pennsylvania  Medical  School;  William 
F.  Kellow,  M.D.,  dean,  Jefferson  Medical  College;  Bernard  Sigel,  M.D.,  dean,  Medical 
College  of  Pennsylvania;  and  William  P.  Barba  II,  M.D.,  acting  dean,  Temple  Univer¬ 
sity  School  of  Medicine.  Also  at  the  meeting  but  missing  from  the  picture  are  George 
T.  Harrell,  M.D.,  dean  of  Pennsylvania  State  College  of  Medicine,  Hershey,  and 
Donald  N.  Medearis,  M.D.,  dean  of  the  University  of  Pittsburgh  School  of  Medicine. 


Pennsylvania's  seven  medical 
schools  received  $57,600  in  grants 
from  the  AM  A  Education  and  Re¬ 
search  Foundation  on  May  12. 

At  the  same  time,  the  Educational 
and  Scientific  Trust  of  the  Pennsyl¬ 
vania  Medical  Society  announced  that 
direct  aid  of  more  than  $158,000  has 
been  provided  to  state  students  during 
the  current  school  year. 

In  the  medical  school  grants,  Phila¬ 
delphia  area  institutions  and  amounts 
were:  University  of  Pennsylvania 
School  of  Medicine,  $13,714;  Jef¬ 
ferson  Medical  College.  $8,204;  Medi¬ 
cal  College  of  Pennsylvania,  $5,178; 
Hahnemann  Medical  College,  $8,339; 
and  Temple  University  School  of  Med¬ 
icine,  $11,263.  The  University  of 
Pittsburgh  School  of  Medicine  re¬ 
ceived  $7,914  and  the  new  Hershey 
Medical  Center  of  Pennsylvania  State 
University  College  of  Medicine, 
$2,983. 

In  presenting  the  checks  at  a  meet¬ 
ing  of  the  Pennsylvania  Medical  Soci¬ 
ety  Board  of  Trustees,  the  board 
chairman.  Dr.  Park  M.  Horton,  M.D., 
of  New  Milford,  told  the  medical 
school  representatives  that  "the  funds 
may  be  used  at  your  discretion  for 
whatever  projects  you  determine  to  be 
in  the  best  interest  of  your  school  and 
the  public." 

The  grants  are  part  of  nearly  $1 
million  contributed  in  1970  by  physi¬ 
cians,  their  wives,  medical  societies 
and  other  sources  through  the  AM  A 
foundation  to  medical  schools  in  the 
U.S.  and  Canada.  Since  1960,  the  total 
exceeds  $  1  2  million. 

Dr.  Horton  said  the  $158,000  in  aid 
provided  by  the  Trust  of  the  state  soci¬ 
ety  benefited  170  Pennsylvania  stu¬ 
dents  with  scholarship  and  loans 
during  the  1970-71  school  year,  a 
slight  increase  over  previous  years. 
Since  1951,  the  total  is  about  $1.4 
million. 

In  addition,  a  student  loan  guaran¬ 
tee  fund  established  to  alleviate  finan¬ 
cial  difficulties  of  medical  students,  in¬ 


terns  and  residents  and  to  encourage 
medical  career  decisions,  also  is 
financed  by  contributions  received  by 
the  AM  A  foundation. 

The  AM  A  fund  has  guaranteed 
loans  totaling  about  $48.6  million  to 
43.631  students,  interns  and  residents 
since  the  program's  inception  in  1962. 

Of  this  amount,  1,778  loans  totaling 
more  than  $2  million  were  made  to 
students  attending  Pennsylvania  medi¬ 
cal  schools  and  to  interns  and  residents 
in  the  state. 

Allegheny  County  doctors 
discuss  pollution  problems 

A  symposium  on  "The  Physician 
and  His  Environment"  was  held 
recently  by  the  Allegheny  County 
Medical  Society  for  physicians  and 
their  wives.  Peter  Safar,  M.D.,  of  the 
University  of  Pittsburgh  School  of 
Medicine,  was  chairman  of  the  com¬ 
mittee  on  environmental  problems 
which  planned  the  program  devoted 
mainly  to  discussions  on  air  pollution. 
The  meeting  concluded  with  Dr. 
Safar's  evaluation  of  the  relationship 
of  the  physician  to  this  problem. 


Blue  Shield  committee  meets 

The  Pennsylvania  Blue  Shield  Plan¬ 
ning  and  Study  Committee,  organized 
last  year,  has  held  the  first  of  several 
meetings  scheduled  for  1971,  Allen  W. 
Cowley,  M.D.,  Harrisburg,  chairman 
of  the  Blue  Shield  Board  of  Directors, 
has  announced. 

The  fifteen-member  group  includes 
representatives  of  the  medical  profes¬ 
sion,  business,  and  consumers  who  are 
also  members  of  the  Blue  Shield  Board 
of  Directors  or  Subscriber  Advisory 
Council. 

The  new  committee  is  charged  with 
studying  and  developing  ways  to 
provide  more  health  care  benefits  to 
Blue  Shield  subscribers  at  reasonable 
cost. 

Seven  of  the  fifteen  members  are 
physicians.  Eight  represent  business 
and  consumer  groups.  The  physicians 
are  Drs.  R.  Robert  Tyson,  Philadel¬ 
phia;  Lewis  T.  Buckman,  Wilkes- 
Barre;  A.  Reynolds  Crane,  Philadel¬ 
phia;  John  F.  Drumheller,  Erie; 
Wilbur  E.  Flannery,  New  Castle; 
Victor  J.  Margotta,  Scranton  and  Dr. 
Cowley. 
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Health  careers  sought  by  qualified  veterans 


A  program  to  utilize  the  health 
skills  of  veterans  of  the  armed  services 
is  being  sponsored  by  the  Hospital  Ed¬ 
ucation  and  Research  Foundation 
(HERF),  an  agency  of  the  Hospital  As¬ 
sociation  of  Pennsylvania. 

HERF  was  selected  to  operate  the 
program  in  Pennsylvania  by  the 
Departments  of  Defense  and  Health. 
Education  and  Welfare.  Called  Opera¬ 
tion  MEDIHC  (Military  Experience 
Directed  into  Health  Careers),  the  aim 
of  the  nationwide  program  is  to  coop¬ 
erate  with  public  and  private  agencies 
and  professional  organizations  to  make 
use  of  the  medical  skills  acquired  by 
veterans  during  their  years  of  service. 
In  Pennsylvania  the  program  is  al¬ 
ready  in  operation. 

More  than  450  servicemen,  most  of 
whom  have  been  discharged  from  mili¬ 
tary  service,  are  already  listed  with 
MEDIHC.  They  range  in  age  between 
twenty  and  fifty  years  and  come  from 
all  three  major  branches  of  the  service. 
Their  service  training  runs  the  gamut 
from  medical  corps  work,  acromedical 

Patient  service  departments 
discussed  at  Jefferson 

"Looking  at  the  hospital  from  the 
patient’s  point  of  view”  was  the  theme 
of  the  meeting  of  150  patient  service 
representatives  of  seventy-eight  hospi¬ 
tals  sponsored  by  Thomas  Jefferson 
University  Hospital  recently. 

Floyd  Cornelison,  M.D.,  chief  of 
the  psychiatry  department  at  Jefferson 
Medical  College  and  Thomas  Jefferson 
University  Hospital,  who  spoke  at  the 
meeting,  emphasized  the  need  for  lis¬ 
tening  to  the  patient.  "Few  other  pro¬ 
fessionals  in  the  hospital  have  the  time 
to  really  listen  to  what  patients  want  to 
say,"  Dr.  Cornelison  said.  "It  is  a  great 
boon  to  therapy  if  the  patient  feels  he 
will  be  listened  to  without  bias,  and 
learning  to  listen  to  a  patient  is  an  art.” 
Dr.  Cornelison  went  on  to  discuss  situ¬ 
ations  in  which  patients  who  are 
depressed,  anxious,  or  angry  are  in  re¬ 
ality  expressing  normal  reactions  to 
fear  or  loss.  "The  sensitive  listener 
knows  this,"  he  said. 

The  group  voted  to  form  a  national 
organization  of  hospital  patient  service 
departments. 


evacuation,  dispensary  duty,  tech¬ 
nician  and  x-ray  training,  medical  and 
surgical  ward  experience,  amputee 
care,  physical  therapy,  through  dentist¬ 
ry  and  psychiatry. 

Their  areas  of  interest  include  all 
phases  of  hospital  work,  nursing,  phys¬ 
ical  therapy,  technology  and  radiology, 
as  well  as  social  work.  Specific  posi¬ 
tions  sought  are  for  physicians'  assis¬ 
tants,  general  medical  assistants,  anes- 


With  the  cooperation  of  Pfizer 
Laboratories,  the  Pennsylvania  Medi¬ 
cal  Society  is  sponsoring  a  drug  abuse 
training  institute  to  be  held  June  12 
and  13  at  the  Marriott  Motor  Inn  in 
Philadelphia.  Paul  J.  Poinsard.  M.D., 
chairman  of  the  PMS  Commission  on 
Mental  Health  and  Mental  Retarda¬ 
tion,  will  preside  over  sessions  on  the 
pharmacology  of  drugs,  the  laws 
governing  them,  and  the  problems 
produced  by  them,  Richard  B.  Magee. 
M.D.,  chairman  of  the  Council  on  Ed¬ 
ucation  and  Science,  said. 

The  faculty  will  include  Donald  B. 
Louria,  M.D.,  president  of  the  New 
York  State  Council  on  Drug  Addic¬ 
tion;  Roger  Smith,  executive  director 
of  Marin  Open  House  in  San  Rafael. 
California;  Catherine  B.  Hess,  M.D., 
narcotics  advisor  for  the  Pennsylvania 
Department  of  Health;  David  E. 


A  special  "Search  Committee” 
headed  by  H.  Keith  Fischer,  M.D., 
Philadelphia,  has  been  established  by 
the  State  Advisory  Committee  for 
Mental  Health  and  Mental  Retarda¬ 
tion  to  interview  applicants  and  make 
recommendations  for  the  appointment 
of  a  deputy  secretary  of  mental  health 
and  mental  retardation  to  succeed 
Joseph  Adlestein,  M.D..  whose  resig¬ 
nation  is  effective  July  1. 

The  special  committee  consists  of 
the  advisory  committee  members  plus 
seven  leaders  in  activities  for  the  men¬ 
tally  disabled. 

Members  of  the  Advisory  Com¬ 
mittee  for  Mental  Health  and  Mental 
Retardation,  besides  Dr.  Fischer,  are: 


thesiologists,  pharmacists,  nurses,  and 
all  branches  of  hospital  work. 

Some  have  business  management 
and  science  backgrounds  in  addition  to 
their  service  experience.  Geographical 
preferences  show  requests  for  all  parts 
of  the  state.  For  further  information 
and  for  specific  names  and  addresses, 
contact  the  MEDIHC  Program,  P.O. 
Box  608,  Camp  Hill  1701  I  or  tele¬ 
phone:  (717)  233-7621,  ext.  42. 


Smith,  M.D.,  founder  and  director  of 
the  Haight-Ashbury  Free  Medical 
Clinic,  San  Francisco;  Edward  A. 
Wolfson,  M.D..  director  of  the  divi¬ 
sion  of  drug  abuse  at  the  College  of 
Medicine  and  Dentistry  of  New 
Jersey;  John  Ruocco.  president  and 
director  of  Gaudenzia  House,  Phila¬ 
delphia;  Sanford  J.  Feinglass.  member 
of  the  California  Interagency  Council 
on  Drug  Abuse;  and  Stanley  Einstein, 
editor  and  founder  of  the  International 
Journal  of  the  Addictions. 

The  registration  fee  (including  two 
lunches)  is  $30,  which  is  tax  deductible 
for  educational  expenses.  Credit  for  14 
hours  has  been  applied  for  to  AAGP 
and  to  ACGP.  The  AMA  will  grant  14 
hours  of  credit  toward  the  physician 
recognition  award. 

Dr.  Magee  announced  that  atten¬ 
dance  will  be  restricted  to  150. 


Mrs.  Eleanor  J.  Kephart,  Meadville; 
Richard  J.  Tyner.  Camp  Hill;  State 
Supreme  Court  Justice  Samuel  J.  Rob¬ 
erts,  Erie;  and  Drs.  Elizabeth  H. 
Boggs,  Hampton,  N.J.;  Lauren  H. 
Smith.  Bryn  Mawr;  and  Jack  Wolford, 
Pittsburgh. 

Those  added  to  the  group  to  form 
the  "Search  Committee”  include  Paul- 
J.  Poinsard,  M.D.,  Philadelphia, 
chairman  of  the  PMS  Commission  on 
Mental  Health/Mental  Retardation. 
Others  are  James  R.  Wilson.  Jr., 
Philadelphia;  Herbert  G.  Clark, 
Ambler;  Mrs.  Jack  W.  Robbins,  Fort 
Washington;  Carl  L.  Saylor,  Lewis- 
town;  Victor  Wilburn,  Philadelphia, 
and  Dr.  Richard  J.  Hess,  Millersville. 


State  medical  society  planning 
drug  abuse  training  institute 


'Search  Committee’  seeking  new  deputy 
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1971  Officers’  Conference 

Health  care  quality,  financing  explored 


Quality  and  financing  of  medical 
care  in  the  coming  decade  was  the 
theme  of  the  1971  PMS  Officers'  Con¬ 
ference  attended  by  over  200  county 
society  leaders  from  throughout  the 
state. 

U.S.  Representative  Daniel  J. 
Flood,  twenty-six-year  veteran  in  the 
nation's  legislative  halls,  representing 
Pennsylvania’s  Eleventh  Congressional 
District,  told  his  audience  that  the  na¬ 
tion  has  experienced  a  dramatic  and 
sudden  demand  for  an  increase  in 
health  services,  and  that  this  surge  of 
interest  has  caused  to  be  introduced 
into  the  Congress  a  large  number  of 
proposals  for  improvement  of  the 
delivery  of  health  care,  both  from  the 
financing  aspect  and  from  the  point  of 
view  of  quality  and  availability. 

He  said  emphatically  that  "there  is 
not  enough  manpower  to  go  around,” 
a  position  taken  by  the  State  Society  as 
well,  and  pointed  out  that  more  people 
are  in  need  of  care  because  the  popula¬ 
tion  in  ten  years  has  increased  20  per¬ 
cent,  and  because  there  has  been  an 
even  greater  increase  percentage-wise 
in  those  age  groups  needing  more 
health  services — the  aged  and  the  very 
young. 

Financing  Discussed 

Second  in  seniority  on  the  powerful 
House  Appropriations  Committee  and 
|  chairman  of  its  Subcommittee  on 
Labor,  Health.  Education,  and  Wel¬ 
fare,  Rep.  Flood  said.  "When  this  can 
of  worms  in  Vietnam  washes  out, 

1  we're  going  to  cut  $15  billion  from  the 
military  budget.  .  .1  want  $5  billion  for 
health,  education,  and  welfare.  And 
what  Dan  Flood  wants,  he  usually 
gets.”  The  last  sentence  was  a  phrase 
he  repeated  with  flourish  several  times 
during  his  speech.  He  indicated  the 
budget  request  for  HEW  this  year 
would  be  $20  billion. 

Flood  said  he  expects  the  develop¬ 
ment  of  some  national  system  of 
paying  for  health  care. 

National  Prepayment  Plan  Seen 

"Physicians  and  other  providers  of 


CONGRESSMAN  FLOOD  is  shown  in  the 
top  photograph.  In  the  center  photo, 
Park  M.  Horton,  M.D.,  chairman  of  PMS 
Board  of  Trustees,  honors  Society  assis¬ 
tant  business  manager,  M.  Robert 
Sterner,  for  twenty  years  of  service.  In 
the  bottom  photo,  conference  speakers, 
Donald  C.  Harrington,  M.D.  and  Matthew 
Marshall,  Jr.,  M.D.,  listen  to  questions  at 
a  panel  discussion. 


health  services  will  increasingly  be  in¬ 
volved  in  third  party  payment  systems, 
and  these  sytems  will  tend  to  be  na¬ 
tional  in  scope,”  he  said,  but  explained 
that  he  hesitated  to  call  it  “national 
health  insurance.”  He  added,  “the 
widespread  acceptance  of  public  and 
private  health  insurance  plans  is 
causing  problems  for  a  “delivery 
system  that  is  all  but  incapable  of 
responding  to  the  rising  demand.” 

He  said  we  are  locked  into  a  present 
system  which,  because  there  is  not 
enough  manpower,  is  resorting  to  use 
of  expensive  hospital  care  instead  of 
preventive  and  ambulatory  care,  and 
that  this  has  caused  a  crisis  situation 
and  has  sent  costs  skyrocketing. 

The  Congressman  called  for  the  en¬ 
couragement  of  prepaid  group  practice 
plans,  and  greater  use  of  a  special  kind 
of  allied  health  personnel  to  relieve 
overworked  physicians  of  the  more 
routine  procedures — diagnostic  work¬ 
up.  minor  procedures,  and  follow-up 
care.  He  said  the  malpractice  problem 
would  have  to  be  solved  to  make  max¬ 
imum  use  of  this  special  category  of 
personnel,  and  that  ideally  peer  review 
should  be  carried  out  by  the  profession 
through  its  state  and  county  medical 
societies.  He  predicted  the  hospital 
would  become  the  hub  for  comprehen¬ 
sive  health  care  with  emphasis  being 
placed  on  outpatient,  ambulatory  care, 
rather  than  inpatient  services. 

He  concluded  by  saying  that  the 
present  situation  is  such  that  only  a 
few  of  the  extremely  rich  and  a  few  of 
the  destitute  are  receiving  the  kind  of 
care  that  represents  the  highest 
achievement  of  modern  medical  prac¬ 
tice. 

He  called  on  doctors  to  reorganize 
health  services  to  make  this  kind  of 
care  available  to  all  of  the  people. 

Wide  Range  of  Topics  Covered 

Orlo  G.  McCoy,  M.D.,  Canton, 
PMS  second  vice-president,  was  gener¬ 
al  chairman  of  the  Officers'  Confer¬ 
ence  and  of  the  conference  committee. 
PMS  President  William  A.  Limberger. 
M.D.,  gave  the  keynote  address. 

Other  members  of  the  Officers’  Con- 
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ference  Committee,  who  assisted  in  the 
programs  and  panel  discussions  were: 
John  H.  Boal,  M.D.,  Beaver;  David  S. 
Cristol,  M.D.,  Philadelphia;  David  W. 
Kline,  M.D.,  Greenville;  Claude  E. 
Nichols,  M.D.,  Harrisburg  and  David 
J.  Keck,  M.D.,  Fairview. 

“Health  Care  Planning  in  Canada" 
was  the  subject  of  Lloyd  C.  Grisdale, 
M.D.,  Alberta,  chairman  of  the  Board 
of  Directors  of  the  Canadian  Medical 
Association.  He  appeared  on  a  panel 
on  national  health  care  plans. 

On  the  same  panel  was  George 
Dunlop,  M.D.,  chairman  of  the  board 
of  Massachusetts  Blue  Shield,  who  said 
the  type  of  health  care  plan  adopted 
would  not  be  as  important  as  the  cost 
controls  built  into  it.  Horace  Cotton, 
head  of  a  management  consultant  firm 
discussed  the  British  system,  and  called 
it  “impractical  for  the  U.S.” 

Medical  Care  Foundations  Explained 


Michael  L.  Greenwald  of  WITF-TV,  on  the  left,  receives  a  Walter  F.  Donaldson  radio¬ 
television  award  from  William  A.  Limberger,  M.D.,  PMS  president.  He  accepted  on 
behalf  of  the  public  television  station  in  Pittsburgh,  WQED,  which  produced  the 
series  on  drug  abuse,  "The  Turned-On  Crisis."  Below  are  other  winners  of  the 
award:  Fred  Williams,  WAHT,  Lebanon,  top  left;  William  Shepherd,  WSBA-TV, 
York,  top  right;  E.  David  Berlin,  WSBA-TV,  York,  center;  Joseph  H.  Rainey,  WDAS, 
Philadelphia,  bottom  left,  and  Ian  K.  Harrower,  WFIL-TV,  Philadelphia,  bottom  right. 


The  history  of  medical  care  founda¬ 
tions  was  presented  by  Donald  C.  Har¬ 
rington,  M.D.,  medical  director  of  the 
Foundation  for  Medical  Care  of  San 
Joaquin  County,  established  by  the 
San  Joaquin  Medical  Society  in  1954 
as  the  first  such  pre-paid  group  prac¬ 
tice  plan  founded  by  a  medical  society. 
The  foundation  has  grown  to  cover 
twenty-two  counties  and  over  1.5 
million  people. 

He  outlined  the  mechanism  of  the 
foundation,  and  the  reasons  it  was 
begun. 

Necessary  Ingredients 


He  said,  “  A  system  of  care  must 
have  certain  ingredients  in  order  to 
produce  the  kind  of  medical  care 
demanded  by  our  citizens  in  the 
1970’s.  Those  ingredients  include: 

1 .  Easy  access  to  the  system; 

2.  A  price  tag  that  is  related  to  other 
services  in  the  community  and  afford¬ 
able  by  individuals,  groups,  and 
agencies  of  the  government; 

3.  Comprehensiveness  of  coverage, 
including  early  diagnosis  of  disease, 
preventive  medicine  with  a  very  small 
p,  and  continuity  of  care,  with  marked 
capitals; 

4.  Utilization  of  existing  health  care 
modalities  and  organizations  of  new 
ones; 

5.  Ability  to  work  with  the  commu¬ 


nity  at  the  community  level  with  all 
voluntary  and  governmental  agents 
relating  to  health  care. 

The  foundation  for  medical  care 
system  contains  these  ingredients.” 

Matthew  Marshall,  M.D.,  Pitts¬ 
burgh,  chairman  of  the  PMS  Subcom¬ 
mittee  on  Medical  Care  Foundation  of 
the  Council  on  Medical  Service, 
outlined  progress  made  on  the  Penn¬ 
sylvania  Medical  Care  Foundation. 
The  full  text  of  his  remarks  appear  on 
page  1 5. 

Education  Explored 

Norman  S.  Stearns,  M.D.,  director 
of  the  Postgraduate  Medical  Institute 
of  Boston;  Robert  L.  Evans,  M.D., 
vice-president  for  medical  affairs  of 


York  Hospital;  John  H.  Moyer,  M.D., 
chairman  of  the  Department  of  Medi¬ 
cine  at  Hahnemann  Medical  College; 
and  Rutledge  Howard.  M.D.,  appeared 
on  panels  concerning  the  proposed 
continuing  education  requirements  of 
the  Pennsylvania  Medical  Society  and 
the  PMS  Continuing  Education  Insti¬ 
tute.  Details  on  the  proposed  require¬ 
ments  as  they  presently  exist  will  ap¬ 
pear  in  the  July  issue  of  PENNSYL¬ 
VANIA  MEDICINE.  The  foundation 
will  be  the  subject  of  a  paper  in  a  fu¬ 
ture  issue. 

The  Walter  Donaldson  Awards  for 
radio  and  television  were  presented 
during  Officers'  Conference  as  re¬ 
ported  in  the  May  issue  of  PENNSYL¬ 
VANIA  MEDICINE. 
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Progress  Report 


The  Pennsylvania  Medical  Care  Foundation 

MATTHEW  MARSHALL,  JR.,  M.D.,  CHAIRMAN 
Subcommittee  on  Medical  Care  Foundation 

Presented  at  the  1971  PMS  Officers’  Conference 


The  first  medical  care  foundation  was  established  in  1954  in 
California.  In  subsequent  years,  twenty-three  medical  care 
foundations  were  organized  by  county  medical  societies  in 
California,  as  an  outgrowth  of  public  demand  for  comprehen¬ 
sive,  prepaid  health  care  benefits  and  because  of  the  public’s 
growing  concern  of  the  total  cost  of  prepaid  health  care  and 
the  manner  in  which  their  health  care  dollars  were  being 
spent. 

Foundations  are  an  alternative  health  care  financing  plan 
developed  by  medical  societies.  All  physicians  who  are  willing 
and  able  to  assume  part  of  the  underwriting  risk  and  who  are 
willing  to  abide  by  the  standards  of  practice  and  fees  set  by 
their  peers  are  eligible  for  membership  and  most  have  joined. 
Patients  have  the  yearly  option  of  choosing  the  foundation 
rather  than  a  community  wide  plan.  They  have  a  broad  based 
choice  of  participating  physicians,  hospitals,  and  have 
comprehensive  benefits,  but  they  are  limited  by  medically  de¬ 
termined  standards  regarding  hospital  admission  policies, 
length  of  stay,  and  ambulatory  services. 

Such  plans  have  had  a  marked  effect  on  costs  of  hospital¬ 
ization  as  reflected  by  the  reduced  number  of  hospital  days 
used  by  their  subscribers. 

Physicians  in  Pennsylvania  are  aware  of  the  rapidly  rising 
cost  of  hospitalization.  In  contrast  to  physician  fees  under  the 
Blue  Shield  Prevailing  Fee  Plan  which  in  the  past  two  years 
have  been  rising  at  a  rate  of  approximately  6  percent  with  a  5 
percent  increase  in  premium  required,  Blue  Cross  increases 
have  been  much  higher.  This  is  true  in  government  plans  as 
well.  For  example,  Pennsylvania  Medicaid  costs  for  hospital¬ 
ization  are  said  to  have  risen  about  50  percent  last  year  while 
the  increase  in  case  load  was  only  12  percent.  On  the  other 
hand,  benefit  payments  under  Part  B  of  Medicare  in  Pennsyl¬ 
vania  were  only  $7.50  for  each  Medicare  beneficiary  compared 
to  the  $10.60  premium  rate.  This  means  that  $3.00  of  each 
premium  paid  by  Social  Security  beneficiaries  in  Pennsylvania 
goes  to  physician  care  for  beneficiaries  outside  of  Pennsyl¬ 
vania. 

While  we  have  been  effective  in  developing  programs  to  as¬ 
sure  proper  use  of  health  care  dollars,  the  current  crisis  in  fi¬ 
nancing  is  of  such  a  nature  that  an  innovative  statewide  effort 
is  needed  to  meet  this  challenge.  As  physicians,  we  most  af¬ 
fect  the  rate  of  hospitalization  and  many  of  its  costs  and, 
therefore,  have  the  most  responsibility  to  take  the  initiative  in 
developing  this  approach. 

In  recognizing  the  present  problems  of  financing  health 
care,  the  1970  PMS  House  of  Delegates  approved,  in  principle, 
conceptual  guidelines  for  a  Pennsylvania  Medical  Care  Foun¬ 
dation  and  directed  the  Council  on  Medical  Service  to  develop 
a  plan  for  consideration  by  the  1971  House  of  Delegates. 

The  following  Developmental  Guidelines,  prepared  by  the 
council’s  Subcommittee  on  Medical  Care  Foundation,  general¬ 
ly  outline  the  basic  elements  of  the  proposed  Foundation  for 
Medical  Care: 

Purpose  and  Objectives 

One  of  the  primary  objectives  of  the  foundation  is  to  provide 
an  alternative  means  of  financing  health  care  at  a  cost  reason¬ 
able  to  both  patient  and  physician. 

The  foundation  is  designed  to  assume  the  responsibility  for 
the  cost  and  quality  control  of  the  health  care  benefit 
provisions  of  its  plan.  The  Foundation  intends  to  carry  out  this 
responsibility  by  expanding  or  supplementing  the  cost  control 
mechanisms  and  underwriting  techniques  presently  utilized  by 
Blue  Cross,  Blue  Shield,  and  commercial  insurance  companies 
in  order  to  meet  the  requirements  of  the  foundation.  The  foun¬ 


dation  is  not  intended  to  replace  these  organizations,  but 
rather  will  utilize  their  administrative  capability  to  the  extent  it 
is  consistent  with  the  objectives  and  responsibilities  of  the 
Foundation.  Enrollment  will  be  open  to  all  providers,  including 
physicians  and  hospitals  who  are  willing  to  provide  and  be 
reimbursed  for  those  covered  services  in  accordance  with  cri¬ 
teria  for  quality,  efficiency,  and  cost  standards  developed  by 
their  respective  professional  peers.  The  program  will  be  of¬ 
fered  to  subscribers  on  a  dual  choice  basis  annually. 

Organization 

One  of  the  most  important  points  favoring  the  organization 
of  a  statewide  Medical  Care  Foundation  is  to  avoid  unneces¬ 
sary  fragmentation  in  organization  and  administration,  utilizing 
key  personnel  to  maximum  effectiveness  and  to  provide  cover¬ 
age  over  a  broader  area  than  would  result  if  individual 
counties  form  foundations.  It  should  be  recognized,  however, 
that  the  statewide  foundation  will  be  implemented  in  four  or 
five  regions,  delegating  as  much  local  responsibility  as  is 
practical  in  the  areas  of  administration,  peer  review,  determi¬ 
nation  of  premium  rating  structure,  sales  promotion,  etc.  The 
development  of  the  foundation  on  a  statewide  basis  will  assure 
the  coordination  of  effort  necessary  to  make  available  the 
benefits  of  this  effort  as  rapidly  as  possible  to  the  citizens  of 
Pennsylvania. 

Costs  of  Development 

The  various  organizations  and  agencies  that  will  ultimately 
benefit  by  the  Foundation  will  be  considered  as  sources  for 
developmental  funds.  Possible  organizations  and  agencies 
would  be  statewide  professional  associations,  prepayment 
plans,  commercial  insurance  companies,  U.S.  Department  of 
HEW  (Public  Health  Service  and  SSA  Bureau  of  Health  Insur¬ 
ance),  Pennsylvania  Department  of  Public  Welfare  (Medicaid), 
industrial  interests,  etc. 

Underwriting  of  Program  Benefits 

The  benefit  structure  developed  by  the  Foundation  could  be 
underwritten  for  private  business  through  contracts  between 
the  foundation  and  Blue  Plans  or  commercial  insurance  com¬ 
panies.  Likewise,  government  agencies  could  contract  with  the 
foundation  to  underwrite  the  medicare  and  medicaid  pro¬ 
grams.  The  administrative  costs  of  the  foundation  would  be 
reflected  in  the  premium  structure.  Premiums  would  be 
collected  by  the  foundation,  utilizing  the  resources  of  Blue 
Cross  and  Blue  Shield  or  a  commercial  insurance  company 
through  contracts  with  these  agencies. 

In  addition,  the  Foundation  could  contract  with  a  third  party 
carrier  to  jointly  underwrite  a  given  benefit  package.  In  such 
an  arrangement,  participating  physicians  could  assume  a  por¬ 
tion  of  the  risk  of  the  underwriting  responsibility  through  a 
prospective  pro  rata  payment  procedure. 

It  is  important  that  the  Foundation  be  flexible  enough  to  ac¬ 
commodate  the  various  underwriting  approaches,  including 
prepaid  group  practice  plans  meeting  the  criteria  of  the  Foun¬ 
dation  related  to  quality,  efficiency,  and  cost. 

Role  and  Responsibility 
Cooperating  Agencies 

In  addition  to  fiscal  and  administrative  responsibilities,  an 
essential  role  of  Blue  Cross  and  Blue  Shield  will  be  to  provide 
the  foundation  with  those  services  which  will  enable  or  assist 
the  foundation  to  pay  for  medical  care  in  accordance  with  cri¬ 
teria  developed  by  the  Pennsylvania  Medical  Society  to  assure 


JUNE,  1971 


15 


the  appropriateness  and  quality  of  covered  services.  The  ex¬ 
pertise  developed  by  Blue  Cross  and  Blue  Shield  can  be  of 
vital  importance  to  the  foundation  in  developing  a  successful 
program  on  a  cooperative  basis.  The  Hospital  Utilization  Proj¬ 
ect  (HUP)  can  play  a  significant  role  in  assisting  hospitals  and 
physicians  in  demonstrating  their  ability  to  provide  health 
services  in  accordance  with  Pennsylvania  Medical  Society 
standards.  For  example,  the  existence  of  an  HUP  program  at  a 
hospital  can  lessen  the  need  for  paperwork  by  the  physician 
and  hospital  by  assisting  them  in  developing  the  information 
required  by  the  foundation  to  assure  the  proper  application  of 
prospective  review  techniques  which  will  reduce  the  need  for 
cumbersome  written  pre-authorization  for  hospitalization.  Fur¬ 
thermore,  HUP  can  assist  the  hospital  medical  staff  in  demon¬ 
strating  the  effectiveness  of  its  utilization  review  and  medical 
audit  programs. 

Foundation 

The  Foundation  will  assume  the  following  responsibilities  in 
the  administration  of  health  care  programs: 

1.  Develop  and  implement  policies  and  procedures  for 
utilization  review  and  cost  control  with  respect  to  all 
benefits  provided  by  the  foundation; 

2.  Coordinate  all  utilization  review  and  cost  control  activi¬ 
ties  of  contractual  agencies; 

3.  Develop  and  maintain  criteria,  in  cooperation  with  the 
Pennsylvania  Medical  Society,  for  the  prospective  or  re¬ 
trospective  evaluation  of  medical  care  in  all  areas  of 
Pennsylvania  with  respect  to  quality  and  medical  neces¬ 
sity; 

4.  Determine  the  levels  of  reimbursement  for  covered  serv¬ 
ices  in  the  benefit  structure; 

5.  Enter  into  agreements  with  physicians,  hospitals,  and 
other  providers  who  desire  to  participate  in  foundation 
programs.  In  addition,  the  foundation  will  enter  into 
agreements  with  employee  groups,  individual 
subscribers,  or  government  agencies  who  may  desire  to 
have  the  foundation  underwrite  a  health  services  plan. 

Benefit  Structure 

The  objective  of  the  foundation  is  to  provide  comprehensive 
benefits,  including  health  maintenance  programs,  with  the  em¬ 
phasis  on  various  out-patient  services  which  are  a  reasonable 
alternative  to  hospitalization.  The  benefit  structure  will  be 
dependent  upon  the  ability  of  the  foundation  to  develop  rea¬ 
sonable  prepayment  criteria  for  both  out-patient  and  in-patient 
services.  The  foundation  must  be  certain  that  the  necessary 
mechanisms  are  developed  to  assure  that  adequate  prospec¬ 
tive  and  retrospective  review  procedures  are  in  effect  to 
analyze  the  quality,  effectiveness,  and  appropriateness  of  care 
provided.  The  health  care  needs,  as  perceived  by 
subscribers,  and  the  funds  available  to  them  to  underwrite  the 
benefits  will  obviously  be  prime  factors  in  the  development  of 
the  benefit  and  premium  structure.  The  premium  rating  can  be 
set  up  to  accommodate  a  regional  rating  structure. 

Reimbursement  Policy  and  Procedure 

Payments  to  physicians  would  be  determined  by  using  the 
usual,  customary,  and  reasonable  criteria  as  set  forth  in  the 
Blue  Shield  Prevailing  Fee  Program.  The  90th  percentile  con¬ 
cept  would  be  used  in  developing  the  customary  levels.  How¬ 
ever,  payment  would  be  made  only  for  services  determined,  in 
accordance  with  PMS  criteria,  to  be  medically  necessary,  and 
payment  to  physicians  and  hospitals  would  be  continued  only 
so  long  as  would  be  deemed  appropriate  by  PMS  standards, 
unless  the  need  for  additional  services  was  certified  by  the  at¬ 
tending  physician  subject  to  review  by  the  hospital  utilization 
review  committee  and  appropriate  PMS  committee. 

Hospitals  will  receive  full  reimbursement  for  essential  costs 
utilizing  reimbursement  standards  developed  by  committees 
with  expertise  in  hospital  administration. 

Advantages  of  Foundation 

Patients 

The  Foundation  is  basically  a  program  with  full  service 


benefits  by  participating  providers,  although  co-insurance 
provisions  may  or  may  not  be  included  for  both  out-patient  and 
in-patient  services.  It  is  anticipated  an  indemnity  payment  may 
be  made  when  covered  services  are  provided  elsewhere. 

The  patient  will  have  a  maximum  of  freedom  of  choice  of  an 
anticipated  broad  base  of  both  participating  physicians  and 
hospitals  or  other  institutions.  In  addition,  the  projected 
economies  of  the  foundation  program  will  allow  patients  to 
elect  broader  benefits  or  conceivably  to  continue  with  similar 
benefits  at  reduced  costs. 

Physicians 

The  foundation  allows  the  physician  maximum  flexibility  in 
selecting  type  of  practice  (solo  or  group)  and  the  method  of 
reimbursement  (fee-for-service,  capitation,  or  salary  arrange¬ 
ment  with  a  group).  The  physician  will  receive  full  fee  reim¬ 
bursement  based  on  the  usual,  customary,  and  reasonable  cri¬ 
teria  with  reduced  paperwork.  The  participating  physician  will 
be  assured  that  policy  and  procedures  will  be  established  by 
his  peers.  If  profitable,  the  foundation  will  offer  fiscal  incen¬ 
tives  for  participating  physicians  to  encourage  efficiency  in  a 
manner  as  determined  by  the  foundation. 

Hospitals 

The  primary  incentive  for  hospitals  to  participate  will  be 
fiscal  in  nature.  The  foundation  program  will  provide  hospitals 
an  opportunity  to  budget  their  expenditures  prospectively  in  a 
manner  mutually  agreed  upon  by  the  hospitals  and  the  founda¬ 
tion  or  agency  acting  on  the  foundation’s  behalf.  If  profitable, 
fiscal  incentives  to  encourage  efficiency  will  be  offered. 

Third  Parties 

The  foundation  program  will  offer  an  alternative  prepaid 
plan  with  a  centralized,  uniform  cost  control  mechanism  to 
third  parties  and  individual  subscribers  whose  objective  is  to 
assure  quality,  efficiency,  and  economies  for  their  respective 
benefit. 

Peer  Review  Procedures 

Criteria  or  standards  for  hospitalization  and  out-patient 
services,  as  developed  by  the  Pennsylvania  Medical  Society, 
will  be  utilized  by  the  foundation  on  a  statewide  basis  with 
regional  modifications,  where  appropriate.  Deviations  from 
these  standards  of  medical  practice  will  be  referred  for  evalua¬ 
tion  and  recommendation  by  the  foundation  to  peer  review 
committees,  including  hospitalization  committees,  established 
by  or  in  cooperation  with  the  Pennsylvania  Medical  Society 
and  the  Pennsylvania  Osteopathic  Association.  The  emphasis 
of  the  foundation’s  peer  review  process  will  be  comprehen¬ 
sive,  prospective  evaluation  designed  to  avoid  the  unneces¬ 
sary  utilization  of  hospitals  and  physicians’  services.  The 
retrospective  review  and  the  development  of  utilization  review 
techniques  demonstrating  patterns  of  practice  will  be  used  to 
develop  more  sophisticated  prospective  review  and  to  reduce 
the  need  for  written  pre-certification  for  elective  hospital  ad¬ 
missions.  The  expertise  developed  by  Blue  Shield,  Blue  Cross, 
and  HUP,  as  well  as  the  Pennsylvania  Medical  Society’s  Coun¬ 
cilor  District  Review  Committees  and  Specialty  Advisory  Com¬ 
mittees,  will  be  utilized  in  the  development  of  the  standards 
which  will  serve  as  guidelines  for  determining  payments  on  a 
prospective  basis.  The  Blue  Cross  District  IV  Utilization 
Review  Proposal  will  be  used  as  a  guide  in  developing  hospi¬ 
talization  criteria.  A  cooperative  relationship  between  the  Blue 
Cross  District  IV  -  PMS  Committee  is  anticipated. 

Relationship  of  Foundation  with  Proposed 
Professional  Standards  Review 
Organizations  (PSRO)  and  Health  Maintenance 
Organizations  (HMO) 

Since  the  successful  operation  of  the  foundation  is  de¬ 
pendent  on  comprehensive,  in-depth  peer  review  procedures, 
it  is  being  designed  to  meet  the  requirements  necessary  to 
quality  as  a  PSRO  consistent  with  legislation  which  has 
passed  the  U.S.  Senate  and  is  endorsed  by  the  Administration. 

It  is  also  anticipated  that  the  foundation  will  be  developed 
consistent  with  the  objectives  of  a  Health  Maintenance  Organi¬ 
zation. 
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Newspapermen  receive  PMS  Donaldson  Awards 


PMS  President  William  A.  Lim- 
berger,  M.D.,  has  announced  that  the 
Society’s  Walter  Donaldson  Awards 
tor  newspaper  reporting  in  the  fields  of 
medicine  and  health  have  been 
awarded  to  David  M.  Cleary  of  the 
Philadelphia  Bulletin  and  the  team  of 
Robert  V.  McCarthy  and  Patrick  J. 
Boyle  of  Dardanell  Publications,  based 
in  Monroeville.  Winners  received  the 
prizes —  plaques  and  $100 —  at  the 
Pennsylvania  Press  Conference  in  Har¬ 
risburg  May  14. 

The  winning  entry  by  Cleary  de¬ 
scribed  how  and  why  he  donated  his 
body  to  medical  science.  It  appeared  in 
the  Evening  Bulletin  of  Oct.  16,  1970. 
The  judges  cited  him  for  "clear,  fas¬ 
cinating  first-person  reporting  on  a 
subject  of  great  potential  health  benefit 
to  the  public.” 

The  team  of  McCarthy  and  Boyle 
won  for  a  series  of  articles  and  editori¬ 
als  on  the  abortion  question  in  the 
state.  The  series  appeared  in  Dardanell 
Publications  in  September.  1970.  The 
judges  called  the  series  "an  outstanding 
I  example  of  a  well-researched,  well- 
:  written  presentation  to  meet  a  crucial 
public  need  to  understand  a  controver¬ 
sial  health  and  social  issue.” 

The  newspaper  award  judges  were 
Clement  J.  Sweet,  news  editor  of  the 
Sunday  Patriot-News,  Harrisburg: 
Richard  A.  Swank,  publisher  of  the 
Duncannon  Record;  and  Dr.  David  A. 
Smith  of  Harrisburg,  medical  editor  of 
the  state  medical  society's  monthly 
magazine.  PENNSYLVANIA  MEDICINE. 


DONALDSON  AWARDS  winners  in  the  newswriting  field  received  their  awards  at  the 
Pennsylvania  Press  Conference  May  14  in  Harrisburg.  Above,  left  to  right,  are  Ed¬ 
ward  T.  Lis,  M.D.,  York,  PMS  fourth  vice-president,  presenting  awards  to  David  M. 
Cleary  of  the  Philadelphia  Bulletin  and  to  Robert  McCarthy  and  Patrick  Boyle  of  Dar¬ 
danell  Publications,  Monroeville. 


Self-evaluation  test  offered  to  physicians 


The  Education  Committee,  together 
with  a  special  committee  of  society 
members  of  the  Philadelphia  County 
Medical  Society,  has  prepared  an  ex¬ 
amination  in  the  form  of  a  ninety-six 
page  booklet  for  self-evaluation  de¬ 
signed  to  help  physicians  identify  any 
areas  of  deficiency.  As  an  aid  to  as- 

M.D.  golf 

H.  Keith  Fischer,  M.D.,  Philadel¬ 
phia,  has  announced  that  the  fifty-fifth 
annual  tournament  of  the  American 
Medical  Golf  Association  (AMGA) 
will  be  held  at  the  Seaview  Country 
Club  on  Monday,  June  21,  1971,  at 
the  time  of  the  AM  A  convention.  In¬ 
formation  may  be  obtained  through 
Theodore  A.  Henderson,  M.D., 


sisting  doctors  in  upgrading  their 
knowledge,  questions  were  contributed 
by  thirty-five  physicians  from  the  five 
Philadelphia  medical  colleges.  The  fee 
for  the  examination  and  accom¬ 
panying  bibliography  is  $5.00.  Write: 
Philadelphia  Medical  Society,  2100 
Spring  Garden  St.,  Philadelphia. 

meet  set 

AMGA  secretary-treasurer,  500 
Willow  Ave.,  Ambler,  Pa.  19002.  The 
local  advisor  for  AMGA  is  James  S. 
McLaughlin.  M.D.,  Philadelphia. 
Committee  Members  include  A. 
Reynolds  Crane,  M.D.,  Philadelphia; 
Theodore  A.  Henderson.  M.D., 
Ambler;  and  Frederick  P.  Sutliff, 
M.D.,  Philadelphia. 


Jefferson  -  PSU  five-year  program  evaluated 


A  conference  was  recently  held  at  Jefferson  Medical 
College  to  evaluate  the  five-year  combined  college  and  med¬ 
ical  school  program  initiated  in  1963  and  jointly  sponsored 
by  Jefferson  Medical  College  and  Pennsylvania  State  Uni¬ 
versity.  Nearly  100  students  have  received  their  Doctor  of 
Medicine  degree  under  the  program  to  date. 

Dr.  Clarence  Noll,  dean  of  the  PSU  College  of  Science, 
reported  that  ( I )  the  program  has  attracted  large  numbers  of 
exceptional  students.  (2)  the  program  is  producing 
physicians  of  superior  maturity  and  skill.  (3)  the  time 
required  and  the  cost  of  education  have  been  reduced,  and 
(4)  the  result  is  that  good  students  who  otherwise  would 
have  gone  into  other  fields  because  of  the  pressure  of  time 
and  money  are  becoming  physicians. 

William  F.  Kellow,  M.D.,  dean  of  Jefferson  Medical 


College,  believes  that  by  using  advanced  placement  testing 
and  by  revising  the  undergraduate  curricula,  the  program 
can  be  further  improved. 

Pilots  to  get  emergency  training 

The  Pennsylvania  Department  of  Education  is  con¬ 
ducting  a  second  medical  program  for  state  police 
helicopter  pilots  June  1  to  June  4  at  the  Polyclinic  Hospital, 
Harrisburg.  Films  will  be  shown,  and  lectures  on  a  variety 
of  medical  emergencies  will  be  delivered  by  Drs.  Lewis  T. 
Patterson,  Alphonse  Edmundowicz,  William  Silvernail, 
Robert  Gilroy.  Joseph  Garfunkel,  Joseph  McGrath, 
William  DeMuth.  James  Yates,  and  Champe  C.  Pool,  all 
from  the  Harrisburg  area. 
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MEDICAL  EDUCATION  ADMINISTRA¬ 
TION  was  the  theme  of  a  recent  confer¬ 
ence  in  Hershey  sponsored  by  the  PMS 
Council  on  Education  and  Science.  Two 
of  the  speakers  were  C.H.  William  Ruhe, 
M.D.,  Chicago,  director  of  the  AMA's 
Medical  Education  Division,  shown 
speaking  in  the  first  photograph  below, 
and  Robert  L.  Evans,  M.D.,  vice-presi¬ 
dent  of  medical  affairs  at  York  Hospital, 
The  two  other  photographs  are  scenes 
from  the  conference  workshops. 


Electronic  workers’deaths 
under  investigation 


The  State  Environmental  Resources 
Department  (PDER)  has  reported  an 
investigation  in  cooperation  with  a 
Pennsylvania  electronics  firm  about 
possible  danger  from  low  energy  elec¬ 
tromagnetic  radiation  similar  to  that 
sensed  by  a  TV  antenna.  Two  male 
workers  (ages  38  and  42)  engaged  in  a 
federal  electronics  project  died  last 
year  of  astrocytoma. 

Both  the  State  Occupational  Health 
and  the  federal  Defense  Departments 
have  been  closely  checking  engineers 
and  technicians  working  on  the  pro¬ 
ject. 

Thirteen  of  the  twenty-three  original 
employees  remain  on  the  project  after 
ten  years,  one  of  whom  is  experiencing 
symptoms. 


Allegheny  physicians  urged  to  meet  needs  of  people 


The  2,000  physician  members  of  the  Allegheny  County 
Medical  Society  were  urged  recently —  in  a  personal  letter 
from  Society  President  Fred  C.  Brady,  M.D.,  and  an  edito¬ 
rial  in  the  organization’s  Bulletin —  to  share  the  responsi¬ 
bility  for  treating  welfare  patients  and  to  press  for  improved 
conditions  in  out-patient  clinics  and  emergency  rooms. 

Urging  members  to  "give  care —  with  dignity —  to  the 
sick,  rich  and  poor  alike,”  Dr.  Brady  implored  the 
physicians  "to  accept  and  treat  discreetly,  out  of  a  sense  of 
moral  obligation,  those  patients  who  cannot  pay  their  own 
way,  and  to  cope  with  the  accompanying  paper  work, 
which —  in  this  era  of  bureaucracy —  we  must  face  daily  in 
other  contexts.” 

"Relegating  welfare  patients  to  specific  hours  on  specific 
days  adds  humiliation  to  the  burden  of  poverty  and  illness 
they  already  bear,”  he  said. 

In  an  editorial  entitled  "Crisis  at  Home”  in  the  Bulletin, 


Associate  Editor  Ralph  C.  Wilde,  M.D.,  acknowledged  the 
"major  problems”  recently  brought  to  the  attention  of  the 
society's  Board  of  Directors  by  the  Welfare  Rights  Organi¬ 
zation  of  Allegheny  County  (WROAC):  the  refusal  by  some 
physicians  to  see  welfare  patients  at  all  or.  in  some  cases, 
acceptance  only  on  a  limited  basis,  and  long  waiting  periods 
for  appointments  and  for  care,  both  in  physicians'  offices 
and  clinics. 

"From  a  practical  standpoint,”  he  warns,  "some  of  these 
problems  will  not  be  solved  until  our  state  and  federal  gov¬ 
ernments  come  up  with  the  necessary  dollars  to  provide  a 
realistic  program  for  the  management  of  welfare  recipi¬ 
ents.” 

Meanwhile,  however,  he  suggests,  one  approach  to  the 
problem  would  be  to  "streamline  and  update  our  hospital 
out-patient  clinics  and  emergency  rooms,  (converting)  them 
into  ambulatory  care  centers  in  the  true  sense  of  the  word." 
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PENNSYLVANIA  MEDICINE 


When  Constipation 
is  a  Concern . . . 


h 


Doxidan  relieves  constipation: 


■  gently— minimal  laxative  side  effects 


■  predictably— overnight  results 


■  conveniently —one  or  two  capsules  at 
bedtime 


■  economically— costs  less  per  effective 

daily  dose* 


Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30, 100  (FSN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100's 

MO  y  10  ctrin^ 


TDOnbidek 

DOXIDSN 

(laxative  with  stool  softener) 


©The 

Logical 

Laxative 


‘based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-168 


The  treatment  of 


impotence 

\  due  to  androgenic  deficiency  in  the  American  male. 

The  concept  of  chemotherapy  plus  the 
><1  physician’s  psychological  support  is  confirmed 
k  Jfji  as  effective  therapy. 


f  NCW.A 

r,UN'c?T 

lCSTUO'<  j 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Choice  of  4  strengths: 

Android  Android-HP 


ndroid 

(thyroid-androgen)  tablets 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V*  gr.)  ...  30  mg. 

Glutamic  Acid . 50  mg. 

Thiamine  HCL . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

8ottles  of  100.  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B  COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  .  .2.5  mg. 
Thyroid  Ext.  ('/4  gr.)  ...15  mg 
Ascorbic  Acid  (Vit.  C)  .250  mg 

Thiamine  HCL  . 25  mg 

Glutamic  Acid  . 100  mg 

Pyridoxine  HCL . 5  mg 

Niacinamide  . 75  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  . 2.5  meg 

Riboflavin  . 5  mg. 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano,  P  ,  and  Evangelista,  I.  Methyl  testosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962  4.  Heilman,  L.,  Bradlow,  H.  1..  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936, 
1959.  5.  Farris.  E.  J.,  and  Colton,  S.  W.  Effects  of  t-thyroxine  and  liothyronine  on  spermatogenesis. 
J  Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila¬ 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


write  for  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A  Gentle  Cerebral  Stimulant  and  Vasodilator 


66°o 


■  Cerebro-Nicin 
□  Placebo 


17% 


GOOD 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


POOR 


FAIR 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole . . 100  mg. 

Nicotinic  Acid . 100  mg. 

Ascorbic  Acid . 100  mg. 

Thiamine  HCI .  25  mg. 

1-Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin .  2  mg. 

Pyridoxine .  . 3  mg. 


DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  10O,  500,  1000  capsules. 

Also  elixir  8 oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


REfERTO 

PBR 


(i^ 


THE  BROWN  PHARMACEUTICAL  CO. 

2500  W. 6th  St., Los  Angeles, Calif.90057 
Write  for  Product  Catalog 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
class.  And  they  really  respond. 

She  has  another  plan  just 
for  herself.  A  medication  plan 
for  her  hypertension.  Ana  she's 
also  responding  beautifully. 

More  than  just  another 
antihypertensive,  Ser-Ap-Es 
can  be  a  whole  medication  plan 
:or  living  with  hypertension. 

Does  it  get  good  marks  for 
comfort? 

Excellent.  Because 
3er-Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of  each 
component  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz- 
ng  side  effects.  However,  side 
effects  may  occur  (see  prescrib- 
ng  information). 

Designed  with  the  kidney 
mind? 

Hydralazine  maintains 
>r  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
:erebral  vascular  tone.  And 
eserpine  has  beneficial  calm- 
ng  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
“homework''? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

JL  reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  maybe 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia; 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 
25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey  thsu 
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that  works 
for  living  with 
hypertension 
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hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 
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Preface 


In  December  of  1969,  the  Student  American  Medical  Association  (SAMA) 
received  a  grant  from  the  Sears  Foundation  to  establish  a  national  program 
of  preclinical  fellowships  in  community  hospitals.  It  was  named  the  Medi¬ 
cal  Education-Community  Orientation  Program  (MECO).  The  objective  of 
the  program  was  to  use  medical  students’  vacation  time  to  gain  an  insight 
into  primary  health  care  outside  the  medical  school’s  facilities.  This  pro¬ 
gram  is  national  in  scope,  with  each  state  planning  and  directing  its  own 
program.  The  SAMA  office  contributes  administrative,  secretarial,  and  fi¬ 
nancial  aid  where  needed. 

During  the  summer  of  1970,  a  pilot  medical  and  community  education 
program  was  initiated  at  the  University  of  Pittsburgh  entitled  “The  Univer¬ 
sity  of  Pittsburgh  Summer  Preceptorship  Program.”  An  evaluation  at  the 
end  of  the  summer  convinced  the  planners  that  their  experience  would  be 
valuable  to  the  national  program,  and  a  decision  was  made  to  affiliate  with 
MECO. 

As  a  result,  a  1971  MECO  program  is  currently  being  organized,  en¬ 
dorsed  by  the  PMS,  the  Hospital  Association  of  Pennsylvania,  the  State 
Board  of  Medical  Education  and  Licensure,  and  the  Pennsylvania  Academy 
of  General  Practice. 

The  story  of  the  pilot  Pittsburgh  Summer  Preceptorship  Program  follows: 


Medical  students  head  for  the  hills 


ROSS  E.  WILLIAMS,  CHAIRMAN 
Preceptorship  Program  Planning  Committee 
Pittsburgh 


In  the  summer  of  1969.  two  first-year  University  of 
Pittsburgh  medical  students  participated  in  SAMA’s 
jAppalachian  Student  Health  Project,  a  nine-week  summer 
preceptorship  spent  with  a  physician  in  an  Appalachian 
community.  The  experience  impressed  them  with  the  poten¬ 
tial  for  motivation  and  personal  growth  inherent  in  this  type 
of  educational  experience.  They  decided,  therefore,  to  de¬ 
velop  a  similar  program  in  their  own  medical  school. 

It  was  hoped  that  such  a  preceptorship  program  would 
motivate  participants  to  pursue  careers  in  primary  health 
care  in  inadequately  served  communities. 

Program  Planning  and  Development 

Student  interest  was  solicited  through  a  questionnaire  dis¬ 
tributed  to  first  and  second  year  classes.  Faculty  and  com¬ 
munity  physician  advisers  were  selected  and  they,  together 
with  seven  students,  formed  the  Planning  Committee,  com¬ 
posed  of  Robert  J  Carroll,  M.D.,  past  president  of 
Allegheny  County  Medical  Society;  Barry  Kraynack,  PMS 
I;  Thomas  C.  Long.  PMS  I,  Project  Director;  John  B. 
[Martin,  PMS  II,  Treasurer;  David  Reed.  M.D.,  assistant 
director  of  Western  Pennsylvania  Regional  Medical  Pro¬ 
gram;  James  E.  Richey,  PMS  II;  Kenneth  D.  Rogers,  M.D.. 
professor  and  chairman  of  the  department  of  community 
medicine.  University  of  Pittsburgh  School  of  Medicine; 
Jack  Smith,  PMS  I;  Ken  Wiant,  PMS  II;  Ross  E.  Williams, 
PMS  II,  committee  chairman;  Larry  Wingard,  PMS  I. 


(PMS  indicates  University  of  Pittsburgh  medical  student.) 

The  Committee  studied  the  experience  of  other  schools 
with  preceptor  programs,  developed  program  objectives, 
explored  funding  sources,  developed  program  content,  and 
constructed  evaluation  procedures. 

Program  Objectives 

The  program  objectives  were  to: 

( 1 )  Provide  a  rewarding  summer  experience  in  medicine 
for  first  and  second  year  medical  students  at  the  Uni¬ 
versity  of  Pittsburgh; 

(2)  Expose  medical  students  to  primary  health  care 
delivery  outside  the  University  Medical  Center; 

(3)  Enable  students  to  relate  different  aspects  of  hospital 
operation  to  specific  patients; 

(4)  Stimulate  an  awareness  of  comprehensive  community 
health; 

(5)  Enable  students  to  determine  their  career  goals  and 
to  better  plan  their  medical  education; 

(6)  Reinforce  learning  in  the  preclinical  years  of  medical 
school  by  relating  specific  information  to  clinical 
medicine; 

(7)  Increase  the  practicing  physician's  awareness  of  the 
problems  and  needs  of  medical  students,  and  conver¬ 
sely,  to  develop  in  the  student  an  appreciation  of  the 
problems  faced  by  the  practicing  physician. 
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Financing 

The  initial  questionnaire  exploring  first  and  second  year 
medical  student  interest  asked  whether  students  would  par¬ 
ticipate  in  the  summer  preceptorship  program  if  no  pay 
were  provided.  Of  forty-six  interested  students,  only  five 
stated  they  definitely  would  participate  without  pay.  The 
committee  selected  $600  as  a  reasonable  stipend  for  the 
summer  preceptorship,  the  same  amount  offered  by  the 
School  of  Medicine  for  student  summer  research  work.  A 
number  of  funding  sources  were  investigated  and  found 
unavailable  for  the  program.  Support  eventually  came  from 
individual  hospitals  to  which  students  were  attached.  How¬ 
ever,  because  of  their  source  and  accompanying  commit¬ 
ments,  this  funding  shifted  program  emphasis  from 
physician  and  community  to  hospital. 

Development  of  Program  Content 

The  model  program  developed  by  the  planning  com¬ 
mittee  for  participating  hospitals  suggested  that  students 
spend  approximately  two-fifths  of  their  time  in  the  hospital 
(hospital  rounds,  emergency  room,  laboratory,  administra¬ 
tion,  surgery,  etc.);  two-fifths  in  the  office  of  primary  care 
physicians  (general  practitioner,  internist,  pediatrician);  and 
one-fifth  observing  other  community  services  (public 
health,  environmental  control,  anti-poverty  programs,  etc.). 
Each  student  also  was  to  have  a  single  preceptor  (a 
physician  with  a  family-based  practice)  responsible  for 
helping  him  plan  and  coordinate  his  activities  for  the  entire 
summer.  Interested  hospitals  were  identified  by  their 
response  to  an  introductory  letter  sent  to  hospital  adminis¬ 
trators  through  the  Hospital  Council  of  Western  Pennsyl¬ 
vania.  Each  interested  hospital  received  further  information 
from  the  planning  committee  including  the  suggested  model 
program.  Over  twenty  hospitals  submitted  preliminary  pro¬ 
grams  to  the  planning  committee,  and  22  first-  and  second- 
year  medical  students  were  then  assigned  to  12  participating 
hospitals*  of  their  selection.  Lack  of  knowledge  about  non- 
urban  community  hospitals  probably  influenced  the  selec¬ 
tion  of  urban  hospitals  in  some  instances. 

Evaluation  Procedures 

Several  procedures  were  developed  to  evaluate  the  effec¬ 
tiveness  of  the  program.  Attitude  questionnaires  were 
completed  before  and  after  the  summer  by  the  22  partici¬ 
pants  and  by  a  control  group  of  30  non-participants.  All 
preceptors  also  received  student  and  program  evaluation 
forms  at  the  end  of  the  summer.  Students  submitted  weekly 
progress  reports  and  a  participant  discussion  was  held  in 
September. 

Program  Evaluation 

A  comparison  of  attitudes  and  career  plans  before  and 
after  the  preceptorship  did  not  disclose  marked  differences. 
However,  before  the  preceptorship  the  22  participants  and 
their  30  non-participating  classmates  answered  the  ques¬ 
tionnaires  quite  similarly.  Afterwards,  however,  partici¬ 
pants  expressed  greater  appreciation  for  the  role  and  com- 


*  Participating  hospitals  were;  Allegheny  Valley,  Armstrong  County  Me¬ 
morial,  Braddock  General,  Butler  County  Memorial,  Columbia,  Conemaugh 
Valley  Memorial,  Latrobe  Area,  Oil  City,  St.  John's,  St.  Margaret’s, 
Shady  side.  Wash  ington . 


Students  comment . .  . 


“General  exposure  to  practice  and  hospital  set¬ 
ting  helped  make  preclinical  courses  ‘come 
alive.’  ” 

“I  now  have  a  better  idea  of  a  career  choice  and 
plan  to  practice  in  a  smaller  community.” 

“This  program  was  without  a  doubt  the  most 
worthwhile  experience  of  my  first  year” 

“I  can’t  imagine  anything  I  would  rather  have 
done  for  the  summer.” 

“You  can  get  as  much  out  of  the  program  as  you 
want  to.” 

“Excellent  opportunity  to  get  first  view  of 
clinical  medicine —  presented  in  perfect  fashion 
to  one  just  finishing  his  first  year.” 


petence  of  the  family  practitioner,  a  greater  interest  in  a 
clerkship  in  family  practice,  and  a  greater  interest  in  group 
and  rural  small  town  practice  than  did  non-participants  who 
had  spent  their  summer  in  some  other  way. 

The  following  written  comments  of  participants  describe 
changes  in  attitudes  and  interests. 

“I  am  definitely  more  interested  in  general  practice.” 

“Confirmed  my  plans  to  enter  family  practice.” 

“Dr.  X  is  one  of  the  finest  people  I've  met.  At  this  time.  I 
emulate  him  to  a  great  extent.  He  is  and  does  exactly 
what  1  hope  to  be  and  do  some  day.” 

“I  want  to  take  a  family  practice  clerkship  in  the  fourth 
year.” 

“This  summer  turned  me  on  to  medicine.  Was  depressed 
after  the  first  year  of  basic  science.” 

“My  best  week  was  that  spent  with  two  GP's.  I  had  a 
bad  opinion  of  GP's  before,  and  I  was  really  impressed.” 

Achievement  of  Program  Objectives 

Each  participant  was  given  a  list  of  the  seven  program 
objectives  and  asked  to  rate  on  a  five  point  scale  the  extent 
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to  which  they  were  achieved  in  his  summer  program  (1  = 
not  achieved  ...  5  =  completely  achieved).  The  average 
response  for  each  objective  is  as  follows: 


Objective  Average 

Score 

1 .  Rewarding  summer  experience  4.3 

2.  Learn  primary  health  care  4.4 

3.  Learn  aspects  of  hospital  operation  3.9 

4.  Increase  awareness  of  community  health  3.4 

5.  Better  plan  career  and  education  3.9 

6.  Reinforce  preclinical  learning  3.6 

7.  Appreciate  practicing  physician  problems  3.6 


Preceptorship  Content 

Students  stated  that  they  spent  their  time  as  follows: 
physician’s  office  26  percent,  hospital  65  percent,  and  else¬ 
where  9  percent.  A  list  of  37  activities  was  prepared  in 
which  the  student  might  have  participated  during  his 
preceptorship.  Students  were  asked  to  note  for  each  of  these 
whether  they  had  participated  in  them,  only  observed  them, 
or  neither  participated  nor  observed.  Students  reported  ob¬ 
servation  or  participation  predominantly  with  in-hospital 
services  and  clinical  functions.  Many  had  little  or  no  ex¬ 
posure  to  community  services  such  as  public  health  nursing, 
social  work,  anti-poverty  programs,  etc. 

Students  who  reported  participation  in  the  largest 
number  of  activities  appeared  to  be  the  most  satisfied.  The 
passive-observer  role  was  least  desired,  and  all  but  one  of 
the  twenty-two  students  expressed  a  wish  for  more  active  in¬ 
volvement. 

When  problems  occurred  in  the  preceptorship,  the  cause 
largely  was  lack  of  experience.  Students  often  lacked  skills 
(e.g.  taking  blood  pressure,  use  of  instruments,  physical 
diagnostic  techniques)  which  would  allow  them  to  partici¬ 
pate  actively  in  meaningful  educational  experiences. 

The  lack  of  student  participation  in  community  health 


activities  was  disappointing  to  the  planners  of  the  program. 
Possible  explanations  include  the  preference  of  participants 
for  direct  clinical  experience,  the  strong  hospital  orientation 
of  the  program,  and  the  failure  of  the  planning  committee 
to  convey  effectively  to  preceptors  and  students  the  commu¬ 
nity  health  objective  of  the  program. 

Twenty  of  twenty-two  students  stated  they  would  like  to 
participate  in  a  similar  program  another  summer.  Student 
comments  about  their  experience  conveyed  both  interest 
and  satisfaction. 

Evaluation  by  Physicians 

Over  80  percent  of  preceptor  evaluation  questionnaires 
were  returned.  Preceptors  reported  that  students  were  well 
accepted  by  physicians,  nurses,  technicians,  and  adminis¬ 
trators.  Patient  acceptance,  on  the  whole,  was  reported  as 
excellent  in  most  cases.  Most  doctors  stated  a  preference  for 
post-sophomore  students  and  objected  to  pre-freshman  par¬ 
ticipation. 

Overall,  the  first  year's  summer  preceptorship  program 
was  considered  to  have  achieved  its  goals.  The  planning 
committee  concluded  that  the  program  should  be  offered 
again  in  1971  and  that  it  should  be  expanded  and  developed 
to  include  opportunities  for  a  larger  number  of  students, 
preceptors,  participating  hospitals  and  communities.  The 
committee  noted  especially  the  desirability  of  a  multi-level 
program  offering  different  educational  programs  specially 
suited  for  pre-freshman,  post-freshman  and  post-sophomore 
medical  students.  In  future  years  it  may  be  feasible  and 
desirable  to  develop  an  interdisciplinary  project-oriented 
program  for  students  in  the  schools  of  medicine,  nursing, 
dentistry,  public  health,  pharmacy,  law  and  social  work. 

In  future  programs  special  efforts  will  be  made  to  prepare 
students  with  basic  skills,  orient  students  and  preceptors 
more  effectively  regarding  the  objectives  of  the  program, 
and  maintain  closer  liaison  with  both  participants  and 
preceptors  throughout  the  summer  program. 


Postscript 

The  Pennsylvania  MECO  program  for  1971  will  be  a  continuation  of  last 
year’s  program  with  innovations.  Thomas  C.  Long,  University  of  Pittsburgh, 
will  act  as  state  project  director  and  will  coordinate  the  activities  of  two 
planning  committees  with  those  of  the  four  endorsing  organizations.  Ross 
E.  Williams,  University  of  Pittsburgh,  will  be  chairman  of  the  Western  Penn¬ 
sylvania  Planning  Committee  which  will  recruit  students  from  the  Universi¬ 
ty  of  Pittsburgh  and  seek  placement  of  students  in  the  western  region. 
Henry  Mishel,  Hahnemann,  will  be  chairman  of  the  Eastern  Pennsylvania 
Planning  Committee,  comprising  representatives  from  the  six  medical 
schools  in  the  eastern  part  of  the  state. 

Forms,  to  be  screened  by  the  planning  committees,  are  being  sent  to 
hospitals.  The  names  of  potential  preceptors,  the  availability  of  living  ac¬ 
commodations,  and  a  brief  description  of  personnel  and  facilities,  are  the 
kinds  of  information  required.  Lists  of  interested  students  will  then  be 
matched  with  replies.  A  stipend  of  $600  for  the  summer  together  with  room 
and  board,  if  possible,  are  requested. 

Additional  information  regarding  definitive  objectives,  guidelines,  infor¬ 
mation  regarding  stipends,  model  programs,  and  possible  hospital  and 
community  activities  may  be  obtained  by  contacting  the  Council  on  Educa¬ 
tion  and  Science,  Pennsylvania  Medical  Society,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 
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THE  COMMITTEE  on  Emergency  Medical  Services  of  the  State 
Society  spent  many  hours  in  sessions  at  Society  Headquarters 
preparing  its  report  on  emergency  medical  services  in  Penn¬ 
sylvania.  Shown  here  are  some  of  the  members  of  the  com¬ 
mittee  during  a  luncheon  recess.  Committee  Chairman  William 
F.  Bouzarth,  M.D.,  Philadelphia,  is  in  the  center  of  the  top  pho¬ 
tograph. 


“INTERESTED,  INFORMED,  INVOLVED" ...  this  was  the  theme  of  the  annual  mid-year  conference  of  the  Woman's  Auxiliary  to 
the  Pennsylvania  Medical  Society.  The  words  serve  also  to  describe  the  members  as  they  tackle  their  projects.  The  confer¬ 
ence  was  highlighted  by  a  forum  on  alcohol  in  relation  to  highway  safety  called  “Everybody’s  Problem."  Below  are  scenes 
from  the  conference.  In  the  photograph  on  the  left  Mrs.  Hugh  M.  Crumay,  conference  chairman,  greets  Mrs.  Ralph  S.  Blasiole, 
president-elect,  far  right,  as  J.  Thomas  Millington,  M.D.,  chairman  of  the  PMS  Advisory  Committee  to  the  Auxiliary,  and  Mrs. 
Hiram  E.  Armstrong,  conference  co-chairman,  look  on.  In  the  photograph  on  the  right,  Mrs.  Paul  Budura,  chairman  of  the 
Safety-Disaster  Preparedness  Committee  of  the  auxiliary,  discusses  the  forum  with  two  of  the  speakers:  Jasper  G.  Chen  See, 
M.D.,  director  of  Quality  Control  Medical  Laboratories,  and  Mr.  Edmund  R.  Ricker,  chief  of  the  hazardous  substances  trans¬ 
portation  board  of  Penndot. 


THE  YORK  COUNTY  Medical  Society  recently  came  to  Society  Headquarters  in 
Lemoyne  for  a  dinner  meeting.  Shown  below  are  members  and  their  wives.  To  the 
left,  Arthur  C.  Crovatto,  M.D.,  county  society  program  chairman,  is  at  the  rostrum  in¬ 
troducing  John  F.  Rineman,  PMS  executive  director,  seated,  who  explained  the  func¬ 
tions  of  the  State  Society. 
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psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 


ea 
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DOXEPIN  HCI 


Starting  dosage: 

25  mg.  t.i.d. 

for  mild  to  moderate 

symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a  tranquilizer. 


BRIEF  SUMMARY 
Sinequan  (doxepin  HCI)  Capsules 
Contraindications.  Sinequan  (doxepin  HCI)  is  con¬ 
traindicated  in  individuals  who  have  shown  hyper¬ 
sensitivity  to  the  drug. 

Sinequan  (doxepin  HCI)  is  contraindicated  in 
patients  with  glaucoma  or  a  tendency  to  urinary 
retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
HCI)  has  not  been  studied  in  the  pregnant  patient. 
It  should  not  be  used  in  pregnant  women  unless, 
in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  repro¬ 
ductive  studies  have  not  resulted  in  any  teratogenic 
effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe¬ 
pin  HCI)  in  children  under  12  years  of  age  is  not 
recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
death  have  been  reported  following  the  concomi¬ 
tant  use  of  certain  drugs  with  MAO  inhibitors. 
Therefore,  MAO  inhibitors  should  be  discontinued 
at  least  two  weeks  prior  to  the  cautious  initiation  of 
therapy  with  Sinequan  (doxepin  HCI).  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the 
particular  MAO  inhibitor  being  used,  the  length  of 
time  it  has  been  administered,  and  the  dosage  in¬ 
volved. 

Precautions.  Since  drowsiness  may  occur  with  the 
use  of  this  drug,  patients  should  be  warned  of  that 
possibility  and  cautioned  against  driving  a  car  or 
operating  dangerous  machinery  while  taking  this 
drug. 

Patients  should  also  be  cautioned  that  their  re- 
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sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im¬ 
provement  has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi¬ 
cant  tranquilizing  activity,  the  possibility  of  activa¬ 
tion  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e.g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage,  75  to  150  mg.  per  day, 
Sinequan  (doxepin  HCI)  can  be  given  concomi¬ 
tantly  with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  effect.  At 
doses  of  300  mg.  per  day  or  above,  Sinequan 
(doxepin  HCI)  does  exert  a  significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera¬ 
peutic  agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Ellects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Ettects:  Drowsiness  has 
been  observed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther¬ 
apy  is  continued. 


Cardiovascular  Ellects:  Tachycardia  and  hypo¬ 
tension  have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak¬ 
ness,  dizziness,  fatigue,  weight  gain,  edema,  pares¬ 
thesias,  flushing,  chills,  tinnitus,  photophobia,  de¬ 
creased  libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a  starting  dose  of  25  mg.  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in¬ 
creased  or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti¬ 
mum  dose  range  is  75  mg. /day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad¬ 
ual  increase  to  300  mg./day  if  necessary.  Addi¬ 
tional  therapeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a  dose  of  300  mg./day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCI)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg.,  25  mg.,  and  50  mg.  of  doxepin  in  bottles  of 
100;  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  request. 

LABORATORIES  DIVISION 

PFIZER  INC  .  NE  W  YORK.  N  Y  10017 
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m.d.'s  in  the  news 


dinner  was  the  occasion  when  Paul 
R.  Anderson  (left),  president  of  the 
Temple  University  ,  presented  John 
A.  Kirkpatrick,  M.D.,  (right)  with  the 
alumni  Certificate  of  Honor  for  serv¬ 
ice  to  the  School  of  Medicine 
alumni  association.  Dr.  Kirkpatrick 
is  director  of  the  department  of 
radiology  at  St.  Christopher’s  Hos¬ 
pital  for  Children,  professor  of 
radiology  at  Temple’s  School  of 
Medicine,  president  of  the  faculty 
senate  at  the  medical  school,  and  a 
member  of  the  hospital’s  board  of 
managers. 

A  number  of  new  hospital  appoint¬ 
ments  have  been  announced.  Mercy 
Catholic  Medical  Center,  Upper 
Darby,  announced  the  staff  additions 
of  Arthur  S.  Haber,  M.D.,  Broomall, 
and  Mary  Elizabeth  Jeffery,  M.D., 
Upper  Darby,  radiology;  Stephen 
Kratzinger,  M.D.,  Drexel  Hill,  sur¬ 
gery;  Alfred  DiGiacomo,  M.D.,  Upper 
Darby,  obstetrics  and  gynecology; 
and  Ralph  A.  Rossi,  M.D.,  Drexel 
Hill,  honorary  staff. 

Somerset  Community  Hospital  has 
appointed  Harold  E.  Musser,  Jr., 
M.D.,  to  the  associate  staff. 

Anthony  Kales,  M.D.,  of  Los  An¬ 
geles,  an  internationally  recognized  au¬ 
thority  on  the  diagnosis  and  treatment 
of  sleep  disturbances,  has  been  named 
professor  and  chairman  of  psychiatry 
at  the  Pennsylvania  University  College 
of  Medicine,  Hershey.  Dr.  Kales  is 
currently  professor  of  psychiatry, 
director  of  the  sleep  research  and  treat¬ 
ment  facility,  and  a  member  of  the 
brain  research  institute  at  the  Univer¬ 
sity  of  California  in  Los  Angeles. 


The  three  first  physicians  in  the  na¬ 
tion  to  receive  plaques  from  the  Amer¬ 
ican  Board  of  Family  Practice  after 
completing  a  series  of  exams  are 
Thomas  Patrick,  M.D.,  Mifflinville, 
Michael  Daly,  M.D.,  Danville,  and  D. 
Ernest  Witt,  M.D.,  Bloomsburg. 

Samuel  W.  Deisher,  M.D.,  obste¬ 
trician  and  gynecologist,  has  been 
named  chairman  for  the  1971-72  Unit¬ 
ed  Fund  campaign  of  the  United  Com¬ 
munity  Services  of  York  County. 
Daniel  M.  Friday,  M.D.,  also  an  obste¬ 
trician  and  gynecologist,  has  accepted 
the  chairmanship  of  the  professional 
division  of  Tyrone’s  $150,000  “New 
Jobs  For  Joes”  fund  drive.  This  fund  is 
for  the  purpose  of  providing  jobs  for 
the  unemployed  in  the  Tyrone  area. 

Minerva  S.  Buerk,  M.D.,  Bryn 
Mawr,  president  of  the  American 
Medical  Women's  association,  has 
been  honored  as  one  of  six  "distin¬ 
guished  American  women”  by  the  gov¬ 
ernment  of  France.  She  will  be  a  guest 
of  the  French  government  from  April 
23  to  May  6,  1971  on  a  two-week  tour. 

Dr.  Buerk  served  as  chief  of  derma¬ 
tology  at  the  Bryn  Mawr  Hospital 
from  1958-1969  and  became  consult¬ 
ant  in  dermatology  at  the  hospital  in 
1970.  She  is  on  the  teaching  staffs  at 
the  University  of  Pennsylvania  and  the 
Medical  College  of  Pennsylvania.  She 
also  conducts  a  private  practice  in  der¬ 
matology. 

Dr.  Buerk  believes  the  medical  pro¬ 
fession  is  now  in  a  state  of  flux  which 
could  provide  more  opportunities  for 
women  in  the  future.  She  has  stated 
that  “The  medical  profession  is  chang¬ 
ing  its  image  and  is  making  the 
changes  fast  because  we  need  doctors.” 
Dr.  Buerk  said,  "The  American  Medi¬ 
cal  Women’s  Association  relies  on 
counseling  to  get  more  women  into  the 
medical  field.”  She  listed  pediatrics, 
general  medicine,  gynecology,  derma¬ 
tology,  psychiatry  and  anesthesiology 
as  good  medical  fields  for  women.  She 
also  said  "Medicine  is  a  very  de¬ 
manding  career,  but  it's  also  one  of  the 
most  gratifying,  both  intellectually  and 
emotionally.  That's  why  it’s  a  natural 
for  women!” 


Marvin  M.  Malcotti,  M.D., 

Pottstown,  has  been  appointed  acting 
deputy  superintendent  of  the  Penn- 
hurst  State  School  and  Hospital, 
Spring  City.  Formerly  a  research  psy¬ 
chologist  and  director  of  research  at 
Pennhurst,  he  is  also  currently  adjunct 
professor  of  psychology  at  Penn  State 
University. 

The  University  of  Pittsburgh  School 
of  Medicine  has  recently  announced 
three  new  appointees  to  its  faculty. 
Andrew  Dekker,  M.D.,  who  holds  a 
pathology  staff  appointment  at  Presby¬ 
terian  University  Hospital  and  the  Eye 
and  Ear  Hospital,  has  been  appointed 
associate  professor  of  clinical  patholo¬ 
gy.  Hernando  Salazar,  M.D.,  a  staff 
member  at  Magee-Women’s  Hospital, 
is  now  associate  professor  in  patholo¬ 
gy.  In  addition,  Robert  H.  McDonald 
Jr.,  M.D.  will  serve  as  associate 
professor  of  medicine  and  associate 
professor  of  pharmacology. 

Formerly  an  instructor  in  plastic 
surgery,  a  fellow  of  the  Harrison 
Department  of  Surgical  Research,  an 
associate  in  plastic  surgery  at  the 
Graduate  Hospital  of  the  University  of 
Pennsylvania,  and  director  of  the 
tumor  clinic  at  the  Graduate  Hospital, 
William  P.  Graham,  III,  M.D.,  has 
been  appointed  associate  professor  of 
surgery  and  chief  of  the  division  of 
plastic  surgery  at  the  Milton  S. 
Hershey  Medical  Center  in  Hershey. 

Fifty-year  plaques  were  presented  to 
eight  Schuylkill  County  doctors  by 
John  F.  Rineman,  executive  director 
of  the  Pennsylvania  Medical  Society. 
They  include  Drs.  Russell  Sweeney, 
Allentown,  William  J.  O’Neill,  Ash¬ 
land.  M.  O.  Blechschniidt,  Cressona, 
Guy  Bashore,  Minersville.  William 
Leach,  Shenandoah.  Walter  Lu- 
chinsky,  Mahanoy  City,  William 
Dorasavage,  and  W  illiam  Cress,  Potts- 
ville.  In  Erie  County,  Russell  An¬ 
derson,  M.D.,  author  of  a  recent  ar¬ 
ticle,  "Medicine  in  George  Washing¬ 
ton's  Time,”  also  received  a  50-year 
plaque. 

The  Alumni  Association  of  St. 
Joseph's  College.  Philadelphia,  has 
honored  Edward  J.  Kowalewski, 
M.D.,  Rothville,  with  the  1971  Shaf- 
(Continued  on  Pane  35) 


30 


PENNSYLVANIA  MEDICINE 


wm 


You  can't  fell  a  redwood 
with  a  hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A  low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a  high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a  high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with :  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 


Theragran 


High  Potency  Vitamin  Formula 


Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 

"The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 

©  E.R.  Squibb  &  Sons,  Inc.  1970 
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The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con¬ 
tinuous-release  tablets  contain  a  vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  1  •  j*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  J^j  O  Ill  SUIT 

urinary  retention.  Caution  ambulatory  patients  that  drowsi-  t  -p* 
ness  may  result.  lip* 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro¬ 
chloride  and  4  mg.  of  chlorpheniramine  maleate.) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a  clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
—  bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a  way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper¬ 
sensitivity  to  any  of  its  components. 

Supplied:  Tubes  of  1  oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


i  BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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frey  Award  in  recognition  of  years  of 
outstanding  service.  Dr.  Kowalewski. 
now  practicing  in  Akron,  O.,  is  the  im¬ 
mediate  past  president  of  the  Ameri¬ 
can  Academy  of  General  Practice,  cur¬ 
rently  serving  as  a  member  of  the 
board  of  directors. 

Mayer  A.  Green,  M.D.,  Pittsburgh, 
will  serve  as  the  chairman  of  the  newly 
organized  Allergy  Section  Council  of 
the  American  Medical  Association. 

The  Department  of  Welfare  has  an¬ 
nounced  the  appointment  of  Robert  F. 
Babskie,  M.D.,  Nanticoke,  as  acting 
regional  director  for  Mental  Health 
and  Mental  Retardation.  He  will  serve 
in  conjunction  with  his  duties  as  Su¬ 
perintendent  of  Retreat  State  Hospital. 

Ralph  Snyder,  M.D.,  Ambler,  has 
been  nominated  second  vice-president 
of  the  Pennsylvania  Health  Council. 
George  Bender,  M.D.,  Chester  County 
Health  Department,  and  Mrs.  Leroy 
Gehris  of  the  PMS  Woman's  Auxiliary 
have  been  nominated  as  members-at- 
large. 

The  Distinguished  Service  Award  of 
the  Academy  of  Allergy  has  been 
presented  to  Sheldon  G.  Cohen,  M.D. 
bf  Wilkes-Barre  at  the  annual  meeting 
3f  the  AAA.  Dr.  Cohen  has  been  gen¬ 
eral  chairman  of  the  Research 
Council,  advisory  board  member,  and 
listorian  of  the  academy. 

Appointments  of  interest  include 
that  of  Carl  W.  Gatter,  M.D„  who  has 
been  named  acting  director  of  the 
Mayview  Community  Services  Center 
in  Pittsburgh. 


John  Silverio,  M.D.,  has  been  ap¬ 
pointed  associate  director  of  medical 
communications  of  Wyeth  Labora¬ 
tories  where  he  will  conduct  clinical 
studies  on  infant  and  other  nutritional 
products,  and  will  assist  in  the  review 
of  labeling  and  advertising  of  products. 
He  is  a  fellow  of  the  American 
Academy  of  Pediatrics  and  of  the 
College  of  Physicians  of  Philadelphia. 
He  is  also  an  associate  in  pediatrics  at 
the  University  of  Pennsylvania  School 
of  Medicine,  a  member  of  the  Ameri¬ 
can  Therapeutic  Society,  the  American 
Society  of  Microbiology,  and  the 
American  Medical  Association. 


William  A.  Sodeman,  M.D.,  former 
dean  of  Jefferson  Medical  College  in 
Philadelphia,  has  been  named  pre¬ 
sident-elect  of  the  American  College  of 
Physicians.  Dr.  Sodeman,  a  car¬ 
diologist  and  authority  on  tropical 
medicine,  is  executive  director  of  the 
Commission  on  Foreign  Medical 
Graduates. 

The  Milton  S.  Hershey  Medical 
Center  reports  that  Graham  Jeffries, 
M.D.,  chairman  of  medicine,  and 

David  Nahrwold,  M.D.,  associate 


Maurie  D.  Pressman,  M.D.,  right, 
acting  director  of  the  division  of 
psychiatry  at  Albert  Einstein  Medi¬ 
cal  Center  greets  Albert  J.  Solnit, 
M.D.,  left,  director  of  Yale  Universi¬ 
ty’s  Child  Study  Center  and  Sterling 
Professor  of  pediatrics  and  child 
psychiatry  at  Yale’s  School  of  Medi¬ 
cine,  on  the  occasion  of  Dr.  Solnit’ s 
address  in  Philadelphia  recently. 

professor  of  surgery,  spoke  on  gas¬ 
trointestinal  surgery  at  the  Central 
Pennsylvania  chapter  meeting  of  the 
American  College  of  Surgeons  at 
Hershey.  John  A,  Waldhausen,  M.D., 
chairman  of  surgery,  Malcolm  Mc- 
Gavran,  M.D.,  professor  of  pathology, 
C.  Wayne  Bardin,  M.D.,  associate 
professor  of  medicine,  William  Pierce, 
M.D.  and  G.  Frank  Tyers,  M.D.,  as¬ 
sistant  professors  of  surgery,  partici¬ 
pated  in  a  panel  discussion  on  “Car¬ 
cinoma  of  the  Breast." 

Morris  Ovitz,  M.D.,  Bradford,  has 
accepted  appointment  as  the  medical 
director  of  a  proposed  four-county 
community  mental  health  center.  Dr. 
Ovitz  will  be  responsible  for  the  coor¬ 
dination  of  psychiatric  clinical  services 
for  Elk,  McKean,  Cameron  and  Potter 
counties. 

Another  honor  has  been  announced 
for  Eugene  P.  Pendergrass,  M.D., 
emeritus  professor  of  radiology  at  the 
Hospital  of  the  University  of  Pennsyl¬ 
vania.  He  has  been  chosen  by  the 
American  Academy  of  Achievement 
as  one  of  fifty  giants  of  accomplish¬ 
ment  from  the  great  fields  of  endeavor 
to  receive  the  Golden  Plate  award 
during  the  tenth  annual  salute  to  ex¬ 
cellence  weekend,  June  24-26,  at 
Philadelphia. 


Examiner,  discussed  “Official  Investigation  of  Sudden,  Suspicious,  and  Vi¬ 
olent  Death’’  at  the  Albert  Einstein  Medical  Center  recently.  Pathologists 
ire,  left  to  right,  Bertram  Zimmerman,  acting  general  director  of  Einstein’s 
Jorthern  Division,  Warren  A.  Katz,  M.D.,  program  chairman  for  Ex- 
iesidents’  Day  (the  occasion  for  the  meeting),  and  Henry  Brody,  M.D., 
hairman  of  the  division  of  laboratories  at  the  medical  center. 


M.  SODEMAN 


OR.  SILVERIO 
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SEDATE  EFFECTIVELY 


—■MM 


With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


new  members 


These  physicians  have  joined  the  State  Society  recently: 


BERKS  COUNTY: 

James  W.  Simpson,  M.D.,  Chit  Chat  Farms,  P.O.  Box  275, 
Wernersville  19565. 

BUCKS  COUNTY: 

Bradford  Green,  M.D.,  Royal  Oak,  Md.  21662. 

Dennis  R.  Gillen,  M.D.,  4581  Kings  Hwy,  Brooklyn,  N.Y. 
11234. 

Kenneth  L.  Wagner,  M.D.,  1517  Durham  Rd.,  Penndel 
19047. 

CAMBRIA  COUNTY: 

Robert  F.  Berish,  M.D.,  Conemaugh  Valley  Memorial  Hos¬ 
pital,  Johnstown  15905. 

CENTRE  COUNTY: 

Robert  S.  Kish,  M.D.,  21  1  W.  Beaver  Ave.,  State  College 
16801. 

CHESTER  COUNTY: 

Robert  A.  Insalata,  M.D.,  3615  Lincoln  Highway,  Thorn- 
dale  19372. 

CLARION  COUNTY: 

Sandra  M.  Clark,  M.D.,  130  Pickering  St.,  Brookville 
15825. 

Lawrence  M.  Clark,  M.D..  130  Pickering  St.,  Brookville 
15825. 

CRAWFORD  COUNTY: 

Saip  E.  Turker,  M.D.,  505  Poplar  St.,  Meadville,  16335. 

Hasan  K.  Tezel,  M.D.,  Bolfview  Manor  Essex  House  8822, 
Meadville  16335. 

CUMBERLAND  COUNTY: 

Robert  J.  Virostek,  M.D.,  804  Belvedere  St.,  Carlisle 
17013. 

LACKAWANNA  COUNTY: 

Robert  C.  Murphy,  Jr..  M.D.,  501  Connell  Building, 
Scranton  18503. 

Vernon  W.  Morgan,  Jr.,  M.D.,  Turino  A-3,  Bellefonte 
Apts.,  Danny  Dr„  Scranton  18505. 

LANCASTER  COUNTY: 

Carl  G.  Johnson,  M.D.,  Eden  View  Rd.,  Masonic  Homes, 
Elizabethtown  17022. 

John  J.  Corcoran,  M.D.,  8  W.  Roseville  Rd.,  Lancaster 
17601. 

Dominador  G.  Ignacio,  M.D.,  259  N.  Sixth  St..  Columbia 

17512. 

Dale  W.  Boyd.  M.D.,  822  Marietta  Ave.,  Lancaster  17603. 

Leigh  W.  Kendall,  M.D..  948  Olde  Hickory  Rd.,  Lancaster 
17601. 

LEHIGH  COUNTY: 

Javad  Sholehvar,  M.D.,  1556  Olympic  Circle,  Whitehall 
18052. 

Jeffery  E.  Burtaine,  M.D.,  554  Benner  Rd..  Allentown 
18104. 
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LUZERNE  COUNTY: 

Henry  B.  Friedman,  M.D.,  610  Wyoming  Ave.,  Kingston 
18704. 

MERCER  COUNTY: 

Morris  Ovitz,  M.D..  133-135  N.  Bennett  St.,  Bradford 
16701. 

MONROE  COUNTY: 

William  L.  Jeffrey,  M.D.,  General  Hospital  of  Monroe 
County.  East  Stroudsburg  18301. 

Barbara  C.  Wagner,  M.D.,  46  S.  Green  St.,  East  Strouds¬ 
burg  18301. 

MONTGOMERY  COUNTY: 

Gordon  S.  Clement,  M.D.,  Gravers  Rd.,  R.D.  4,  Norris¬ 
town  19401. 

Carol  P.  Webber,  M.D.,  1538  Dekalb  St.,  Norristown 
19401. 

James  T.  Gourzis,  M.D.,  McNeil  Labs.,  Ft.  Washington 
19034. 

Lina  C.  Gutierrez,  M.D.,  1758  Sterigere  St.,  Norristown 
19402. 

Sarah  B.  Nelson,  M.D..  898  Crestline  Dr.,  Blue  Bell  19422. 

Paul  R.  Mclllhenny,  M.  D..  1  Maple  Ave..  Hatboro  19040. 

MONTOUR  COUNTY: 

Joseph  A.  Weader,  M.D.,  Geisinger  Medical  Center,  Dan¬ 
ville  17821. 

William  M.  Sanders,  M.D.,  Geisinger  Medical  Center,  Dan¬ 
ville  17821. 

NORTHAMPTON  COUNTY: 

Maria  L.  Panayotova,  M.D.,  65  E.  Elizabeth  Ave., 
Bethlehem  18018. 

PHILADELPHIA  COUNTY: 

A.  Charles  Winkelman,  M.D.,  1700  Butler  Pike, 

Conshohocken  19428. 

M.B.  Wingate,  M.D.,  620  Cambridge  Rd.,  Bala  Cynwyd 
19004. 

Misao  Takeda,  M.D.,  1209  W.  Wynnewood  Rd.,  Wyn- 
newood  19096. 

Herbert  S.  Rigberg.  M.D.,  825  Westminster  Rd.,  Elkins 
Park  191 17. 

Herman  I.  Libshitz,  M.D.,  Hopkinson  House,  Apt.  1111, 
Philadelphia  19106. 

Crawford  D.  Park,  M.D.,  4424  Pine  St.,  Philadelphia 
19104. 

Herbert  Notkin,  M.D.,  Apt.  C-222,  Cedarbrook  Hill  Apts., 
Wyncote  19095. 

Audrey  E.  Evans,  M.D.,  226  W.  Rittenhouse  Square, 
Philadelphia  19103. 

June  E.  Greenspan,  M.D.,  Hahnemann  Medical  College, 
314  N.  Broad  St.,  Philadelphia  19102. 

Juan  R.  Guerrero,  M.D.,  3901  Conshohocken  Ave.,  No. 
81 ,  Philadelphia  19131. 

Alan  D.  Watson,  M.D.,  322  Delancey  St.,  Philadelphia 
19106. 

Denetrios  G.  Kimbiris,  M.D.,  230  N.  Broad  St., 

Philadelphia  19102. 

Edward  L.  Keyte,  M.D.,  7203  W.  Ogontz  Ave., 

Philadelphia  19130. 

Julian  Katz,  M.D.,  1930  Chestnut  St.,  Philadelphia  19103. 


With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

wwwwwwwwwm 

A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  V*  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


37 


JUNE,  1971 


HERE  ARE 
THE  COLD  FACTS: 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor¬ 
pheniramine  maleate  —  one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  —  a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2  teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate . 4  mg. 

Pseudoephedrine  HCI . 25  mg. 

Each  isoclor  Timesule  contains: 

Chlorpheniramine  Maleate . 10  mg. 

Pseudoephedrine  HCI . 65  mg. 


In  a  special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunct  /itis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho¬ 
mimetic  agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy¬ 
perthyroidism.  Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4  oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesule 

Adults 

1  q.4  h. 

2  tsp.  q.  3-4  h. 

1  q.  12  h. 

Children  6-12  years 

1  tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  34  h. 

30-40  pounds 

y2-%  tsp.  q.  3-4  h. 

20-30  pounds 

Vi-Vi  tsp.  q.  34  h. 

15-20  pounds 

V*-V*  tsp.  q.  34  h. 

ARNAR-STONE  LABORATORIES,  INC. 
QUALITY-RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 
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editorials 


Let  George  say  it' 


Feelings  of  guilt 

GEORGE  A.  ROWLAND,  M.D. 

Millville 

When  our  country  decided  to  hold  the  Nuremberg  trials 
and  prosecuted  General  Yamamoto  of  Japan,  it  became  in¬ 
evitable  that  charges  would  some  day  have  to  be  brought 
against  U.S.  soldiers  for  the  same  kind  of  misbehavior. 

Almost  for  the  first  time  in  history,  the  victors  in  World 
War  II  presented  their  case  with  the  stated  assumption  that 
they  would  as  readily  have  charged  their  own  leaders  with 
similar  crimes  if  there  was  a  case  against  them.  Whether 
this  was  entirely  true  is  certainly  open  to  question,  but  the 
subject  was  aired  and  it  has  affected  the  conscience  of  the 
American  people. 

Since  the  earliest  times  it  has  been  accepted  procedure  to 
punish  the  losers  of  wars  for  their  infamous  conduct. 
Usually  it  has  been  unofficially  recognized  that  the  real 
crime  was  in  losing,  and  only  to  the  victors  belong  the 
spoils.  Just  over  a  century  ago  the  propriety  of  soldiering  as 
a  career  had  never  been  questioned.  The  military  was  con¬ 
sidered  the  highest  profession  open  to  a  young  man.  Very 
conveniently  people  closed  their  eyes  to  the  brutal  facts  of 
conflict.  Florence  Nightingale  in  the  Crimea  and  Clara 
Barton  in  the  American  Civil  War  were  among  the  first  to 
bring  the  bloody  truth  to  public  view. 

Conscientious  objection  first  became  a  problem  in  World 
War  I.  Most  people  felt  then  that  the  position  was  one  of 
cowardice  rather  than  idealism.  The  cleansing  fire  of  war 
was  still  a  tenet  of  belief. 

Today  nobody  believes  that  war  is  good  in  itself. 

The  My  Lai  trials  have  been  terribly  disturbing  to  the 
American  conscience.  The  guilty  verdict  does  not  reflect 
only  upon  higher  officers.  In  the  last  analysis,  it  reverber¬ 


ates  against  every  American.  Since  we  are  the  people  who 
pay  for  the  war.  and  by  our  silence  permit  it  to  continue, 
some  of  the  responsibility  for  the  crime,  if  it  is  one,  must  be 
borne  on  our  shoulders.  It  is  no  wonder  that  this  has  caused 
such  turmoil. 

Not  far  removed  is  the  question  of  responsibility  for 
aerial  bombing.  This  anonymous  procedure  that  has 
resulted  in  the  maiming  and  slaughtering  of  countless 
thousands  of  non-combatants  is  carried  out  by  our  most 
heroic  warriors.  How  can  we  count  their  murders  as  dif¬ 
ferent  from  My  Lai? 

For  present  day  men,  war  is  inseparable  from  guilt.  As  a 
nation  our  psyche  is  on  the  horns  of  a  dilemma.  On  the  one 
side  is  the  duty  of  the  strong  to  combat  the  forces  of  evil,  on 
the  other  the  frightful  toll  extorted  from  the  innocent 
victims  of  war.  If  we  must  bear  this  burden  of  guilt,  then  we 
will  have  to  clean  up  all  wars  or  give  up  the  luxury  once  and 
for  all. 


PAC  packs  a  punch 

'Does  it  pay  to  back  candidates?"  "How  much  effect 
does  medical  political  action  really  have?"  These  are  legiti¬ 
mate  questions  raised  by  physicians.  The  answer  is  a 
resounding  yes  to  the  first  question,  according  to  Wesley  W. 
Hall,  M.D.,  president-elect  of  AMA.  He  said  in  a  recent 
conference  in  Las  Vegas,  in  answer  to  the  second  query, 
that  medical  political  action  packs  almost  as  much  punch  as 
the  two  major  political  parties  and  labor's  committee  on  po¬ 
litical  education. 

In  1970,  185  candidates  were  backed  by  the  American 
Medical  Political  Action  Committee,  and  140  of  them  won 
their  races. 

In  Pennsylvania,  PaMPAC  supported  94  candidates.  Of 
that  number,  80  were  elected,  and  many  in  the  legislative 
halls  have  been  appointed  to  committees  handling  the  legis¬ 
lation  concerning  health  care  and  medical  affairs. 

It  pays  off  to  support  candidates.  Medical  political  action 
is  effective. 
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correspondence 


To  the  editor: 

I  have  just  finished  reading  your  article  in  the  April  1971 
issue  of  PENNSYLVANIA  MEDICINE  entitled  "Physician 
Shortage?  Here  are  Answers."  I  was  especially  interested  in 
your  statement  that  little  has  been  done  about  the  other 
health  care  professions —  dentists,  podiatrists,  etc.,  to  in¬ 
volve  these  groups  in  overcoming  the  shortage  of 
physicians. 

Speaking  for  my  profession  and  my  school,  we  have 
under  construction  a  new  classroom  facility  which  will  cost 
approximately  $9. 000. 000.  With  the  completion  in  1972  we 
will  accept  an  incomg  class  of  1  I  2  students.  We  have  an  ex¬ 
cellent  faculty  organized  and  our  curriculum  is  constantly 


under  review  to  train  our  students  to  participate  in 
comprehensive  health  care.  I  would  be  most  anxious  to  co¬ 
operate  in  any  way  to  fulfill  the  challenge  of  your  editorial, 
and  to  this  end  I  enclose  a  recently  completed  Curriculum 
Study  and  a  copy  of  our  College  Bulletin,  which  may 
provide  additional  information  relative  to  podiatry’s  role  in 
the  comprehensive  health  picture. 

Again,  my  congratulations  on  a  well  written  editorial. 

Sincerely, 

James  E.  Bates.  D.P.M.,  President 

Pennsylvania  College  of  Podiatric  Medicine 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

reported 


VASOdLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

•  no  interference  with  diabetic  control 

. . .  does  not  alter  carbohydrate  metabolism.1 

•  conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

•  complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica¬ 
tions  in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators *'s  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem¬ 
onstrated  both  by  objective  measurement ,,s  and  observation  of  clinical  improvement.*’* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio¬ 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme¬ 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal¬ 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5^:1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (3)  Horton, 
G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-7+  (Feb.)  1964. 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. :  Curr.  Ther.  Res. 

4: 124-128  (April)  1962.  (5)  Whittier,  J.  R. :  Angiology 
15: 82-87  (Feb.)  1964.' 
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The  first  section  of  this  White  Paper  represents  a  summary  of  the  data 
which  the  Commission  on  Emergency  Medical  Services  was  able  to  collect, 
much  of  it  piecemeal.  The  second  section  on  recommendations  is  the 
result  of  countless  hours  of  work  by  the  Commission.  The  common  thread 
which  binds  these  two  sections  together  is  the  day-to-day  realization  of  all 
the  commission  members  of  the  many  obstacles  to  the  delivery  of  good 
emergency  medical  care. 

The  recommendations  may,  indeed,  seem  too  harsh  or  too  impractical; 
but  the  author’s  only  apology  is  the  delay  in  bringing  this  document  to  the 
attention  of  responsible  persons  within  the  Commonwealth. 

Those  who  are  not  in  agreement  with  our  recommendations  should  feel 
free  to  contact  the  commission,  but  those  who  may  disagree  with  our  sense 
of  urgency  need  only  assess  the  system  of  delivery  of  emergency  medical 
care  in  his  local  area  to  become  a  convert. 
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1970  Commission  on  Emergency  Medical  Services 

William  F.  Bouzarth,  M.D. 

Fred  C.  Brady,  M.D. 

John  M.  Howard,  M.D. 

Francis  C.  Jackson,  M.D. 

Frederick  L.  Jones,  M.D. 

Willard  H.  Love,  Jr.,  M.D. 

Staff  Representatives 

Sam  C.  Price  Kenneth  B.  Jones 


James  A.  Raub,  M.D. 
Frank  H.  Ridgley,  M.D. 
Peter  Safar,  M.D. 

John  Silverio,  M.D. 

J.  Stanley  Smith,  M.D. 


Consultants: 

Gerald  Esposito 
Stephen  J.  Galla,  M.D. 
James  J.  Mayer 
John  E.  Rowland 
Charles  Rumble,  M.D. 

H.  Raymond  Whitney,  M.D 


Table  of 


45  Preface 

46  Introduction 

47  Pennsylvania:  The  People  and  Their  Emergency  Problems 

47  Traffic  Accidents,  Injuries,  and  Fatalities 

48  Death  and  Injury  from  Non-Traffic  Accidents 

49  Acute  Heart  Disease:  Incidence  and  Fatalities 

49  Pediatric  Emergencies  and  Drug  Poisoning 

50  Psychiatric  Emergencies 

51  Emergency  Facilities  and  Services 

51  Ambulances 

52  Patients  Transported 

52  Ambulance  Services:  Their  Distribution  and 

Organization 

52  Economics  of  Ambulance  Services 

53  Special  Transportation  Facilities 

54  Training  of  Ambulance  Attendants 

55  Ambulance  Equipment 

55  Statewide  Radio  Communication  System  for 

Emergency  Medical  Services 


Contents 

56  Hospitals  and  Their  Emergency  Departments 
56  Map 

56  Distribution  of  Hospitals 

57  Emergency  Departments:  Patients  and  Costs 

58  Categorization  of  Hospital  Emergency  Facilities 

63  Liaison  Between  Ambulance  Services  and  Hospital 

Emergency  Departments 

63  Community  Councils  on  and  Statewide  Coordination  of 
Emergency  Medical  Services 

64  Research  in  Emergency  Medical  Services,  Trauma,  and 
Acute  Illness 

64  Insurance  Services 

65  Diseases  Reportable  to  the  Pennsylvania  Department  of 
Health 

66  Autopsy  of  the  Traffic  Fatality 

66  The  Coroner  and  Medical  Examiner  System 

67  Impartial  Medical  Testimony 

67  First  Aid  Training  for  Licensed  Drivers 

68  Recommendations 
70  References 


Requests  for  reprints  of  this  paper,  comments  or  criticisms,  may  be  sent  to  William  F.  Bouzarth,  M.D.,  Chairman,  PMS  Com¬ 
mission  on  Emergency  Medical  Services,  Episcopal  Hospital,  Philadelphia  19125. 

The  publication  of  this  paper  has  been  made  possible  in  part  by  a  grant  from  Wyeth  Laboratories  and  the  consultant  services 
of  the  professional  staff  of  Wyeth  Laboratories. 


44 


PENNSYLVANIA  MEDICINE 


Preface 


Increasing  demands  for  emergency  medical  services 
throughout  the  country,  coupled  with  a  growing  awareness 
of  their  deficiencies,  necessitate  a  re-evaluation  and  re¬ 
orientation  of  existing  programs. 

Services  related  to  emergency  care  may  be  considered  in 
three  phases:  (1)  those  rendered  prior  to  injury  or  illness 
(planning);  (2)  those  involving  treatment  at  the  scene  of  the 
emergency  and  during  transportation  to  the  hospital;  and 
(3)  those  provided  within  the  hospital. 

National  surveys  have  indicated  deficiencies  in  all  three 
phases,  particularly  in  the  "extra”  hospital  emergency 
health  services.  Specifically,  training  programs  for  emer¬ 
gency  medical  technicians  on  ambulances  and  the  certifi¬ 
cation  or  licensing  of  ambulance  services  are  limited.  These 
problems  are  currently  under  study  by  the  National 
Academy  of  Sciences-National  Research  Council  (NAS- 
NRC),  American  Medical  Association,  American  College 
of  Surgeons,  American  Society  of  Anesthesiologists,  Ameri¬ 
can  Heart  Association,  American  Hospital  Association, 
American  Ambulance  Association,  and  the  U.S.  Public 
Health  Services.  “Accidental  Death  and  Disability:' The 
Neglected  Disease  of  Modern  Society,”  a  report  published 
by  the  NAS-NRC,  provoked  the  nation  to  reassessment  and 
improvement. 


In  1969  the  Pennsylvania  Medical  Society  established  a 
Commission  on  Emergency  Medical  Services.  The  objec¬ 
tives  of  this  commission  are  fourfold:  (1)  to  create  an  envi¬ 
ronment  for  the  improvement  and  modernization  of  emer¬ 
gency  medical  and  health  services  in  Pennsylvania;  (2)  to 
inventory  existing  emergency  medical  and  health  programs 
and  facilities;  (3)  to  develop  an  outline  of  programs  for  im¬ 
provement;  and  (4)  to  develop  prototype  emergency  pro¬ 
grams  for  state,  county,  and  local  communities  providing  a 
mechanism  for  assessment  of  current  programs. 

To  implement  these  objectives,  the  commission  has  de¬ 
veloped  this  report  which  is  designed  to  identify  the  status 
of  emergency  medical  services  in  Pennsylvania  and  to  rec¬ 
ommend  programs  necessary  for  their  improvement. 

This  report  should  be  of  concern  to  all  responsible 
authorities  throughout  the  state.  It  is  necessary  to  establish 
priorities  in  order  to  bring  emergency  medical  services 
quickly  to  a  more  effective  level.  Although  this  report  has 
been  developed  by  the  health  professions,  the  changes  nec¬ 
essary  for  improvement  will  require  public  involvement, 
legislative  support,  and  a  broader  coordination  of  medical, 
ambulance,  and  communication  services  at  both  voluntary 
and  governmental  levels. 
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Introduction 


Emergency  medical  services  should  provide  a  system 
which  will  respond  so  effectively  that  the  maximal  number 
of  lives  will  be  saved,  and  the  disability  from  acute  illness 
and  injury  will  be  reduced  to  a  minimum. 

Traditionally,  the  focus  of  these  services  has  been  the 
hospital.  It  is  increasingly  recognized,  however,  that  the 
hospital  medical  staff  alone  cannot  be  responsible  for  life 
and  death.  Many  organizations  and  individuals  are  con¬ 
cerned,  including  the  general  public,  its  governmental 
agencies  (e.g.,  the  police,  fire  and  health  departments), 
ambulance  services,  the  insurance  and  communications  in¬ 
dustries,  safety  organizations,  news  media  and  other  indi¬ 
viduals  and  organizations  involved  with  community  health. 

Historically,  Pennsylvania  has  given  limited  attention  to 
emergency  planning.  In  1951  a  Pennsylvania  Council  of 
Civil  Defense  was  established  by  law.  Beginning  in  1965,  it 
assumed  the  supervision  of  165  packaged  disaster  hospitals 
assigned  by  the  federal  government.  It  has  become  obvious, 
however,  that  disaster  planning  is  too  limited  to  serve  the 
emergency  care  needs  of  the  Commonwealth  or  the  Nation. 

The  Pennsylvania  Department  of  Health,  in  1964, 
published  an  “Ambulance  Attendant  Training  Manual”  and 
initiated  a  training  series  which  has  provided  some  basic  in¬ 
struction  for  almost  15,000  individuals.  In  1970  at  the 
urging  of  the  Pennsylvania  Medical  Society,  the  Pennsyl¬ 
vania  Department  of  Health  established  a  task  force  on 
emergency  health  services  within  the  Advisory  Council  on 
Comprehensive  Health  Planning. 

The  Committee  on  Emergency  Medical  Services  of  the 
NAS-NRC  and  the  American  College  of  Surgeons  recom¬ 
mended  new  standards  in  the  design  and  equipment  of 
ambulances,  the  training  of  ambulance  attendants,  and  the 
emergency  services  to  be  rendered.  >7,18,29 

While  all  states  have  been  informed  of  the  need  to  take 
action  regarding  traffic  injuries,  more  broadly  based  action 
was  not  initiated  until  the  National  Highway  Safety  Act  of 
1966  directed  that  emergency  medical  services  should  be  an 
integral  part  of  all  federally  assisted  highway  programs. 
I  his  led  to  federal  funding  for  communications,  equipment, 
and  training  programs  for  the  states.  By  the  Spring  of  1970, 
thirty-five  related  projects  had  been  supported  by  the  Na¬ 
tional  Highway  Safety  Bureau  throughout  the  state.  One  of 
the  most  notable  private  programs  in  the  state  has  been 
“Freedom  House:  Ambulance  Service  of  Pittsburgh.”30 
This  group  has  been  responsible  for  much  of  the  original 
thinking  regarding  emergency  services  in  the  nation,  partic¬ 
ularly  the  role  of  professionalism  in  emergency  ambulance 
services. 

While  there  are  isolated  examples  of  what  might  be 
achieved*  by  following  the  recommendations  of  the  NAS- 
NRC,17’18  such  services  are  available  to  only  a  small  seg¬ 
ment  of  the  population.  Little  coordination  exists  between 
Pennsylvania’s  approximately  1,000  ambulance  services  and 
its  259  hospital  emergency  rooms.  There  is  little  profes¬ 
sional  direction  of  ambulance  services  and  it  is  almost  im¬ 


possible  to  assess  ambulance  service  effectiveness  with 
present  data.  National  data  makes  it  obvious  that  many 
victims  of  heart  attacks  can  be  saved  by  proper  life-support 
care,  but  this  requires  an  integrated,  highly  professional 
response.  Pennsylvania  as  a  whole  is  not  capable  of  such  a 
response. 

In  order  to  meet  the  responsibilities  of  the  health  profes¬ 
sions  in  the  field  of  emergency  care,  the  Commission  on 
Emergency  Medical  Services  has  defined  the  following 
goals: 


1.  A  system  for  the  delivery  of  high  quality  emergency 
medical  care  should  be  developed  for  all  of  the  people  of 
Pennsylvania.  Citizens  ought  to  be  educated  as  to  where 
they  can  obtain  such  care  twenty-four  hours  a  day,  seven 
days  a  week. 

2.  The  various  health  professions  involved  in  providing 
emergency  medical  care  should  be  organized  in  commu¬ 
nity  councils  for  planning  and  coordination  of  services. 

3.  Ambulance  services  should  be  highly  professional. 
Ambulance  attendants  (emergency  medical  technicians) 
should  be  trained,  licensed,  and  equipped  to  render  all 
essential  life  support  at  the  scene  of  the  emergency  and 
during  transit  to  the  hospital. 

4.  Specialized  hospital  units,  such  as  burn  units, 
coronary  care  units,  head  injury  units,  and  acute  psychi¬ 
atric  units  should  be  available  on  a  regional  basis.  The 
public  as  well  as  the  health  professions  ought  to  know  of 
their  availability. 

5.  A  state-wide  system  of  communications  should  be  de¬ 
veloped  to  permit  any  person  (patient  or  professional 
health  worker)  to  seek  immediate  advice  relative  to 
emergency  medical  care.  All  ambulances  and  hospital 
emergency  departments  should  have  the  capability  of 
two-way  voice  communications.  As  a  result,  hospitals 
could  more  effectively  prepare  to  receive  the  individual 
patient  and  overcrowding  would  be  minimized  by  con¬ 
trolled  distribution  of  multiple  casualties  to  various  hos¬ 
pitals. 

6.  The  natural  history  of  the  “emergency  diseases”  and 
their  predisposing  factors  should  be  documented  so  that 
both  prevention  of  emergencies  and  future  planning 
would  be  possible. 

7.  The  quality  of  emergency  care  should  be  continu¬ 
ously  reassessed. 

8.  The  public  should  be  taught  the  fundamentals  of  first 
aid. 

9.  Liability  in  the  case  of  injuries  should  be  determined 
on  the  basis  of  impartial,  expert  testimony. 

*  Citizens  Ambulance  Service  of  Indiana.  Freedom  House  of  Pittsburgh,  and 
Mutual  Aid  of  Greensburg. 
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Pennsylvania: 

the  people 

and  their  emergency  problems 


As  the  third  largest  state,  Pennsylvania's  population  in 
1970  was  11,793,909.  The  two  largest  cities  are 
Philadelphia  and  Pittsburgh  with  1,948,609  residing  in  the 
former  and  520,1 17  in  the  latter.  Rural  areas  are  as  sparsely 
populated  as  almost  any  in  the  country.  Only  4,926  citizens 
live  in  Forest  County,  the  smallest  of  the  sixty-seven  ( 1  970). 

Slightly  over  one-half  of  the  total  population  is  under  the 
age  of  35  years.  This  is  a  group  in  which  trauma  is  currently 
the  major  cause  of  death.  Approximately  ten  percent  of  the 
population  are  under  five  years  of  age.  Those  over  60  years 
of  age  in  the  state  are  estimated  at  1 ,665,300  ( 1 964). 

The  national  death  rate  from  heart  disease  is  365  per 
100,000  population  each  year.  Among  the  total  of  130,802 
Pennsylvania  deaths  occurring  in  1968,  54,402  died  from 
heart  disease,  an  incidence  of  470  per  100,000.  Accidents 
across  the  nation  result  in  57  deaths  per  100,000.  In  Penn¬ 
sylvania,  in  1968,  the  accidental  death  rate  was  47  per 
100,000 —  the  motor  vehicle  being  the  primary  offender, 
followed  by  home  and  occupational  injuries.  Among  the  50 
states,  Pennsylvania  ranks  ninth  in  accidental  death  rates. 

Based  upon  the  national  incidence  in  1965  (52,000,000 
accidental  injuries  resulting  in  100,000  deaths),  Pennsyl¬ 
vania  would  expect  2.5  million  injuries  as  well  as  a  recorded 
5,589  accidental  deaths  (1968).  Calculated  on  the  indices, 
there  would  be  annually  approximately  500,000  partially 
disabled  and  19,200  permanently  disabled  among  Pennsyl¬ 
vania  citizens.  The  national  cost  in  lost  wages,  hospital  and 
medical  expenses,  in  benefits  paid  to  the  injured,  and  prop¬ 
erty  damage  from  accidents  now  exceeds  $22.6  billion  an¬ 
nually.  This  might  be  calculated  to  cost  Pennsylvanians 
each  year  in  excess  of  one  billion  dollars. 

Traffic  Accidents,  Injuries,  and  Fatalities 

In  the  United  States,  annual  traffic  deaths  now  exceed 


57,000  annually.  This  represents  essentially  one-half  of  all 
deaths  from  accidental  injuries.  This  national  death  toll  on 
the  highways  has  been  increasing  at  the  rate  of  3  to  4  per¬ 
cent  annually,  an  annual  increment  of  almost  2,000  deaths. 

The  highways  in  Pennsylvania  became  a  state  responsi¬ 
bility  when  one  of  the  first  state  highway  departments  was 
established  in  1903.  There  are  now  more  than  44,000  miles 
in  the  state  system,  the  largest  major  segment  being  the  ad¬ 
dition  in  the  past  10  years  of  1,585  miles  of  interstate 
highways.  The  total  mileage  in  municipal  and  other  non¬ 
state  roads  is  unknown. 

Coincident  with  this  increase  in  high  speed  road  surfaces 
has  been  the  rise  in  highway  accidents.  In  1968  (the  latest 
Pennsylvania  traffic  accidents  statistical  summary  available) 
there  was  a  total  of  279,663  vehicular  accidents  reported, 
involving  2,410  fatalities.  The  largest  number  of  deaths  oc¬ 
curred  in  the  age  group  45-64;  the  second  largest  in  the 
group  20-24;  and  the  third  largest  in  the  group  over  64. 

In  terms  of  traffic  injuries,  there  were  138,389  injured  in 
1968,  the  age  of  only  one-half  of  the  victims  being 
recorded.  Almost  39,000  of  those  recorded  were  under  the 
age  of  24  with  the  largest  group  being  15  and  19  years 
(15,394). 

During  1968,  there  were  104  deaths  on  the  Pennsylvania 
Turnpike,  a  death  rate  of  3.6  per  100,000,000  vehicular 
miles.  The  national  turnpike  average  was  2.7  deaths  per 
100,000,000  miles.  On  rural  roads,  the  national  death  rate 
was  7.5  or  twice  that  of  the  Pennsylvania  Turnpike. 

On  Pennsylvania's  highways,  almost  66,000  of  the 
279,663  accidents  occurred  between  the  hours  of  3  and  6 
p.m.  The  incidence  was  highest  on  Friday,  Saturday,  and 
Sunday.  In  1968,  the  worst  month  for  injuries  was 
December,  but  deaths  occurred  more  frequently  in  August. 

A  four-year  study  in  Philadelphia  indicated  that  in  ap¬ 
proximately  three-fourths  of  fatal  traffic  accidents,  death 
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occurred  before  the  victim  reached  hospital  care.  The  ma¬ 
jority  of  deaths  was  due  to  head  injuries  and/or  crush  inju¬ 
ries  of  the  chest. 

In  reviewing  the  frequency  of  deaths  and  injuries  in  rural 
versus  urban  areas,  the  following  10  counties  were  consid¬ 
ered  urban:  Allegheny,  Chester,  Dauphin,  Delaware,  Erie, 
Lehigh,  Luzerne,  Montgomery,  Northumberland,  and 
Philadelphia.  Two-thirds  of  traffic  deaths  occurred  in  rural 


counties  (1,620  deaths)  and  52%  of  the  injuries  (72,272); 
hence,  the  case  mortality  rate  is  higher  in  rural  areas.  This 
is  consistent  with  the  national  experience  in  rural  and  urban 
areas  and  points  out  the  special  need  for  improved  emer¬ 
gency  medical  services  in  these  areas. 

More  than  half  of  traffic  deaths  and  almost  three-fourths 
(67,537)  of  injuries  occurred  in  good  weather.  Eighty  traffic 
deaths  occurred  during  snowstorms. 

Head-on  collisions  accounted  for  only  171  of  the  traffic 
deaths  and  1,781  of  the  injuries.  The  majority  of  fatal  ac¬ 
cidents  occurred  on  tangentially  curved  sections  of  road  or 
at  intersections.  An  important  observation  was  that  785  of 
the  deaths  and  21,000  injuries  resulted  from  the  vehicle  hit¬ 
ting  a  “fixed  object,”  pointing  out  the  need  for  better  road 
design.  The  automobile  itself  was  by  far  the  major  vehicle 
involved  ( 1 ,789  deaths  and  76,829  injuries).  Trucks  were  in¬ 
volved  in  203  deaths  and  7,143  injuries.  The  motorcycle 
was  the  primary  vehicle  in  77  deaths  and  1 ,524  injuries. 

While  speeding  or  driving  on  the  wrong  side  of  the  road 
accounted  for  1,200  of  the  total  highway  deaths,  tailgating 
was  the  single  most  common  cause  of  injuries  (29,000). 
Drowsiness  accounted  for  80  fatalities  and  1,820  injuries. 
Nationally,  approximately  half  of  traffic  fatalities  involve 
alcohol.  The  role  of  drug  abuse  in  accidents  is  unknown. 

Pennsylvania  has  12,918  school  buses  which  travel 
132,000,000  miles  per  year;  1,240,473  pupils  are  carried 
daily.  The  state  is  second  only  to  New  York  in  the  number 
of  pupils  so  transported.  The  National  Safety  Council 
reports  that  there  were  309  Pennsylvania  pupils  injured  in 
traffic  accidents  in  1968.  Of  these,  the  Bureau  of  Traffic 
Safety  recorded  two  deaths  and  121  injuries  involving 
school  buses. 

Recently,  it  was  pointed  out  that  at  current  rates,  a  male 
citizen  of  Philadelphia,  if  he  lives  to  65,  has  a  70%  chance 
of  being  killed  or  injured  in  a  traffic  accident  within  his  life¬ 
time.  At  the  current  rate,  he  will  also  wreck  an  average  of 
approximately  4.4  automobiles  in  this  same  span  of  time. 

Death  and  Injury  from  Non-Traffic  Accidents 

Of  the  5,598  accidental  deaths  in  Pennsylvania  in  1968, 
2,899  were  unrelated  to  traffic  accidents.  The  safety  record 
in  Pennsylvania  industry  has  steadily  improved.  The  lowest 
rate  of  such  injuries  in  the  state  is  recorded  for  the  metal  in¬ 
dustries.  There  were  96,5 1 2  “on-job”  injuries  reported  to 
the  Bureau  of  Workmen's  Compensation  for  1968,  howev¬ 
er,  which  represented  a  5%  increase  over  1967.  Fatalities 
were  reduced  by  40  deaths  during  the  same  period,  there 
being  626  in  1968,  down  from  666  in  1967.  This  can  be 
compared  to  1,405  deaths  from  injuries  in  the  home  or  12 
deaths  per  hundred  thousand.  Death  from  farm  injuries  in 
Pennsylvania  has  increased  14%  in  the  last  10  years,  while 
such  accidental  deaths  in  industry  decreased  25%. 

Improvement  in  deaths  from  mining  accidents  in  the 
state  reflects,  in  part,  the  safety  practices  developed  by  this 
industry.  In  1964,  there  were  42  deaths  in  both  the 
anthracite  and  bituminous  mines,  as  compared  to  1.000 
deaths  in  1 927. 

Pennsylvania  has  never  won  a  Trustee's  Award  offered 
by  the  National  Safety  Council  for  low  accident  rate,  al¬ 
though  Bethlehem  was  recognized  in  1966  in  the  category 
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of  cities  under  a  population  of  350,000.  Allentown  is  one  of 
the  few  in  the  country  reporting  its  accident  rate,  which  in 
1968  was  31  deaths  per  100,000  population.  It  had  the  fifth 
highest  rate  among  the  14  reporting  cities  in  the  100,000  to 
200,000  population  range.  Lehigh  County  reported  41  ac¬ 
cidental  deaths  per  100,000  population.  The  Bayuk  Cigar 
Company  of  Philadelphia  won  the  safety  award  in  the 
tobacco  industry  for  a  “no  injury  record"  of  14,314,436 
man  hours. 

Among  Pennsylvania  residents  in  1968,  there  were  1,190 
suicides,  473  homicides,  217  citizens  drowned.  Fatalities 
due  to  fire  and  flame  accounted  for  417  deaths.  The  number 
of  athletic  injuries  is  unknown. 

Falls,  burns,  fires,  and  suffocation  from  all  causes  repre¬ 
sent  the  first  four  major  causes  of  accidental  home  deaths. 
Suffocation  among  children  up  to  age  4  is  a  significant 
cause  of  home  deaths  in  this  age  group. 

There  were  1,900  deaths  from  accidental  poisoning  in  the 
United  States  in  1968,  an  annual  death  rate  of  one  per 
100,000.  This  would  mean  an  estimated  116  deaths  in 
Pennsylvania. 

Acute  Heart  Disease:  Incidence  and  Fatalities 

In  1968,  of  the  130,802  deaths  in  Pennsylvania  from  all 
causes,  over  49,000  (37%)  were  caused  by  coronary  artery 
disease  (heart  attacks).  Available  mortality  figures  from  the 
first  six  months  of  1969  are  comparable  in  all  respects. 

It  has  been  estimated  that  2.8  percent  of  American  adults 
have  recognizable  coronary  heart  disease.  In  the  age  group 
of  30  to  60,  one  in  every  ten  men  and  one  in  every  20 
women  may  be  expected  to  develop  a  symptomatic 
coronary  heart  disease  every  10  years. 

Approximately  half  of  all  heart  attack  victims  die  before 
they  reach  a  hospital.  Mortality  is  highest  in  the  first  several 
hours  after  the  onset  of  the  attack,  often  because  proper 
resuscitative  measures  are  unavailable.  An  unknown  per¬ 
centage  of  stroke  victims  also  die  from  airway  difficulties 
prior  to  arriving  at  the  hospital.  Other  individuals  die  from 


congestive  heart  failure  without  receiving  proper  treatment. 

While  the  mortality  rate  of  hospitalized  patients  with 
heart  attacks  has  been  reduced  in  recent  years  by  the  in¬ 
troduction  of  specialized  coronary  care  units,  virtually  no 
advances  have  been  made  toward  improving  survival  of 
victims  before  they  reach  the  emergency  department.  If,  as 
has  been  estimated,  40%  of  these  individuals  with  cardiac 
arrest  or  fatal  arrhythmias  might  be  resuscitated,  then  9,800 
Pennsylvanians  dying  each  year  might  survive  if  sophis¬ 
ticated  mobile  intensive  care  vehicles  were  available.  This 
has  been  suggested  by  several  pilot  programs. 

Improvement  in  survival  of  heart  attack  victims  will 
depend  primarily  on  the  speed  of  bringing  expert  care  to  the 
patient. 

Pediatric  Emergencies  and  Drug  Poisoning 

National  surveys  place  accidents  as  the  major  cause  of 
death  after  the  first  year  of  life  up  to  age  35  years.  Before 
age  5,  deaths  in  1968  were  due  to  automobile  accidents, 
burns,  drowning,  falls,  and  poisonings,  in  that  order. 
Drownings  become  more  common  in  age  groups  from  5  to 
44  years.  Accidental  poisoning  is  a  common  pediatric  emer¬ 
gency.  Despite  educational  programs,  the  overall  morbidity 
and  mortality  due  to  accidental  poisoning  has  decreased 
very  little  during  the  last  15  years. 

The  latest  Directory  of  Poison  Control  Centers  shows  24 
units  within  the  state  of  Pennsylvania.  These  cities  are: 
Allentown,  Chambersburg,  Danville,  Easton,  East  Strouds¬ 
burg,  Erie,  Hanover,  Harrisburg,  Johnstown,  Lancaster,  La- 
trobe,  Lewistown,  Philadelphia,  Pittsburgh,  Scranton, 
Sharon,  Wilkes-Barre,  and  York.  Although  poisoning  is  not 
a  reportable  disease  in  Pennsylvania,  a  projected  estimate 
indicates  that  40,000  accidental  poisonings,  resulting  in  ap¬ 
proximately  75  deaths,  occur  annually  in  the  age  group 
mentioned.  Approximately  75%  of  all  the  reported 
poisonings  in  Pennsylvania  during  1968  occurred  in 
children  1 4  years  of  age  or  younger. 

The  10  agents  that  represent  the  most  frequent  source  of 
accidental  poisoning  and  compose  80%  of  the  total 
reported  cases  are  listed  in  Table  I.  Aspirin  alone  causes  ap¬ 
proximately  one-half  of  all  poisonings  in  children. 


JUNE,  1971 


49 


Table  I 

Accidental  Poisonings  in  Pennsylvania 


1. 

Aspirin  (all  kinds) 

Percent  of 
Total 

58% 

2. 

Vitamins,  minerals,  hormones 

7% 

3. 

Bleaches,  deodorizers,  disinfectants 

6% 

4. 

Soaps,  detergents,  cleansers 

6% 

5. 

Medicine  combinations 

5% 

6. 

Plants 

4% 

7. 

Miscellaneous  internal  medicine 

4% 

8. 

Antihistamines  and  cold  medications 

4% 

9. 

Insecticides  and  rodenticides 

3% 

10. 

Turpentine,  thinners,  and  solvents 

3% 

100% 

The  vitamin-mineral-hormone  group  is  the  latest  addition 
to  the  list  of  ingested  drugs.  The  vitamins  potentially  toxic 
to  children  are  A  and  D.  The  mineral  most  frequently  in¬ 
gested  is  iron,  and  the  most  common  hormones  are  thyroid 
(symptomatic  in  the  majority  of  cases)  and  contraceptives 
(asymptomatic  in  all  cases  observed). 

Psychiatric  Emergencies 

Specific  statistics  relative  to  psychiatric  emergencies  are 
not  available.  The  following  assessment  is  based  upon  a 
study  of  13  psychiatric  emergency  centers  in  Allegheny 
County  during  the  last  quarter  of  1968.  Of  the  total  9,005 
hospital  beds  in  the  county,  505  are  psychiatric. 

Among  emergency  room  visits  in  these  13  centers,  only 
2.3%  were  directly  related  to  psychiatric  emergencies.  The 
majority  of  these  visits  was  made  between  12:00  noon  and 
8:00  p.m.  with  the  family  usually  accompanying  the  patient. 
Twenty-three  percent  of  the  psychiatric  patients  were 
brought  in  by  the  police;  5%  were  referred  by  private 
physicians.  There  were  no  patients  in  this  group  under  10 
years  of  age.  Thirty-five  percent  of  the  patients  were  consid¬ 
ered  neurotic;  22%  of  the  diagnoses  were  related  to  al¬ 
coholism;  14%  concerned  a  suicidal  attempt;  5%  were 
drug  users;  11%  were  diagnosed  as  actual  psychotics;  and 
13%  were  miscellaneous.  Psychosis  was  more  common  in 
the  age  group  of  20-29,  which  also  had  the  largest  group  of 
drug  users  and  suicidal  attempts.  Alcoholism  occurred  prin¬ 
cipally  in  the  age  group  of  40-60.  One-half  of  the  patients 


seen  were  admitted  to  the  hospital  or  were  referred  to  other 
sections  of  the  hospital.  Twenty  percent  were  discharged 
under  their  own  recognizance. 

None  of  the  emergency  departments  of  the  hospitals  sur¬ 
veyed  had  a  psychiatrist  on  duty,  although  one  was  usually 
available. 

In  the  last  decade,  drug  abuse  has  spread  throughout  the 
population,  making  no  exception  of  socio-economic  status, 
sex,  or  race.  The  most  common  drugs  are  marijuana,  barbi¬ 
turates,  amphetamines,  LSD,  and  heroin.  Heroin  is  the  most 
toxic  and  addictive.  The  increase  in  the  number  of  persons 
abusing  drugs  apparently  holds  true  for  all  the  above-men¬ 
tioned  drugs.  Specific  information  pertaining  to  drug  abuse 
(other  than  the  use  of  heroin  within  the  city  of  Philadelphia) 
is  not  available. 

In  1966,  in  the  city  of  Philadelphia,  there  were  18  deaths 
due  to  heroin  abuse;  it  is  projected  that  over  200  deaths  due 
to  heroin  abuse  will  be  recorded  in  1970.  This  is  as  many 
deaths  as  were  due  to  automobile  accidents  in  Philadelphia 
and  represents  a  ten-fold  increase  in  heroin  deaths  in  a  four- 
year  period.  Over  50  percent  of  all  narcotic-related  deaths 
in  Philadelphia  recorded  from  January  1  to  June  30,  1970 
were  recorded  in  the  age  group  from  1 5  to  25. 


Table  II 

Narcotie-Related  Deaths  (January  -  June,  1970) 
in  Philadelphia 


Age 

No.  Deaths 

Percentage 

1 5  years 

3 

3 

16-20 

28 

31 

21-25 

21 

23 

26-30 

15 

17 

31-35 

1 1 

12 

36-40 

5 

6 

41-45 

4 

4 

Over  45  years 

4 

4 

91  100% 


A  review  of  drug  treatment  facilities  within  the  city  of 
Philadelphia  indicates  that  these  facilities  are  overloaded  to 
the  point  of  turning  people  away.  Drug  addiction  has  also 
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spread  to  the  suburbs  and  rural  areas  where  there  are  few 
facilities  available  for  definitive  treatment.  No  studies  are 
available  on  the  extent  of  the  drug  problem  within  the  Com¬ 
monwealth,  despite  the  fact  that:  (1)  this  problem  may  be 
approaching  epidemic  proportions  and,  (2)  coma  produced 
by  drugs  can  be  successfully  treated  by  physicians  trained 
and  equipped  for  life  support. 

Emergency  Facilities  and 
Services 


Ambulances 

There  has  been  relatively  little  concern  on  the  part  of  the 
public  and  the  health  professions  in  Pennsylvania  about  the 
quality  of  ambulance  services.  There  are  approximately 
1,018  known  ambulance  services,  1,470  ambulance 
vehicles,  and  an  estimated  21,000  ambulance  attendants 
(mostly  part-time  volunteers)  in  the  State. 

The  number  of  persons  and  vehicles  involved  in  emer¬ 
gency  transportation  in  Pennsylvania  is  far  greater  than  in 
any  other  state.2"  Examples*  suggest  that  all  emergency 
ambulance  needs,  excluding  elective  transfers,  for  the  ap¬ 
proximate  million  urban  citizens  could  be  met  by  approxi¬ 
mately  100  full-time  attendants  staffing  10  vehicles  at  an 
annual  cost  of  between  one  to  one-and-a-half  million 
dollars. 

There  are  no  records  available  to  indicate  the  total 
demand  for  ambulance  services  because  the  law  does  not 
require  ambulance  dispatchers  to  maintain  records.  The 
major  cities  of  Philadelphia  and  Pittsburgh,  with  communi¬ 
ty  operated  services,  report  the  number  of  calls  to  which 
their  ambulances  respond  but  do  not  always  compile  data 
relative  to  the  medical  problems  involved.  The  Philadelphia 
Police  Department  reported  in  1969  that  there  were 
137,249  calls  for  transportation  to  a  hospital.  The  Fire 
Rescue  Service  in  that  city  answered  an  additional  20,037 
calls  for  similar  emergency  transportation.  The  Pittsburgh 
Police  Department  reported  23,091  calls  in  1968. 

Some  interpretation  of  the  demands  for  these  services  is 
possible,  utilizing  a  system  of  “demand  indicators.’"  Based 
upon  a  demand  ratio  of  36.5  calls  per  1,000  population,  as 

*  Baltimore,  Md.,  and  Jacksonville,  Fla. 


applied  to  the  1970  census  figure  of  approximately 
11,793,909  Pennsylvanians,  it  can  be  calculated  that  there 
were  almost  430,000  patients  transported  per  year  in  the 
Commonwealth.  A  “rule  of  thumb”  utilized  by  many 
ambulance  operators  suggests  that  10,000  people  would 
generate  1.5  trips  per  day.  Utilizing  this  code,  it  is  estimated 
that  there  should  annually  be  approximately  645,502  calls 
for  service  in  Pennsylvania.  A  midpoint  between  the  two 
would  be  537,000  calls  or  approximately  537  requests  per 
ambulance  service. 

One  ambulance  system  (Citizen  Ambulance  Service  of 
Indiana,  Pennsylvania)  has  provided  (Table  III)  a  15-month 
breakdown  of  2,1 59  trips.  This  service  is  located  in  a  largely 
rural  county,  which  supports  6  ambulance  services  with  9 
vehicles.  Of  the  listed  trips,  394  were  for  “lie  down  trans¬ 
portation”;  205  were  for  X-ray  services  only;  and  552  were 
considered  emergencies  by  the  telephone  dispatcher.  Only 
388  of  the  “emergency”  trips  were  subsequently  felt  to  be 
real  emergencies.  Among  the  378  injured  transported,  the 
largest  number  (126)  suffered  from  injuries  of  the  face  and 
head.  The  next  most  common  area  was  the  feet  and  lower 
extremities  (73).  Serious  multiple  injuries  numbered  23  or 
6%  of  all  injuries.  There  were  69  DOA’s  among  the  2,159 
trips.  This  ambulance  service  made  206  trips  to  hospitals 
other  than  the  local  hospitals,  145  being  to  the  nearest 
major  city  (Pittsburgh). 

One  third  of  the  approximately  1,000  ambulance  services 
in  the  state  are  located  in  the  10  counties  considered  as 
urban.  In  Allegheny  County  there  are  124  ambulance  serv¬ 
ices  with  176  ambulances,  while  there  are  only  21  services 
in  Philadelphia  County  with  78  ambulances.  Since  both 
counties  have  about  the  same  population,  does  Allegheny 
County  have  too  many  vehicles  or  Philadelphia  too  few? 
Utilizing  a  30-minute  travel  distance  as  a  standard,  only  6 
of  the  67  counties  in  the  State  are  adequately  covered. 

The  “medically  underdeveloped"  parts  of  Pennsylvania, 
roughly  corresponding  to  "Appalachia,”  cover  about 
18,197  square  miles  or  40%  of  the  State’s  total  land  area.  It 
has  been  further  pointed  out  that  5.6%  of  the  state’s  popu¬ 
lation  is  geographically  remote,  by  all  standards,  from  hos¬ 
pital  and  ambulance  services.  This  5.6%  represents  approx¬ 
imately  650,000  citizens. 

The  providers  of  ambulance  services  in  the  state,  grouped 
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TABLE  III 


The  following  is  a  breakdown  of  2,159  trips  made  by  Citizens’  Ambulance  Service  of  Indiana,  Pennsylvania,  during  a  period 
of  15  months  from  February  1,  1966  to  May  1967.  It  was  not  until  the  middle  of  1966  that  attendants  were  required  to  report  all 
first  aid  treatments.  The  breakdown  of  treatments  is  therefore,  not  complete. 

Type  of  Trip  Breakdown  of  Injury  Types 


Medical  504 

Heart  202 

X-ray  205 

Stroke  94 

DOA  69 

Gun  Shot  5 

Auto  Accident  255 

Mine  or  Industrial  Accidents  30 

Overdose  12 

Psychiatric  32 

Accidents  Other  than  Auto  135 

Obstetrics  9 

Case  Unknown  45 

Courtesy  10 

Respiratory  16 

Murder  or  Suicide  3 

Fumes  2 

Alcoholic  18 

Burns  15 

Transport  394 

Hemorrhage  37 

Fight  6 

Motorcycle  Accident  6 

Bicycle  Accident  7 

Seizure  31 

Diabetic  17 


Multiple  Injuries  23 

Back  and  Neck  64 

Fractured  Hip  41 

Dislocation  4 

Face  and  Head  126 

Chest  17 

Hand  and  Arm  30 

Foot  and  Leg  73 

First  Aid  Treatments 

Oxygen  212 

PMR  Bag  16 

Closed  Heart  Massage  7 

Splints  14 

Shock  7 

Sling  2 

Use  of  Red  Lights  and  Siren 

Red  Lights  Both  Ways  388 

Red  Lights  One  Way  Only  164 

Siren  Both  Ways  308 

Siren  One  Way  Only  1 58 


according  to  economic  basis  of  organization,  are  listed  in 
Table  IV  and  the  number  of  services  and  vehicles  by  county 
are  reported  in  Table  V.  In  1969  the  Pennsylvania  Depart¬ 
ment  of  Health  transferred  ambulance  activities  to  the 
Emergency  Health  Service  Unit  of  the  Office  of 
Comprehensive  Health  Planning.  A  new  questionnaire  and 
reinventory  of  the  state’s  ambulance  services  was  undertak¬ 
en.  As  of  August  1,  1970,  97%  of  the  ambulance  services 
had  returned  their  completed  forms.  A  number  of  the  serv¬ 
ices  listed  in  1966  no  longer  exist,  but  approximately  an 
equal  number  of  new  services  had  been  formed.  It  is  appar¬ 
ent  that  a  depreciation  has  occurred  in  the  area  of  funeral 
director  operated  services  with  a  compensatory  increase  in 
volunteer,  city  or  community  operated  services. 

The  National  Highway  Safety  Bureau  reported  in  1969 
that  three-fourths  of  funeral  homes  providing  ambulance 
services  over  the  nation  operated  the  service  at  a  loss,  as  did 
over  one-fourth  of  the  commercial  ambulance  firms.  It  was 
pointed  out  that  a  number  of  factors  are  related  to  these 
uneconomic  operations:  the  unpredictable  nature  of  emer¬ 
gency  work  which  provides  high  fixed  annual  operating 
costs  (85%  to  90%  of  the  total  costs  of  operation);  com¬ 
mercial  ambulance  services  expend  60%  of  their  total  costs 
for  personnel  (versus  80%  by  municipal  services);  the  annu¬ 
al  expense  of  operating  one  commercial  ambulance  service 
and  one  vehicle  24  hours  a  day  is  estimated  between 
$60,000  and  $65,000  (if  personnel  are  paid  at  minimum 
wages  and  receive  no  overtime);  revenue  is  uncertain  and 
variable;  minimal  wage  and  hour  legislation  on  a  system  of 
24  hours  on,  24  hours  off,  results  in  an  average  cost  per 
man  hour  of  below  $1.60,  but  produces  a  weekly  wage 


greater  than  $100.  A  distinct  advantage  of  voluntary 
ambulance  services,  economically,  is  that  the  major  compo¬ 
nent  of  personnel  costs  has  been  appreciably  reduced.  Un¬ 
fortunately,  volunteer  services  often  lack  proficiency. 

The  Fair  Labor  Standards  Act  of  1966  has  further  raised 
personnel  costs.  Approximately  one-third  of  the  funeral 
homes  have  reported  that  they  will  discontinue  services 
when  ambulance  standards  as  outlined  in  the  Highway  Safe¬ 
ty  Act  are  fully  implemented.  Some  volunteer  and  commer¬ 
cial  firms  may  not  be  able  to  continue. 

Health  insurance  companies,  such  as  Blue  Cross  and  Blue 
Shield,  have  not  had  a  significant  impact  on  the  economics 
of  ambulance  services  up  to  the  present  time.  They  have, 
for  the  most  part,  not  provided  for  payment  of  ambulance 
fees  to  beneficiaries.  There  are  no  uniform  rates  for 
ambulance  transportation.  Schedules  for  payment  of 
ambulance  services  by  Blue  Cross  are  contained  in  certain 
group  contracts  within  industry  and  in  “major  medical” 
plans  but  not  in  the  plans  offered  to  the  general  public.  In 
many  instances,  ambulance  operators  render  service 
without  charge.  Others  charge  a  specific  rate  for  all  calls, 
some  charging  as  much  as  $45  per  call.  Other  rates  vary  be¬ 
tween  these  limits. 

There  are  no  available  data  regarding  the  costs  of 
operating  governmental  emergency  ambulance  services  in 
the  major  cities  of  the  state.  Pittsburgh,  for  example, 
operates  14  dual  purpose  ambulances  and  has  121  police  of¬ 
ficers  involved.  The  cost  of  these  services  is  such  that  the 
safety  director  and  the  police  commissioner  would  prefer  to 
transfer  this  service  out  of  the  department. 

There  are  2,668  political  subdivisions  in  the  Common- 
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wealth  (67  counties,  51  cities,  955  boroughs,  1  town,  1,554 
townships).  None  of  these  governmental  elements  is 
required  by  state  law  to  provide  emergency  ambulance  serv¬ 
ice  to  its  citizens.  A  recent  review  of  budgets  of  668  politi¬ 
cal  subdivisions  showed  that  only  23  demonstrated  funds 
for  ambulance  services.  The  total  amount  allocated  was 
$13,091.05,  with  allocations  varying  from  $50  to  $1,500 
annually.  On  the  other  hand,  the  same  communities 
allocated  $110,011,741.50  annually  to  their  volunteer  fire 
companies.  In  some  communities,  a  certain  part  of  the 
money  allocated  to  fire  departments  was  used  for  support  of 
ambulance  services;  but  in  many  cases  where  this  was  true, 
the  support  was  minimal.  The  community,  for  example, 
might  provide  housing  for  its  ambulance  in  the  fire  house. 
Even  taking  into  account  this  kind  of  relationship  between 
volunteer  fire  companies  and  voluntary  ambulance  services, 
it  still  is  apparent  that  much  more  money  was  allocated  for 
fire  companies  than  for  ambulance  services. 

Air  transportation  (fixed  and  rotary  wing  aircraft)  is 
available  only  on  a  nonorganized  basis  and  at  high  cost. 
There  is  no  program  whereby  helicopters  or  other  aircraft 
are  used  primarily  for  transportation  of  emergency  victims. 
The  Pennsylvania  State  Police  have  four  helicopters  which 


can  be  used  for  this  in  conjunction  with  the  highway  patrol. 
The  pilots  have  recently  received  a  five-day  training  course 
in  first  aid  at  the  Harrisburg  Polyclinic  Hospital. 
Philadelphia  has  also  contracted  for  helicopter  services. 
Medical  support  for  training  and  equipment  has  been 
primarily  by  volunteer  physicians.  Hospital  helipads  are 
slowly  being  developed. 

A  survey  of  the  costs  of  helicopter  services  in  1 968  es¬ 
timated  the  annual  cost  for  purchase  and  operation  of  a 
single  helicopter  to  range  between  $100,000  and  $300,000. 
It  does  not  seem  realistic  to  expect  an  ambulance  helicopter 
service  to  “break  even”  financially  without  supplementary 
financial  support.  Meanwhile,  the  military  has  proven  the 
value  of  the  helicopter  as  a  special  service  ambulance. 

A  few  land  vehicles  are  equipped,  but  not  yet  staffed,  for 
mobile  intensive  care  and  arrhythmia  control.  Experience  is 
limited  and  the  cost  of  equipment  and  operation  on  a  24- 
hour  basis  is  high. 

The  majority  of  ambulance  personnel  are  inadequately 
trained,  partly  because  there  have  been  no  generally  ac¬ 
cepted  standards  for  their  training. 

In  1970  the  Pennsylvania  Department  of  Health  surveyed 
by  questionnaire  the  ambulance  services  of  the  State.  The 
survey  identified  19,465  ambulance  attendants.  Of  this 


The  Wellsboro  Ambulance  Association’s 
fully-equipped  emergency  vehicle  is 
operated  by  trained  drivers  under  the 
supervision  of  the  community’s  fire 
department.  Shown  above  is  a  view  of 
the  interior  from  the  rear  door.  Above, 
left,  the  driver  demonstrates  equipment. 
To  the  left  is  a  view  of  some  of  the  addi¬ 
tional  equipment  carried  by  this  ambu¬ 
lance. 
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PROVIDERS  OF  AMBULANCE  SERVICE 
BY  TYPES  IN  PENNSYLVANIA 


1966*  1970** 

Funeral  Home . 

Privately  Owned  and  Operated 


237  200) 

36  68  )  (27% ) 


Municipal  Owned  and  Operated 


39  63  (6%) 


Community  Nonprofit  (Paid  Personnel) . 

Community  Sponsored  Club-Assoc.  Rescue  Squad 

(Volunteer  Personnel) . 

Associated  With  Volunteer  Fire  Companies . 


11 

208 

385 


(66%) 


Hospital  Owned  and  Operated 


10  9  (1%) 


Other  (Airport,  Nursing  Home,  etc.) 


3 


5 


TOTAL 


929  1,018 


*  From  director  of  ambulance  service  in  Pennsylvania,  November  1966  (Pennsylvania  Department  of  Health) 

**  From  survey  of  ambulance  services  in  the  Commonwealth  of  Pennsylvania,  August  1,  1970,  emergency  health  services  unit, 
office  of  comprehensive  health  planning,  Pennsylvania  Department  of  Health 


group.  14,931  had  completed  the  advanced  Red  Cross 
training  in  first  aid  and  885  had  completed  the  Bureau  of 
Mines  training  program.  Following  completion  of  one  of 
these  courses  4,205  passed  the  course  given  by  the  Pennsyl¬ 
vania  Department  of  Health.  When  compared  to  the 
standards  as  outlined  by  the  NAS-NRC,  the  deficiencies  in 
the  training  experience  of  these  ambulance  groups  were 
marked. 

Ambulance  services  have  received  relatively  little  atten¬ 
tion  from  local  government.  Among  52  counties  surveyed 
in  Pennsylvania,  only  3  indicated  that  ambulance  services 
were  considered  important;  sewage,  garbage  and  trash  dis¬ 
posal,  water  supply,  roads  and  parking  were  assigned  higher 
priorities. 
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Prior  to  1960  no  state  agency  in  Pennsylvania  concerned 
itself  with  the  training  of  ambulance  attendants.  In  1960, 
with  the  formation  of  an  Accident  Prevention  Section  of  the 
Pennsylvania  Department  of  Health,  activity  was  directed 
toward  a  reduction  in  the  severity  of  injuries.  This  led  to  a 
survey  of  police  chiefs  in  Pennsylvania  regarding 
ambulance  services  in  their  areas.  As  a  result  of  deficiencies 
found  in  training,  a  statewide  voluntary  training  program 
for  ambulance  attendants  was  evolved.  County  medical 
societies  offered  their  support  and  a  training  manual  was 
published  by  the  Pennsylvania  Health  Department. 
Subsequent  assessment  indicates  that  a  large  number  of  at¬ 
tendants  remaining  on  the  job  are  still  untrained.  In  Indiana 
and  Jefferson  Counties,  it  was  noted  that  among  the  500  at¬ 
tendants  who  had  been  certified  between  1965  and  1969, 
only  20  are  presently  engaged  in  ambulance  work.  Hostility 
from  vested  interests  to  legislated  requirements  for 
ambulance  training  has  been  noted  throughout  the  State, 
much  of  it  being  reflected  in  testimony  before  a  Task  Force 
of  the  State  Legislature,  which  has  been  holding  hearings 
for  the  past  three  years  with  reference  to  a  model 
ambulance  law  for  the  state  (House  Bill  No.  873).  There  is 
no  legal  requirement  for  the  training  of  ambulance  at¬ 
tendants  at  the  present  time.  The  Commonwealth  requires 
formal  training  programs  and  certification  of  its  barbers 
and  morticians.  It  permits  anyone  with  a  driver's  license  to 
qualify  for  emergency  care  and  transport  of  the  acutely  ill 
and  injured.  Actually,  the  Commonwealth  has  no  list  of  in¬ 
dividuals  rendering  ambulance  care.  In  addition  to  the  basic 
training  of  ambulance  attendants,  mechanisms  for  con¬ 
tinuing  on-the-job  training  are  not  generally  available. 

Training  is  currently  related  to  the  legal  liability  of  the 
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ambulance  attendants.  According  to  Act  of  the  General  As¬ 
sembly  No.  165,  dated  October  9,  1967,  ambulance  per¬ 
sonnel  are  exempted  from  civil  liability  for  damages  and  in¬ 
juries  to  persons  to  whom  they  are  giving  first  aid  or  trans- 
;  portation  except  when  such  damages  or  injuries  result  from 
intent,  gross  negligence,  or  the  liabilities  connected  with  the 
operation  of  a  motor  vehicle.  This  exemption  is  valid,  how¬ 
ever,  only  when  said  attendants  have  certification  that  they 
have  passed  the  Red  Cross  or  equivalent  training  courses  in 
first  aid. 

If  an  ambulance  service  is  to  provide  an  opportunity  for 
treatment  of  the  victim,  not  just  transportation,  it  must  be 
equipped  for  resuscitation  and  life  support.  A  report  of  May 
1965  by  the  Health  and  Welfare  Association  of  Allegheny 
County  indicated  that  22%  of  all  ambulance  services  in 
!  Allegheny  County  lacked  a  resuscitator;  27%  lacked  splints 
for  fractures,  and  13%  lacked  first  aid  kits.  The  greatest 
deficiency  was  among  those  ambulances  provided  by  funer¬ 
al  directors,  where  31%  lacked  first  aid  kits  and  54% 
lacked  a  resuscitator.  A  previous  survey  in  1960  had 
revealed  less  than  one-half  of  54  ambulances  carried  even 
the  minimum  equipment  as  recommended  by  the  American 
College  of  Surgeons.  The  dual-purpose  “ambulance” 
operated  by  the  Philadelphia  Police  Department  has 
minimal  equipment  and  no  oxygen.  In  few  communities  the 
stretchers  and  emergency  supplies  are  interchangeable  be¬ 
tween  ambulances  and  hospitals. 

Ambulances  need  artificial  ventilation  devices  (pref¬ 
erably  manually  operated),  airways,  oxygen  inhalation 
equipment  (3,000  liters  of  oxygen  in  two  tanks  at  500  psi), 
suction  equipment,  a  backboard  for  cardiac  compression,  as 
|  well  as  immobilization  equipment  for  fractures  and  wound 
I  dressings. 

As  a  result  of  the  Federal  Highway  Safety  Act  of  1966, 
the  Pennsylvania  Department  of  Highways  produced  a  doc- 
i  ument  entitled  "Pennsylvania  Highway  Safety  Program.” 

I  This  document  indicated  that  there  were  no  standards  for 
two-way  voice  communications  by  ambulance  services 
within  the  state.  A  policy  statement  concluded  that  the  de¬ 
velopment  of  a  "Comprehensive  Communications  System,” 
including  two-way  voice  communication  with  a  base  station 
i  and  with  a  hospital  emergency  room,  was  recommended. 

;  The  report  further  stated  that  authority  will  be  requested  to 
I  require  the  installation  of  a  communications  system  as  in¬ 
dicated  in  House  Bill  873  pending  before  the  Pennsylvania 
State  Assembly. 

While  65%  of  the  ambulance  vehicles  in  the  state  have 
communications  with  a  base  station,  the  1970  survey  by  the 
Pennsylvania  Department  of  Health  revealed  that  only  315 
|  of  the  1,018  ambulance  services  of  the  state  (31%)  have  the 
'  capability  of  direct  two-way  radio  communication  between 
the  ambulance  and  the  nearby  hospitals.  Using  the  county 
as  the  principal  geographic  unit  and  assuming  a  basic 
system  of  a  two-frequency  (110  volt)  unit  for  each 
ambulance  with  digital  dialing,  the  cost  of  the  communi¬ 
cations  equipment  for  each  ambulance  was  estimated  to  be 
$1,650.  A  statewide  program  of  this  type  for  1,000 
1  ambulances,  300  hospital  units,  800  base  stations  and  66 
central  dispatch  control  units  permitted  an  estimated  cost 
1  for  a  statewide  system  of  $4,531,000.  The  state  highway 
safety  report  further  estimates  that  a  minimum  of  five  years 


TABLE  V 

AMBULANCE  SERVICES  BY  COUNTY 


WITH 

NUMBER  OF 

VEHICLES  (1970) 

Number  of 

Number  of 

Number  of 

Rescue 

County 

Services 

Ambulances 

Vehicles 

Adams 

9 

10 

5 

Allegheny 

124 

176 

71 

Armstrong 

8 

10 

3 

Beaver 

18 

27 

4 

Bedford 

9 

12 

3 

Berks 

20 

28 

4 

Blair 

10 

15 

3 

Bradford 

6 

10 

1 

Bucks 

19 

37 

5 

Butler 

19 

21 

1 

Cambria 

32 

40 

11 

Cameron 

2 

3 

- 

Carbon 

8 

11 

4 

Centre 

12 

19 

3 

Chester 

19 

25 

4 

Clarion 

14 

23 

- 

Clearfield 

12 

17 

6 

Clinton 

4 

7 

5 

Columbia 

6 

8 

2 

Crawford 

8 

15 

8 

Cumberland 

16 

22 

8 

Dauphin 

19 

21 

4 

Delaware 

32 

42 

17 

Elk 

6 

9 

3 

Erie 

12 

17 

5 

Fayette 

30 

33 

11 

Forest 

1 

1 

1 

Franklin 

9 

14 

3 

Fulton 

4 

3 

- 

Greene 

8 

12 

4 

Huntingdon 

6 

9 

- 

Indiana 

6 

9 

- 

Jefferson 

11 

16 

3 

Juniata 

6 

9 

- 

Lackawanna 

26 

33 

15 

Lancaster 

30 

32 

7 

Lawrence 

10 

21 

1 

Lebanon 

9 

11 

4 

Lehigh 

18 

39 

5 

Luzerne 

45 

51 

10 

Lycoming 

10 

14 

7 

McKean 

11 

13 

5 

Mercer 

18 

29 

7 

Mifflin 

5 

9 

4 

Monroe 

9 

17 

- 

Montgomery 

30 

48 

12 

Montour 

1 

2 

- 

Northampton 

18 

27 

8 

Perry 

7 

8 

2 

Philadelphia 

21 

78 

26 

Pike 

3 

4 

1 

Potter 

9 

10 

2 

Schuylkill 

26 

31 

1 

Snyder 

3 

4 

- 

Somerset 

17 

26 

8 

Sullivan 

5 

6 

5 

Susquehanna 

7 

10 

3 

Tioga 

4 

10 

1 

Union 

5 

8 

3 

Venango 

6 

12 

3 

Warren 

7 

9 

4 

Washington 

29 

42 

7 

Wayne 

14 

18 

1 

Westmoreland 

44 

60 

24 

Wyoming 

7 

8 

- 

York 

27 

29 

13 

TOTAL 

1,018* 

1,470 

396 

*  Of  this  group,  972  services  provided  24-hour  service. 
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Department 


Commerce 


would  be  required  to  achieve  a  75%  compliance  “providing 
sufficient  federal  grant  money  becomes  available.” 

While  the  majority  of  ambulance  services,  particularly 
those  that  are  governmentally  operated  within  the  state, 
have  central  dispatch  communications,  their  only  commu¬ 
nication  with  emergency  departments  of  hospitals  is  via  a 
telephone  from  the  central  dispatch  center.  The  absence  of 
communications  between  emergency  departments  and 
ambulances  seriously  affects  the  management  of  injured  or 
acutely  ill  citizens.  Meanwhile,  an  excellent  communi¬ 
cations  network  has  been  developed  by  the  civil  defense  of¬ 
fice  and  is  being  held  on  a  stand-by  basis  without  day-to- 
day  utilization.  The  need  exists  to  provide  a  statewide 
system  of  radio  communication  between  services  actively 
engaged  in  emergency  care. 

Hospitals  and  their 
Emergency  Departments 

Distribution  of  Hospitals 

As  of  1969,  there  were  335  hospitals  offering  inpatient 
care  in  the  Commonwealth  of  Pennsylvania  (Table  VI). 
Most,  but  not  all,  general  hospitals  have  an  emergency  facil¬ 
ity  for  outpatient  care;  others  are  discriminatory  and  will 
not,  for  example,  accept  maternity,  pediatric,  or  multiple- 
injured  patients. 

The  hospitals  throughout  the  State  are  clustered  in  the 
larger  cities  and  the  more  densely  populated  areas.  Of  the 
sixty-seven  Pennsylvania  counties,  seven  have  no  hospital; 
sixteen  counties  have  one  hospital  each;  fourteen  have  two 


COUNTY  POPULATIONS 


Pop. 

Pop. 

County 

1960 

County 

1960 

Adams . 

. 51,906 

Lackawanna  . 

. 234,531 

Allegheny . 

.  .  1,628,587 

Lancaster . 

. 278.359 

Armstrong  . 

. 79,524 

Lawrence  . 

. 112.965 

Beaver  . 

.  .  .  .206,948 

Lebanon  . 

. 90.853 

Bedford . 

. 42,451 

Lehigh . 

. 227,536 

Berks  . 

.  .  .  .275,414 

Luzerne . 

. 346.972 

Blair  . 

.  .  .  .137,270 

Lycoming . 

.  109.367 

Bradford  . 

. 54,925 

McKean  . 

. 54.517 

Bucks  . 

.  .  .  .308,567 

Mercer . 

. 127,519 

Butler . 

Mifflin . 

. 44,348 

Cambria . 

.  .  .  203,283 

Monroe . 

. 39.567 

Cameron . 

. 7,586 

Montgomery . 

. 516,682 

Carbon  . 

. 52,889 

Montour . 

. 16.730 

Centre . 

. 78,580 

Northampton . 

. 201,412 

Chester . 

.  .  .  .210.608 

Northumberland  .  . 

. 104.138 

Clarion . 

. 37.408 

Perry . 

. 26.582 

Clearfield . 

. 81,534 

Philadelphia . 

....  2,002.512 

Clinton . 

. 37,619 

9  15ft 

Columbia . 

. 53,489 

Potter . 

. 16.483 

Crawford . 

. 77,956 

Schuylkill . 

. 173,027 

Cumberland . 

.  .  .  .124,816 

Snyder  . 

. 25,922 

Dauphin . 

.  .  .  .220,255 

Somerset . 

. 77.450 

Delaware  . 

.  .  .  .553,154 

6  251 

Elk . 

. 37,328 

Susquehanna . 

. 33,137 

Erie . 

.  .  .  .250,682 

Tioga . 

. 36,614 

Fayette . 

.  .  .  .169,340 

Union  . 

. 25.646 

Forest . 

Venango  . 

. 65,295 

Franklin  . 

. 88,172 

Warren . 

. 45,582 

Fulton . 

. 10.597 

Washington  . 

. 217,271 

Greene  . 

. 39,424 

Wayne . 

. 28,237 

Huntingdon  . 

. 39.457 

Westmoreland  .... 

. 352,629 

Indiana . 

.  .  .  .  .75,366 

Wyoming  . 

. 16,813 

Jefferson . 

. 46.792 

York  . 

. 238,336 

Juniata  . 

. 15,874 

Total  Population . 

Total  Counties  .  . 
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each;  eight  have  three;  eight  have  tour;  and  the  remaining 
fourteen  have  five  or  more  (Figure  1). 

Emergency  Departments:  Patients  and  Costs 

General  and  short-term  hospitals  report  emergency  visits 
to  the  Pennsylvania  Department  of  Public  Welfare,  division 
of  medical  services  and  facilities.  Certain  local  govern¬ 
ments,  as  in  Philadelphia,  make  similar  tabulations.  The 
Joint  Commission  on  Hospital  Accreditation,  the  Hospital 
Association  of  Pennsylvania,  and  various  regional  hospital 
associations  have  figures  only  for  their  member  institutions 
or  those  applying  for  membership.  There  is  no  uniform 
system  of  reporting  by  all  types  of  hospitals. 

Of  71  hospitals  in  Pennsylvania  with  internships, 
1,594,534  emergency  room  visits  were  reported  for  the  cal¬ 
endar  year  1969.  In  Philadelphia,  32  hospital  emergency  fa¬ 
cilities  participate  in  the  city's  reimbursement  contract  pro¬ 
gram.  These  facilities  reported  a  total  of  632,205  emergency 
visits  for  the  calendar  year  1969.  For  fiscal  1968,  243  gen- 

eral  and  short-term  institutions  reported  to  the  Department 
of  Public  Welfare  a  total  of  3,018,508  patient  visits  to  their 
emergency  departments. 

Little  information  is  available  on  the  type  of  patients  seen 
in  the  emergency  departments.  The  data  that  is  available 
cannot  be  projected  for  the  entire  state.  However,  it  is  es¬ 
timated  that  10%  of  patients  seen  in  the  emergency  depart¬ 
ments  will  be  admitted  to  the  hospital.  In  addition,  50%  of 
the  bed  occupancy  of  non-governmental  hospitals  is 
reported  to  be  patients  admitted  via  the  emergency  depart¬ 
ment.  Table  VII  represents  a  survey  of  37  emergency 
departments  in  Philadelphia.  This  survey  covered  an  8-day 
period,  July  14-21,  1969.  The  range  showed  a  low  of  1,828 
visits  (10.5%  of  the  total)  on  Sunday,  to  a  high  of  2,402 
(14%)  for  Monday.  The  7  a.m.  to  3  p.m.  and  the  3  p.m.  to 

1  1  p.m.  shifts  each  handled  an  average  of  about  42%  of  the 
total  cases.  An  average  of  44.5%  of  the  total  number  of 
cases  seen  was  deemed  to  be  “non-urgent." 

Costs  of  the  operation  of  the  emergency  departments 
have  been  the  subject  of  frequent  assessment.  In 

TABLE  VII 

EMERGENCY  DEPARTMENT  VISITS 

TO  37  PHILADELPHIA  HOSPITALS 

RANKED  IN  DESCENDING  ORDER  BY  NUMBER  OF  VISITS  REPORTED 

(Eight  Day  Period) 

%  Total 

Hospital 

Total 

%  of  Cases 

Admitted 

to 

Number 

Patients 

Non-Urgent 

Hospital 

1 

1,372 

67 

18 

2 

1,248 

- 

5 

3 

788 

31 

12.5 

4 

747 

30 

8 

5 

733 

60 

7 

6 

731 

79 

6 

7 

729 

78 

8 

8 

695 

45 

10 

9 

633 

42 

6 

10 

614 

29 

8 

11 

597 

55 

10 

12 

577 

35 

14 

13 

545 

20 

10 

14 

543 

44 

8 

15 

527 

45 

8 

16 

470 

80 

5 

17 

470 

46 

10 

18 

446 

14 

8 

19 

437 

36 

8 

20 

431 

33 

10 

21 

429 

48 

14 

22 

372 

47 

12 

23 

362 

46 

10 

24 

335 

13 

8 

25 

324 

59 

10 

26 

323 

57 

7.5 

27 

316 

40 

10 

28 

282 

97 

3 

29 

255 

21 

7 

30 

253 

61 

13 

31 

217 

42 

13 

32 

146 

59 

20 

33 

143 

37 

6.5 

34 

122 

22 

1.5 

35 

74 

24 

10 

36 

39 

- 

1 

37 

19 

68 

5 

TOTAL 

17,344 

44.5% 

9.7% 
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Philadelphia  the  only  figure  available  is  the  average  cost  of 
a  visit  to  the  emergency  department  or  out-patient  clinic. 
The  Delaware  Valley  Hospital  Council  estimates  the  true 
cost  per  visit  to  be  $15.43.  Approximately  40%  of  this  is 
collected  from  some  source,  while  60%  is  not  collected. 
The  total  loss  is,  therefore,  $10  per  visit  and  represents  a  6 
million  dollar  loss  in  hospital  operations  in  that  area.  The 
state  pays  $4  per  visit  for  certain  visits  and  the  city  under¬ 
writes  emergency  department  costs  in  Philadelphia  to  an  ex¬ 
tent  of  $650,000  per  year.  Blue  Cross  Co-Pay  Preferred 
Subscription  Agreements  pay  for  emergency  department 
care,  the  deductible  principle  being  involved.  Workmen’s 
compensation  insurance  pays  for  emergency  care  of  indus¬ 
trial  accidents. 

Although  many  hospitals  indicate  that  their  emergency 
departments  represent  a  financial  liability,  groups  of 
physicians  have  organized  and  profitably  run  selected  emer¬ 
gency  departments. 

Categorization  of  Hospital  Emergency  Facilities 

While  the  Joint  Commission  of  Accreditation  of  Hospi¬ 
tals  has  developed  limited  standards  for  emergency  services 
within  hospitals,  it  does  not  define  optimal  emergency  care. 
Generally,  each  hospital  adapts  its  emergency  capabilities  to 
the  community  it  serves,  utilizing  its  resources  of 
physicians,  supporting  staff,  equipment  and  space  in  accord 
with  generally  accepted  principles.  In  recent  years,  the 
emergency  room  concept  had  been  replaced  by  that  of  the 
emergency  department ,  the  latter  implying  an  intrinsic  or¬ 
ganization  of  its  staff  and  facilities. 

In  the  past  five  years,  the  concept  has  evolved  that  evalu¬ 
ation  of  emergency  medical  services  requires  assessment  of 
the  total  institutional  capability  for  emergency  care.  It  is 
now  apparent  that  to  meet  modern  emergency  medical  serv¬ 
ices,  it  is  necessary  to  have  not  only  space,  equipment,  and 
personnel  in  the  emergency  department,  but  also  a  major 
hospital  reserve  of  physicians,  specialists,  nursing  special¬ 
ists,  and  technicians,  well  equipped  operating  rooms,  blood 
bank,  recovery  room,  and  intensive  care  unit. 

State  laws  in  Pennsylvania  do  not  specifically  require  that 
hospitals  provide  emergency  services.  By  designation,  many 

TABLE  VI 

TYPES  OF  HOSPITALS 
IN  THE  STATE  OF  PENNSYLVANIA 


General  Medical-Surgical* . 236 

General  Medical-Surgical,  Osteopathic  .  20 

Subtotal,  General  Hospitals . 256 

Specialty  Hospitals .  79 

Children’s  or  Maternity .  8 

Eye  or  EENT .  2 

Psychiatric .  32 

Tuberculosis .  8 

Institutional  Infirmary .  8 

Convalescent  or  Rehabilitation  .  6 

Mentally  Retarded  or  Crippled .  7 

Other .  8 

TOTAL . 335 


*  Includes  7  VA,  2  Army,  and  1  Naval  Hospital 


hospitals  limit  their  health  services,  such  as  psychiatric  or 
obstetrical  hospitals. 

These,  and  all  medical  institutions,  are  morally  expected 
to  provide  limited  emergency  medical  care  when  necessary. 
By  regulation  of  the  Pennsylvania  Department  of  Public 
Welfare  (1966),  medical  services  are  to  be  provided  by  each 
hospital  as  determined  by  its  governing  board  and  its  medi¬ 
cal  staff  and,  in  the  case  of  proprietary  hospital,  its  license. 

In  1966,  the  NAS-NRC  indicated  that  at  least  four  cat¬ 
egories  of  emergency  medical  facilities  could  be  identified. 
Rearranged  and  slightly  modified,  these  are  as  follows: 


Category  1 

Major  Emergency  Care 
Center 

Category  II 

General  Emergency 
Care  Hospital 

Category  III 

Minimal  Emergency 

Care  Facility 

Category  IV 

Resuscitation  and  Re¬ 
ferral  Facility 

This  concept  has  been  further  supported  by  the  Federal 
Highway  Safety  Act  of  1966  which  incorporated  the  con¬ 
cept  of  categorization  of  emergency  facilities  in  its  recom¬ 
mendations  for  the  emergency  medical  service  section  of 
the  act.  In  1969,  the  hospitals  in  Allegheny  County  were 
categorized  following  a  survey  under  the  auspices  of  the 
Allegheny  County  Community  Council  on  Emergency 
Medical  Services,  and  Philadelphia  is  conducting  a  similar 
survey  in  1970.  Categorization  permits  the  recognition  that 
certain  services  are  available  only  at  specific  hospitals. 
These  services  need  to  be  known  to  the  ambulance  systems 
and  to  the  public  of  the  area. 

Efforts  to  upgrade  the  quality  of  emergency  care  must 
require  the  thoughtful  coordination  of  existing  facilities  and 
only  then  the  creation  of  new  ones.  Those  responsible  for 
provision  of  emergency  care  are  often  not  aware  of  services 
provided  at  nearby  facilities.  Regional  and  community  plan¬ 
ning  can  be  made  more  responsive  if  the  differentiation  of 
available  facilities  is  “spelled  out.” 

Certain  facets  of  emergency  care  might  preferably  be 
transferred  from  one  hospital  to  specialized  units  in  another 
hospital.  Many  such  patterns  of  transfer  exist  today  in  the 
area  of  psychiatric  care,  tuberculosis  therapy,  or  rehabili¬ 
tation.  Although  detailed  recommendations  for  categoriza¬ 
tion  have  not  yet  been  accepted  nationally,  the  following 
principles  are  being  utilized: 

Category  I  -  Major  Emergency  Care  Center:  This  facility 
represents  a  medical  center  with  staff  and  facilities  to  render 
optimal  emergency  care  on  a  broad  basis.  Such  centers 
should  be  organized  to  receive  complex  emergency 
problems  requiring  the  full  resources  of  diagnostic  and  ther¬ 
apeutic  services.  A  surgeon,  internist,  and  anesthesiologist 
should  be  in  the  hospital  at  all  times. 

Category  II  -  General  Emergency  Care  Hospital:  Such 
hospitals  should  have  the  capability  to  provide  optimal  care 
for  most,  but  not  all,  emergency  victims.  Included  should  be 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a  few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a  chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a  variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif¬ 
ferent  varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4  minutes  a  bowl  of  deli¬ 
cious  soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen¬ 
sive — an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  .  .  .  and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a  soup  for  almost  every  patient  and 
diet  .  .  .  and  for  every  meal. 


FLagylmeTromdazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in¬ 
fected  women  harbor  Trichomonas 
vaginalis  * 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat¬ 
ing  the  infection  and  rendering  treat¬ 
ment  of  a  woman  alone  futile. 

Only  a  systemically  active  medica¬ 
tion  like  Flagyl  is  capable  of  reach¬ 


ing  the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec¬ 
tions  in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo¬ 
niasis  in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a  recur¬ 
rence  of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a  history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri¬ 
mester  of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec¬ 
ond  and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea¬ 
sures.  Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re¬ 
ported  during  Flagyl  use;  total  and  differen¬ 
tial  leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a  second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther¬ 
apy  because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef¬ 
fective  against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi¬ 
tions.  Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano¬ 
rexia,  vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a  metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso¬ 
ciated  with  a  sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa¬ 
sional  reversible  moderate  leukopenia,  dizzi¬ 
ness,  vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem¬ 
ity,  fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry¬ 
ness  of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a  sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con¬ 
gestion,  proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab¬ 
dominal  distress,  nausea,  vomiting  or  head¬ 
ache  if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re¬ 
quired  in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be¬ 
tween  courses  and  total  and  differential  leu¬ 
kocyte  counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre¬ 
scribe  Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat¬ 
ment  of  his  female  partner. 

Dosage  Forms:  Oral  tablets  .  .  .  250  mg. 

Vaginal  inserts  .  .  500  mg. 

*References  available  on  request. 
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most  first  class  community  hospitals.  A  physician  plus 
someone  capable  of  endotracheal  intubation  should  be  in 
the  hospital  at  all  times. 

Category  III  -  Minimal  Emergency  Care  Facility:  This 
hospital  should  have  essentially  the  same  capabilities  for 
resuscitation  and  short-term  maintenance  of  life  support  as 
in  Category  II.  It  should  have  the  capability  to  provide 
definitive  care  of  some  emergencies  and  the  capability  to 
provide  resuscitation  and  transfer  of  others.  Many  hospitals 
with  small  staffs  should  fit  into  this  pattern.  Physicians 
should  be  on  call  within  15  minutes  and  a  person  capable  of 
endotracheal  intubation  should  be  in  the  hospital  at  all 
times. 

Category  IV  -  Resuscitation  and  Referral  Facility:  This 
facility  may  be  hospital  or  non-hospital  based,  but  is 
equipped  for  resuscitation  in  most  life-threatening 
problems.  The  facility  depends  heavily  on  the  availability  of 
well-trained  allied  health  personnel  who  can  identify  life- 
threatening  problems,  communicate  rapidly  with  a 
physician,  initiate  life  support,  and  transport  the  patient  to  a 
Category  1  or  II  hospital  for  definitive  care. 

Liaison  Between  Ambulance  Services 
and  Hospital  Emergency  Departments 

Following  World  War  II,  most  hospitals  discontinued 
ambulance  services.  Physicians  ceased  to  staff  ambulances 
and  most  ambulance  services  were  transferred  to  other 
agencies.  Expense  was  a  major  reason  for  these  changes. 
However,  a  number  still  exist  and  reconsideration  of  the 
system  is  now  taking  place  across  the  nation.  Questions 
remain  as  to  whether  physicians  should  be  required  to  ride 
in  ambulances.  The  question  hinges  to  a  certain  extent  on 
the  problem  of  differentiating  between  “true”  emergency 
cases  which  require  quick  use  of  equipment  and  expertise 
and  cases  which  really  require  only  “lie-down”  transpor¬ 
tation  to  a  medical  facility. 

There  are  several  advantages  to  such  a  hospital-based 
system.  There  may  be  quicker  response  and  better  commu¬ 
nications  between  hospital  personnel  and  the  emergency 
medical  technicians  on  the  ambulance.  The  teaching  atmos¬ 


phere  in  the  hospital  would  contribute  to  the  continued  edu¬ 
cation  of  the  ambulance  attendant.  Closer  relations  with 
physicians  and  nurses  insure  the  ambulance  attendant's 
being  a  part  of  the  “team”.  The  technician  attendant  could 
be  continuously  involved  in  patient  treatment  before  and 
after  arrival  at  the  hospital.  Follow-up  conferences  between 
hospital  and  ambulance  personnel  would  be  more  mean¬ 
ingful  although  few  such  conferences  exist. 

The  ambulance  record  provided  by  the  emergency  tech¬ 
nician  would  be  more  important  if  it  could  be  incorporated 
into  the  hospital  record.  Ambulance  services  would  become 
a  part  of  the  hospital  operation.  Television,  telemetry,  and 
other  mechanisms  of  communications  from  the  ambulance 
staff  could  conceivably  ungrade  their  capabilities. 

Community  Councils  on  and  Statewide 
Coordination  of  Emergency  Medical  Services 

In  1966  the  National  Research  Council’s  Committee  on 
Emergency  Medical  Services  recommended  the  organiza¬ 
tion  of  Community  Councils  on  Emergency  Medical  Serv¬ 
ices  to  provide  a  mechanism  for  coordinating  those  private, 
governmental,  and  other  health  agencies  within  the  commu¬ 
nity  which  directly  affect  emergency  medical  services.  The 
resources  of  the  American  Red  Cross,  safety  organizations, 
the  insurance  industry,  Committees  on  Trauma  of  the 
American  College  of  Surgeons,  medical  societies,  the 
ambulance  services,  health  departments,  hospital  organiza¬ 
tions,  and  others  were  considered  important  in  the  develop¬ 
ment  of  a  community  council.  The  American  Medical  As¬ 
sociation,  through  its  Commission  on  Emergency  Medical 
Services,  endorsed  this  concept  and  published  a  document, 
“Developing  Emergency  Medical  Services:  Guidelines  for 
Community  Councils”  in  1970.  Nevertheless,  little  has  been 
produced  in  Pennsylvania  and  the  true  consumer  has  prac¬ 
tically  no  input. 

At  the  present  time,  at  least  four  emergency  medical 
councils  are  organized  and  functioning  in  Pennsylvania  as 
follows:  (1)  the  Pennsylvania  Medical  Society’s  Commission 
on  Emergency  Medical  Services;  (2)  the  Allegheny  County 
Council  on  Emergency  Medical  and  Health  Services;  (3)  the 
Philadelphia  County  Medical  Society's  Committee  on 
Emergency  Care;  and  (4)  the  Delaware  Valley  Council's 
Committee  on  Emergency  Medical  Services.  In  addition, 
the  Crawford,  Blair,  and  Centre  County  Medical  Societies 
have  initiated  such  efforts  as  have  Indiana  County, 
Venango  County,  Altoona,  Henry  Clay  Township, 
Monessen,  and  Lancaster.  None  of  these  latter  councils  is 
known  to  be  functioning  at  this  time. 

The  Commission  on  Emergency  Medical  Services  of  the 
Pennsylvania  Medical  Society,  appointed  in  1968,  is 
responsible  to  the  Society’s  Council  on  Education  and 
Science  and  to  the  Society’s  Board  of  Trustees.  Consultants 
from  allied  fields  serve  on  the  Commission.  On  March  19, 
1969,  the  commission  recommended  to  the  Board  of  Trus¬ 
tees  and  Councilors  of  the  Pennsylvania  Medical  Society 
the  following  statement  which  was  approved. 

“The  Council  on  Education  and  Science  requests  that  the 
policy  statement  of  Emergency  Medical  Services  in  the 
Commonwealth  of  Pennsylvania  be  adopted  and  a  letter  be 
forwarded  to  the  governor  of  Pennsylvania  requesting  that  a 
council  on  emergency  medical  and  health  services  for  the 
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Commonwealth  be  established  and  that  the  following  policy 
be  made  available  to  such  Councils  for  background  infor¬ 
mation  and  guidance... 

“It  is  generally  recognized  that  a  need  to  improve  emer¬ 
gency  medical  and  health  services  currently  exists.  This  re¬ 
sponsibility  is  a  joint  effort  of  the  Pennsylvania  and  compo¬ 
nent  medical  societies,  health  professions,  and  the  govern¬ 
ments  within  the  state.  Specific  goals  and  mechanisms  for 
implementation  have  been  identified.” 

This  recommendation  was  forwarded  to  Governor  Shafer 
by  the  President  of  the  Pennsylvania  Medical  Society  on 
March  31,  1969.  The  governor  did  not  reply.  Instead  of  or¬ 
ganizing  a  Council  as  a  broadly  based  state-wide  group  of 
experts  including  the  Pennsylvania  Secretary  for  Transpor¬ 
tation  (who  is  the  governor's  representative  for  the  develop¬ 
ment  of  highway  safety  and  related  emergency  medical  pro¬ 
grams),  the  secretary  of  health  was  empowered  to  develop 
an  advisory  committee  for  planning  of  emergency  medical 
services  as  a  division  of  its  Bureau  of  Comprehensive 
Health  Planning.  Such  a  planning  group  within  the  Pennsyl¬ 
vania  Department  of  Health  has  been  organized  as  a  task 
force.  This  group  held  its  first  meeting  on  June  1 1,  1970, 
and  has  been  active  since  then.  Several  members  serve  on 
both  this  task  force  and  on  the  Pennsylvania  Medical  Soci¬ 
ety’s  commission. 

Beginning  as  a  committee  of  the  Allegheny  County  Medi¬ 
cal  Society  in  May,  1967,  the  Allegheny  County  Council  on 
Emergency  Medical  and  Health  Services  was  chartered  as  a 
non-profit  corporation  in  November,  1968. 

The  Philadelphia  County  Medical  Society  created  an 
Emergency  Medical  Services  Committee  in  November, 
1969,  as  one  of  its  standing  committees.  This  committee. 


with  over  fifty  organizations  represented,  has  as  one  of  its 
major  charges  the  improvement  of  care  for  all  within 
Philadelphia  regardless  of  the  patient's  station  in  life. 

The  Delaware  Valley  Council,  providing  a  function  simi¬ 
lar  to  a  Chamber  of  Commerce  in  Southeastern  Pennsyl-  1 
vania,  created  an  Emergency  Medical  Service  Committee  to 
tunction  as  a  regional  council.  There  is  some  overlap  of 
purpose  since  the  Philadelphia  County  Medical  Society  had 
developed  a  disaster  program  for  the  five  county  area 
(PREMDOP)  a  few  years  earlier. 

The  full  spectrum  of  requirements  for  an  effective  emer-  1 
gency  medical  system  requires  regional  organization.  Com¬ 
munications  involving  police  and  fire  services  must  neces¬ 
sarily  extend  through  a  “region”  of  boroughs  or  counties.  I 
No  state-wide  mechanism  currently  exists  for  coordination 
of  such  services. 


Research  in  Emergency  Medical 
Services,  Trauma,  and  Acute  Illness 


It  was  apparent,  prior  to  a  recent  survey,  that  research  in 
emergency  medical  care  in  Pennsylvania  is  negligible  as 
compared  to  the  efforts  and  money  expanded  in  the  study  of 
cancer,  chronic  heart  disease,  and  similar  problems  of 
chronic  disease.  Investigation  in  the  area  of  emergency  care 
is  undoubtedly  carried  out  on  a  small  scale  throughout  the 
Commonwealth.  Most  projects,  however,  are  the  result  of 
efforts  by  medical  schools  and  health  departments. 

The  dean  of  each  of  the  seven  Pennsylvania  schools  of 
medicine  was  asked  to  survey  the  research  and  development 
programs  in  early  1970  as  to  the  specific  programs  funded 
for  research  in  emergency  medical  care,  trauma,  and  acute 
illness.  In  four  schools,  no  such  research  efforts  could  be 
identified.  In  a  fifth  school,  approximately  $100,000  a  year 
was  being  spent  on  studies  specifically  relating  to  the 
hemodynamic  and  physiologic  changes  associated  with 
trauma.  At  this  sehool,  an  equal  amount  was  spent  in 
refining  the  treatment  of  the  patient  with  acute  coronary  ar¬ 
tery  illness.  Another  medical  school  is  engaged  in  a  study  of 
techniques  for  banking  and  preservation  of  skin  for  the 
treatment  of  burns,  and  has  well-developed  clinical  research 
units  for  the  study  of  shock  patients  and  patients  with  head 
injuries.  In  the  seventh  school,  approximately  $50,000  a 
year  is  spent  in  research  and  training  in  emergency  care. 

When  compared  to  the  millions  of  dollars  spent  on  other 
research  in  these  institutions,  the  relative  allocation  of  funds 
and  efforts  for  the  study  of  the  acutely  ill  and  injured  is 
incredibly  small.  There  has  been  a  misconception  that  the 
acutely  ill  or  injured  cannot  be  adequately  studied.  Such  a 
misconception  has  held  back  advances  in  critical-care  medi¬ 
cine.  These  areas  can  and  must  be  studied  if  progress  in 
emergency  health  care  is  to  be  accomplished.  The 
requirements  for  manpower  and  financial  support  are  high. 


Insurance  Services 

Approximately  1,000  insurance  companies  write  casualty 
or  indemnity  insurance  throughout  the  state.  About  500  of 
these  have  offices  within  the  state.  These  activities  are 
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managed  by  the  insurance  department  under  the  secretary 
of  insurance  of  the  governor’s  cabinet.  The  department, 
once  every  three  years,  examines  all  domestic  insurers 
under  a  system  established  and  operated  by  the  National 
Association  of  Insurance  Commissioners.  It  maintains  a 
Bureau  of  Rate  Regulation  for  fire,  inland  marine,  casualty, 
title,  life  and  accident,  and  health  insurance  as  submitted  by 
individual  companies.  It  maintains  bureaus  for  companies 
as  well  as  for  agents  and  brokers.  In  a  sense,  it  regulates  all 
insurance  activities  within  the  state  including  Blue  Cross. 
Blue  Shield,  compensation  insurance,  and  liability  insur¬ 
ance. 

It  was  estimated  in  1968  that  a  loss  of  $22,600,000,000 
resulted  from  deaths  and  injuries  related  to  motor  vehicle 
accidents,  fires,  and  non-traffic  accidents  in  the  United 
States.  In  Pennsylvania,  for  the  793  deaths  and  47,602  inju¬ 
ries  for  which  compensation  was  offered,  the  total  payments 
by  state  and  private  insurers  was  $81,865,000.  While  major 
payments  were  made  by  the  private  insurance  companies 
and  self-insurers,  $5,828,000  in  state  funds  were  utilized. 

Diseases  Reportable  to  the 
Pennsylvania  Department  of  Health 

At  the  present  time,  the  rules  and  regulations  of  the 
Pennsylvania  Department  of  Health  (Chapter  III,  Article 
355),  relative  to  communicable  and  non-communicable 
diseases  (adapted  pursuant  to  the  provisions  of  the  Disease 
Prevention  and  Control  Law  of  1955,  the  Act  of  April  23, 
1956,  P.L.  1510  as  amended),  indicate  the  following:  “A 
reportable  disease  is  any  communicable  disease  declared 
reportable  by  regulation”...  which  in  the  opinion  of  the  sec¬ 


retary  may  be  a  public  health  emergency.  “Non-com¬ 
municable  diseases  and  conditions  may  be  authorized  as 
reportable  in  order  to  provide  data  and  information,  which, 
in  the  opinion  of  the  advisory  health  board,  are  needed  in 
order  to  effectively  carry  out  programs  of  the  department 
designed  to  protect  and  promote  the  health  of  the  people  of 
the  Commonwealth  or  determine  the  need  for  the  establish¬ 
ment  of  such  programs.” 

At  the  present  time,  there  are  forty-nine  reportable  com¬ 
municable  diseases  in  the  state  of  Pennsylvania,  ranging 
from  “actinomycosis  to  yellow  fever.”  The  department  also 
requires  that  any  unusual  or  ill-defined  disease,  illnesses,  or 
outbreaks  should  be  reported  to  the  local  and  state  health 
officer.  Included  among  these  are  a  number  of  rarer 
diseases  or  illnesses.  Trauma  and  heart  attack  which  ac¬ 
count  for  many  more  deaths  are  not  reportable. 

The  selected  non-communicable  diseases  and  conditions 
considered  reportable  include  any  “bite”  or  injury  resulting 
in  a  laceration  or  puncture  of  the  skin  and  inflicted  by  an 
animal  susceptible  to  rabies.  Also,  such  non-communicable 
diseases  and  conditions  are  reportable  if  such  reports  are 
needed  to  enable  the  secretary  to  determine  and  deploy  the 
most  efficient  and  practical  means  to  protect  and  promote 
the  health  of  the  people.  Cancer  is  reported  routinely  from 
the  counties  of  Allegheny,  Philadelphia,  Beaver,  Washing¬ 
ton,  and  Westmoreland,  but  from  the  rest  of  the  state  it  is 
reported  only  when  discovered  as  the  result  of  mass  chest  x- 
rays  or  surveys. 

It  is  apparent  from  this  information  that  the  Secretary  of 
Health  for  Pennsylvania  has  within  his  power  to  survey, 
maintain  a  registry,  and  require  reports  relative  to  any 
problem,  including  highway  accidents  and  injuries.  He  does 
not  have  the  power  to  require  autopsies  of  all  such  fatal  in¬ 
juries,  although  he  does  have  the  authority  to  require  the 
reporting  of  those  autopsies  which  are  performed. 

While  at  the  present  time,  the  Highway  Safety  Bureau 
and  the  Bureau  of  Traffic  Engineering  report  injuries  and 
fatalities  within  their  bureaus,  much  data  with  references  to 
type  of  injury  and  cause  of  death  are  missing.  Most  of  the 
information  collected  relates  to  the  position  in  the  au¬ 
tomobile  of  the  individual  injured  or  killed  and  whether  or 
not  the  injury  is  considered  minor,  moderately  severe,  or 
potentially  lethal.  A  particular  defect  in  the  current 
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reporting  in  Pennsylvania  excludes  those  traffic  victims 
who  die  in  the  hospital  or  following  discharge  from  the  hos¬ 
pital,  except  for  those  in  Philadelphia  or  Allegheny  County 
when  such  cases  are  reported  to  medical  examiners  or 
coroners. 

As  the  result  of  the  National  Highway  Safety  Act  of 
1966,  the  National  Highway  Safety  Bureau  acknowledged 
that  one  of  the  major  defects  in  planning  for  survival  on 
American  highways  was  the  lack  of  appropriate  information 
regarding  the  human  element  in  traffic  accidents.  Despite 
four  years  of  planning  and  working  with  state  health  and 
highway  departments,  as  of  April  15,  1970,  no  studies, 
registries,  or  continuing  data  systems  have  been  devised  and 
utilized  to  cover  the  phases  of  accidental  death  and  injury 
on  the  highway  from  the  time  of  the  accident  through  the 
ultimate  recovery  or  death  of  the  individuals  concerned. 
For  the  past  two  years,  the  department  of  transportation  has 
sponsored  accident  investigation  teams  in  each  of  the  eleven 
highway  districts  of  the  state.  The  study  has  included,  in 
part,  the  factors  responsible  for  the  accident  but  not  the 
long-term  effects  on  the  survivors.  A  practicing  physician 
has  been  added  to  the  team  (1971)  only  as  a  result  of  the  in¬ 
terest  of  the  Pennsylvania  Committee  on  Trauma  of  the 
American  College  of  Surgeons. 

The  National  Research  Council  and  its  committee  on 
Emergency  Medical  Services  recommended  in  1966  that 
trauma  registries  should  be  established  as  a  mechanism  for 
continuing  "description  of  the  natural  history  of  the  various 
forms  of  injuries”  and  that  consideration  be  given  to  the  es¬ 
tablishment  of  a  national  computerized  central  registry. 
This  group  also  recommended  that  studies  on  selected  inju¬ 
ries  (such  as  traffic  injuries)  be  incorporated  as  reportable 
diseases  under  Public  Health  Service  control. 

On  January  9,  1969,  at  the  recommendation  of  the  Com¬ 
mission  on  Emergency  Medical  Services  of  the  Pennsyl¬ 
vania  Medical  Society,  a  document  entitled,  "Justification 
for  Reporting  Hospitalized  Patients  and  Deaths  from 
Traffic  Accidents,”  was  submitted  to  the  advisory  health 
board  of  the  Pennsylvania  Department  of  Health.  No  action 
has  been  taken. 

The  development  of  a  registry  for  traffic  injuries  and 
deaths  in  Pennsylvania  would  provide  data  currently 
unavailable,  yet  seriously  affecting  survival  on  the  highways 
of  almost  200,000  Pennsylvanians  injured  annually.  Such 
information  would  aid  in  determining  the  role  of  previous 
disease  or  drug  abuse  (including  alcohol)  in  the  causation  of 
highway  accidents. 

Autopsy  of  the  Traffic  Fatality 

Epidemiology  of  death  from  accidental  injury  can  be  de¬ 
termined  only  by  a  complete  autopsy  examination  of  the 
victim.  Information  obtained  from  the  autopsy  may  aid  in 
the  prevention  of  similar  catastrophic  injuries  or  at  least 
suggest  changes  in  treatment.  It  is  the  responsibility  of  the 
coroner  or  the  medical  examiner  to  direct  such  autopsy  ex¬ 
aminations.  Unfortunately,  they  are  far  from  routine.  In 
Pennsylvania,  the  highest  autopsy  rate  for  fatal  injuries 
occurs  in  the  urban  areas.  The  Philadelphia  Medical  Ex¬ 


aminer’s  Office  autopsies  the  great  majority  of  such  deaths. 
Allegheny  County  has  a  similar  rate  but  the  highway  safety 
groups  report  that  autopsies  are  exceedingly  rare;  indeed, 
accurate  reports  of  the  mechanisms  of  injury  are  infrequent 
from  the  less  populous  counties  of  the  State. 

Autopsy  studies  of  traffic  fatalities  in  Michigan,  if  ex¬ 
trapolated  to  Pennsylvania,  suggest  that  the  Commonwealth 
might  annually  salvage  an  additional  10%  (saving  over  200 
lives)  if  emergency  services  for  highway  victims  were 
improved. 

In  1966,  the  “Registry  of  Accident  Pathology”  was 
formed  at  the  Armed  Forces  Institute  of  Pathology, 
primarily  to  collect  information  on  fatal  automobile  ac¬ 
cidents.  An  autopsy  protocol  has  been  developed  by  this 
group  which  is  comprehensive  and  intended  to  document 
the  injury  and  the  circumstances  surrounding  the  fatal  ac¬ 
cident.  This  computer  protocol  has  been  distributed  to 
various  crash  investigation  teams  under  the  National 
Highway  Safety  Bureau  and  to  interested  individuals  in  the 
area  of  accident  pathology. 

The  Coroner  and  Medical 
Examiner  System 

About  20%  of  all  deaths  in  the  United  States  are  unat¬ 
tended  by  physicians.  Certificates  of  Death  can  be  issued 
only  by  licensed  physicians,  medical  examiners  who  are 
licensed  physicians,  or  coroners.  While  the  coroners  in  Ohio 
and  Louisiana  must  be  physicians,  this  is  not  true 
throughout  the  country. 

All  67  counties  in  Pennsylvania  have  a  coroner  or  a  med¬ 
ical  examiner.  Only  a  few  counties  have  both  a  medical  ex¬ 
aminer  and  a  coroner,  and  in  two  counties,  these  individuals 
are  the  same  person.  Coroners  are  equally  divided  into  two 
groups  of  non-physicians  and  physicians  and  all  are  elected 
to  office. 

By  law,  the  coroner  is  usually  directed  to  “investigate  the 
cause  of  any  death  which  appears  to  have  happened  in  the 
county  regardless  whereof  the  cause  thereof  may  have  oc¬ 
curred."  Generally,  this  includes  the  following  circum¬ 
stances:  (1)  any  sudden,  violent,  or  suspicious  death;  (2)  any 
death  where  no  cause  is  properly  certified  by  a  person  duly 
authorized  to  declare  death;  (3)  any  death  resulting  from  a 
mine  accident  as  directed  by  law;  (4)  deaths  resulting  from 
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drownings,  cave-ins,  and  subsidence,  or  any  death  resulting 
from  an  accident  regardless  of  the  time  elapse  between  the 
time  of  the  accident  and  the  time  of  the  death;  and  (5)  any 
stillbirth  death  of  any  baby  dying  within  24  hours  after  his 
birth,  or  the  death  of  any  prematurely  born  infant,  wherein 
the  cause  of  death  is  not  properly  certified  by  a  person  duly 
authorized  thereto.”  Most  regulations  also  indicate  that 
when  there  is  any  doubt  regarding  the  circumstances  of 
death,  the  coroner  should  be  notified. 

For  clarification  of  deaths  occurring  in  the  operating 
room,  both  Philadelphia  and  Allegheny  Counties  require  or 
strongly  recommend  that  all  such  operative  deaths  be  im¬ 
mediately  reported. 

While  information  relative  to  the  death  of  any  individual 
registered  in  the  coroner’s  office  (and  certified  by  the 
coroner)  is  public  information  and  can  be  made  available, 
tabulation  of  autopsied  deaths  from  injury  within  the  Com¬ 
monwealth  is  incomplete  and  generally  not  available.  The 
State  Highway  Safety  Bureau  reports  considerable  difficulty 
in  obtaining  reports  from  counties  other  than  Philadelphia 
and  Allegheny.  Less  than  one-half  of  the  reports  of  highway 
accidents  in  which  the  coroner  has  issued  a  certificate  of 
death  or  performed  an  autopsy  are  available  either  to  the 
Pennsylvania  Department  of  Health  or  to  the  State 
Highway  Safety  Bureau. 

Impartial  Medical  Testimony 

In  1966,  the  Emergency  Medical  Care  Committee  of  the 
NRS-NAS  summarized  (below)  the  physicians'  current  role 
as  an  aid  to  the  judiciary  system.  In  Pennsylvania,  as  across 
the  nation,  reform  is  needed. 

"The  courtroom  sequelae  of  accidents  are  often,  perhaps, 
generally  dealt  with  in  a  manner  below  the  general  stand¬ 
ards  of  the  medical  and  legal  professions.  The  courts  for  set¬ 
tlements  of  disability  claims  in  some  areas  are  provided 
with  inadequate  or  inexpert  evidence  and  judgment  may 
well  reflect  response  to  social,  emotional,  or  political  pres¬ 
sures,  rather  than  to  sound  medical  testimony.  In  this  re¬ 
spect,  both  lawyers  and  physicians  for  the  claimants  and  for 
the  defending  insurance  companies  too  often  produce 
prejudiced  medical  testimony,  diametrically  and  predictably 


contradictory.  ‘Expert  Medical  Testimony’  under  these  cir¬ 
cumstances  has  commonly  lacked  clinical  expertise.  A 
system  has  been  adopted  by  the  judiciary  in  a  number  of 
localities  to  provide  impartial  evaluation  of  disability  by  a 
panel  of  physicians  who  are  expert  in  their  given  fields  and 
paid  either  by  the  court  or  jointly  by  the  parties  involved. 
This  mechanism  has  proved  to  be  of  great  value,  and  should 


be  more  universally  employed.  It  is  imperative  that  the 
physician’s  role  be  uninfluenced  by  socio-economic  pres¬ 
sures.” 

First  Aid  Training  for  Licensed  Drivers 

The  division  of  health  mobilization  and  later  the  division 
of  emergency  health  services  of  the  U.S.  Public  Health 
Service  has  been  largely  responsible  for  training  several 
million  Americans  in  "Medical  Self  Help."  This  program 
has  been  designed  to  train  one  member  of  every  family  in 
basic  first  aid.  It  has  recently  been  incorporated  into  the 
curriculum  of  many  school  systems.  As  demonstrated  by  the 
American  Red  Cross,  such  experience,  particularly  in  terms 
of  pulmonary  resuscitation,  may  be  effective  in  saving  lives. 
More  recently,  the  National  Highway  Safety  Bureau  has  in¬ 
dicated  that  the  drivers  and  passengers  in  motor  vehicles 
should  be  encouraged  to  learn  first  aid  in  order  to  increase 
the  salvage  of  individuals  involved  in  highway  accidents. 
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Recommendations 


1.  Governor  Shafer  should  be  complimented  by  the  Penn¬ 
sylvania  Medical  Society  on  his  creation  of  a  task  force 
for  planning  of  emergency  health  services  under  the  ad¬ 
visory  council  for  Comprehensive  Health  Planning. 
Governor  Shapp  should  transform  this  task  force  into 
an  executive  council  on  Emergency  Health  Services, 
responsible  directly  to  his  office.  This  council  should 
include  representatives  of  appropriate  professional  and 
technical  disciplines  as  recommended  by  the  American 
Medical  Association,  as  well  as  the  departments  of 
health,  insurance,  transportation,  welfare^  and  police. 
This  council  should  be  given  the  immediate  responsi¬ 
bility  for  implementation  of  an  effective  system  of 
response  to  medical  emergencies,  not  only  on  the 
highways  but  across  the  many  political  subdivisions  of 
the  state. 

2.  The  Pennsylvania  Medical  Society,  the  Commonwealth 
of  Pennsylvania,  the  Hospital  Association  of  Pennsyl¬ 
vania,  and  the  Pennsylvania  Ambulance  Association 
should  join  in  sponsoring  the  development  of  commu¬ 
nity  councils  on  emergency  medical  and  health  services 
at  local  levels.  The  state  council  should  be  responsible 
for  coordination  of  local  councils. 

3.  The  Commonwealth  of  Pennsylvania,  through  the  gov¬ 
ernor's  highway  safety  task  force  should  provide  finan¬ 
cial  support  for  the  operation  of  each  local  council. 

4.  The  Pennsylvania  Medical  Society,  the  Pennsylvania 
Ambulance  Association,  the  Hospital  Association  of 
Pennsylvania,  and  the  Pennsylvania  Department  of 
Health  should  join  in  the  development  of  a  newsletter 
on  emergency  medical  services,  designed  to  provide  an 
interdisciplinary  means  of  communication  between 
community  councils  and  related  services  and  individu¬ 
als.  The  newsletter  should  serve,  in  part,  as  one  mecha¬ 
nism  of  informing  the  physician,  the  public,  and  the 
legislative  and  governmental  leaders  that  all  emergency 
medical  and  health  services  of  Pennsylvania  need  to  be 
improved. 

5.  The  Pennsylvania  Assembly  should  pass  appropriate 
legislation  and  funding  to  enable  the  Secretary  of 
Health  to  develop  standards  for  licensing  of  all 
ambulance  services.  The  secretary  should  also  be 
directed  to  develop  training  requirements  for 
ambulance  attendants  and  require  certification  and  reg¬ 
istration  of  all  such  attendants.  This  legislation  and  the 


resulting  standards  should  insure  the  legality  and  the 
capability  of  the  ambulance  attendant  to  initiate  all 
necessary  life  support  prior  to  the  victim's  reaching 
definitive  medical  care. 

6.  Equipment  and  vehicle  design  of  all  ambulances 
providing  emergency  medical  and  health  services 
should  be  in  accord  with  those  recommendations  of  the 
National  Academy  of  Engineering  and  National 
Academy  of  Sciences-National  Research  Council. 

7.  Ambulance  vehicles  should  not  only  be  licensed  and 
regularly  inspected  but  the  inspection  should  include 
the  equipment. 

8.  The  Pennsylvania  Medical  Society,  the  Pennsylvania 
Ambulance  Association,  and  the  Pennsylvania  Depart¬ 
ment  of  Health  with  the  advice  of  the  Hospital  Associa¬ 
tion  of  Pennsylvania  should  develop  a  standard 
ambulance  form  for  the  identification  of  the  patient,  a 
description  of  his  problem,  condition,  care,  and  trans¬ 
portation.  The  forms  should  be  completed  by 
ambulance  attendants  for  each  patient  and  a  copy  of 
each  form  should  be  made  a  part  of  the  patient's 
clinical  hospital  record. 

9.  The  Pennsylvania  Ambulance  Association,  the  Penn¬ 
sylvania  Department  of  Health,  and  the  Hospital  Asso¬ 
ciation  of  Pennsylvania  should  promote  the  principle  of 
interchange  of  equipment  and  supplies  (e.g.  stretchers) 
between  ambulances  and  emergency  departments. 

10.  The  secretary  of  health  should  be  empowered  by  ap¬ 
propriate  legislation  to  insure  that  all  licensed 
ambulances  and  hospitals  include  the  capability  of  two- 
way  voice  communications  between  the  ambulances 
and  nearby  hospitals. 

11.  The  governor  should  initiate  the  development  of  a 
state-wide  emergency  communication  system.  The  gov¬ 
ernor  should  request  the  president  of  the  United  States 
to  adopt  the  civil  defense  communication  system  in 
Pennsylvania  to  day-to-day  emergency  communications 
as  a  pilot  experiment  for  the  nation. 

12.  The  governor  should  take  the  steps  necessary  to  the 
state-wide  implementation  of  the  concept  of  the  single 
emergency  telephone  number  (such  as  the  91 1  system) 
integrating  ambulance,  hospital,  police,  fire,  poisoning, 
and  related  services. 
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13.  Insurance  companies,  including  Blue  Cross  and  Blue 
Shield,  should  develop  broad  plans  for  paying  for 
ambulance  services  as  well  as  emergency  services  wher¬ 
ever  rendered. 

14.  Consideration  must  be  given  to  subsidizing  24-hour 
ambulance  services  by  contract  or  other  financial  ar¬ 
rangement  where  adequate  volunteer  or  community 
ambulance  services  do  not  exist.  The  responsibility  for 
providing  ambulance  service  or  seeing  that  adequate 
ambulance  service  is  provided  should  be  placed  upon 
county  governments. 

15.  Hospital-based  ambulance  services  should  be  en¬ 
couraged  for  selected  category  I  and  II  hospitals. 
Ambulance  attendants  (emergency  medical  technicians) 
may  be  a  part  of  these  hospital  staffs  allowing  partici¬ 
pation  in  audits,  conferences,  and  other  teaching  mech¬ 
anisms  for  improvement  of  emergency  services. 

16.  The  Pennsylvania  Medical  Society,  the  Pennsylvania 
Ambulance  Association,  and  the  Hospital  Association 
of  Pennsylvania  should  jointly  sponsor  the  develop¬ 
ment,  at  least  monthly,  of  morbidity  and  .mortality 
review  conferences  between  related  hospitals  and 
ambulance  services.  These  conferences  would  be 
designed  to  improve  the  quality  of  care  and  services  by 
joint  analysis  of  current  experiments. 

17.  Each  ambulance  service  should  have  a  physician  ad¬ 
visor  or  be  formally  associated  with  one  or  more  hospi¬ 
tals  in  an  educational  program. 

18.  The  Pennsylvania  Medical  Society,  in  cooperation  with 
the  Pennsylvania  Department  of  Health  and  the  Penn¬ 
sylvania  Ambulance  Association,  should  develop 
guidelines  for  the  physician's  responsibility,  authority, 
and  legal  liability  at  the  scene  of  extra  hospital  medical 
emergencies. 

19.  The  Pennsylvania  Department  of  Health,  with  the  ad¬ 
vice  of  the  appropriate  health  organizations,  should  in¬ 
stitute  a  uniform  system  of  reporting  emergency  depart¬ 
ment  visits.  The  data  collected  by  these  reports  should 
be  compiled  and  analyzed  by  the  department  of  health 
and  published  annually  to  the  health  and  insurance  pro¬ 
fessions. 

20.  A  complete  list  of  poison  control  centers  should  be 
made  available  to  all  physicians,  hospitals,  paramedical 
personnel,  police,  and  ambulance  services.  A  centrally 
located  statewide  poison  control  center  should  be  es¬ 
tablished  by  the  Pennsylvania  Department  of  Health  to 
coordinate  existing  local  centers  and  to  serve  areas  not 
presently  covered. 

21.  Those  emergency  departments  with  consulting  psychia¬ 
trists  and  psychiatric  facilities  should  be  registered  and 
the  information  made  available  to  all  hospitals, 
physicians,  and  ambulance  services,  as  well  as  to  the 
public. 


22.  The  Pennsylvania  Medical  Society  in  collaboration 
with  the  Pennsylvania  Department  of  Health  and  the 
Hospital  Association  of  Pennsylvania  should  survey 
and  categorize  the  emergency  facilities  of  hospitals 
within  the  state  in  accordance  with  national  standards 
now  being  developed  by  the  National  Academy  of 
Science-National  Research  Council  and  the  American 
Medical  Association.  The  resultant  categorization  of 
hospitals  should  be  published  by  the  Pennsylvania 
Medical  Society,  the  Pennsylvania  Ambulance  Associa¬ 
tion,  and  the  Hospital  Association  of  Pennsylvania. 

23.  The  Pennsylvania  Medical  Society,  the  Hospital  Asso¬ 
ciation  of  Pennsylvania,  and  the  Pennsylvania  Depart¬ 
ments  of  Health  and  Welfare  should  initiate  the 
upgrading  or  creation  of  new  facilities  in  those  areas 
where  adequate  emergency  care  is  not  available. 

24.  The  secretary  of  Health  should  take  the  necessary  steps 
to  assure  that  highway  injuries  and  all  accidental  deaths 
are  made  reportable  diseases  in  Pennsylvania.  These 
reports  should  include  sufficient  data  to  permit  an  as¬ 
sessment  of  the  cause  of  the  accident  and  the  injury,  the 
extent  of  the  injury,  and  the  outcome  as  to  life  or  death. 
Sufficient  data  should  be  provided  to  permit  moni¬ 
toring  of  the  effectiveness  of  the  response  of  the  emer¬ 
gency  care  system. 

25.  The  secretary  of  Health  should  make  drug  poisoning  a 
reportable  disease  in  Pennsylvania. 

26.  All  victims  dying  as  a  result  of  automobile  accidents  in 
Pennsylvania  should  be  autopsied.  Legislation 
requiring  coroners  and  medical  examiners  to  carry  out 
such  examinations  should  be  passed  by  the  Pennsyl¬ 
vania  Assembly.  Uniform  coding  and  analysis  similar 
to  that  provided  by  the  Armed  Forces  Institute  of  Pa¬ 
thology  and  its  Registry  of  Accident  Pathology  should 
be  utilized.  Reports  of  such  autopsies  should  be  com¬ 
piled  and  analyzed  in  an  annual  assessment  by  the 
Pennsylvania  Department  of  Health  and  such  informa¬ 
tion  should  be  widely  disseminated  to  the  health  profes¬ 
sion,  the  insurance,  and  automobile  industries. 

27.  The  Pennsylvania  Medical  Society  should  initiate  a 
program  that  would  result  in  the  adoption  of  the  medi¬ 
cal  examiner  system,  in  place  of  the  coroner  system, 
throughout  the  State.  Where  desirable,  the  medical  ex¬ 
aminer's  office  should  be  organized  on  a  regional  basis. 

28.  The  Pennsylvania  Medical  Society  should  initiate  those 
steps  necessary  for  the  utilization  of  impartial  medical 
testimony  throughout  the  judiciary  system. 

29.  The  critical  need  for  research  in  emergency  medical 
and  health  care  should  be  brought  to  the  attention  of 
the  secretary  of  health  of  the  Commonwealth,  the  deans 
of  the  medical  colleges,  the  clinical  departmental 
chairmen  within  the  teaching  hospitals,  and  to  the 
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directors  of  insurance  companies  having  headquarters 
within  the  state.  The  councils  on  emergency  medical 
services  throughout  the  state  should  be  requested  to 
join  in  seeking  funds  for  support  of  research  in  emer¬ 
gency  medical  care.  The  secretary  of  health  should 
request  financial  support  from  the  Commonwealth  for 
research  in  emergency  medical  services.  The  insurance 
industry  within  the  state  should  be  requested  to  provide 
financial  support  for  research  in  emergency  medical 
services.  The  American  Trauma  Association,  parallel¬ 
ing  the  American  Heart  Association,  and  the  American 
Cancer  Society,  should  be  activated  and  a  Pennsylvania 
chapter  organized  and  encouraged  to  provide  research 
support.  Research  on  emergency  medical  services 
should  be  promoted  by  a  service  under  the  state  council 
on  emergency  medical  services.  This  service  should 
provide  information  on  available  research  support  and 
assistance  in  obtaining  financial  support.  Consideration 
should  be  given  to  pilot  studies  such  as  telemetry  of 
physiological  data  and  the  use  of  audiotapes,  pho¬ 
tography,  and  helicopters  by  ambulance  services. 

30.  Basic  first-aid  instruction,  such  as  provided  by  the 
American  Red  Cross,  should  be  taught  in  all  schools 
and  should  be  a  requirement  for  driver  licensure  in  the 
Commonwealth. 

31.  In  order  to  promote  the  foregoing  recommendations, 
the  Pennsylvania  Medical  Society  should  publish  this 
report  and  distribute  it  widely  to  the  emergency  health 
disciplines. 

32.  The  Pennsylvania  Medical  Society  should  join  with  the 
Pennsylvania  Department  of  Health,  the  Hospital  Asso¬ 
ciation  of  Pennsylvania,  the  Pennsylvania  Committee 
on  Trauma  of  the  American  College  of  Surgeons,  and 
the  Pennsylvania  Ambulance  Association  in  the  devel¬ 
opment  of  a  state-wide  conference  designed  to  promote 
the  development  of  emergency  medical  and  health 
councils.  This  conference  should  be  held  in  1971  and 
consideration  should  be  given  to  a  follow-up  confer¬ 
ence  as  necessary. 

33.  The  Pennsylvania  Medical  Society,  the  Hospital  Asso¬ 
ciation  of  Pennsylvania,  the  Pennsylvania  Department 
of  Health,  and  the  Pennsylvania  Ambulance  Associa¬ 
tion  should  hold  additional  state-wide  congresses  on 
emergency  medical  services,  inviting  all  disciplines  to 
participate,  in  an  effort  to  implement  the  above  recom¬ 
mendations.  They  should  request  the  governor  to 
sponsor  a  conference  on  emergency  medical  care  for 
this  purpose. 

34.  The  relationship  of  drug  abuse,  including  alcohol 
abuse,  to  traffic  accidents  should  be  carefully  studied. 
Present  laws  concerning  such  drugs  and  driving  should 
be  strictly  enforced  and  new  laws  promulgated  as 
needed  to  assure  the  public  that  the  chronic  abuser  is 
able  to  obtain  proper  medical  and  psychiatric  treat¬ 
ment. 
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Harry  Shubin,  M.D.,  F.A.C.P., 

Medical  Director  and  Administrator 
of  Center  City  Hospital,  Philadelphia, 
is  questioned  by  William  G.  Leaman, 
Jr.,  M.D. 


What  is  C.O.L.D.? 

This  broad  definition  includes  pul¬ 
monary  emphysema,  chronic  bron¬ 
chitis,  asthma,  and  pneumoconiosis. 
Varied  interpretations  and  nomencla¬ 
ture,  depending  on  clinical,  anatomic, 
pathologic,  or  physiologic  views,  have 
led  to  confusion  in  the  analysis  of  mor¬ 
bidity  and  mortality  data. 

What  is  the  disease  spectrum? 

It  ranges  from  “pure”  chronic 
bronchitis  with  no  emphysema 
through  variable  degrees  of  broncho- 
spasm  (allergic,  etc.),  anatomic  emphy¬ 
sema  to  severe  emphysema,  with  or 
without  significant  bronchitis. 

How  are  the  clinical/pathologic/phy¬ 
siologic  types  differentiated? 

The  American  Thoracic  Society  and 
College  of  Chest  Physicians  have 
described  them  as  follows:  (1)  Chronic 
bronchitis  is  characterized  by  exces¬ 
sive  mucus  secretion  in  the  bronchi 
with  chronic  recurrent  cough  (arbi¬ 
trarily  for  a  minimum  of  three  months 
of  the  year  and  for  at  least  two  succes¬ 
sive  years),  in  patients  with  no  other 
pulmonary  pathology.  It  is  a  common, 
but  not  necessary,  forerunner  of  pul¬ 
monary  emphysema.  (2)  Asthma  or 
allergic  bronchitis  is  characterized  by 
an  increased  reaction  of  the  trachea 
and  bronchi  to  various  stimuli  with 
narrowing  of  the  airways.  When  per¬ 


sistent  airway  obstruction  is  present, 
we  have  a  C.O.L.D.  patient.  (3)  Pul¬ 
monary  emphysema  has  been  defined 
in  clinical,  radiologic  terms,  but  is  best 
described  morphologically.  It  is  an 
anatomic  alteration  of  the  lungs  char¬ 
acterized  by  an  abnormal  enlargement 
of  the  air  spaces  distal  to  the  terminal 
non-respiratory  bronchiole,  accom¬ 
panied  by  destructive  changes  in  the 
alveolar  walls.  The  pathologic  clas¬ 
sification  of  emphysema  refers  to 
paracicatricial  (adjacent  to  fibrotic 
lesions  of  the  lung)  or  lobular  (centri- 
lobular  or  perilobular),  depending  on 
the  site  of  the  dilated  airspaces. 

How  common  is  this  entity? 

The  incidence  and  mortality  of  pa¬ 
tients  with  C.O.L.D.  have  increased 
spectacularly  in  recent  years.  The 
reported  deaths  have  risen  from  2,300 
in  1945  to  20,000  in  1964,  and  to 
more  than  30,000  in  1970.  Morbidity 
figures,  as  indicated  by  statistics  of  the 
Social  Security  Administration  worker 
disability  allowances,  report  emphy¬ 
sema  as  the  second  most  frequent 
cause  of  disability,  topped  only  by  ar¬ 
teriosclerotic  heart  disease. 

Are  there  many  etiologic  factors? 

Yes,  and  one  must  recognize  these 
factors,  both  for  preventive  and  thera¬ 
peutic  management:  (1)  Smoking  is  a 
demon,  increasing  airway  resistance 
and  causing  diminution  or  loss  of 
ciliary  activity.  (2)  Infection:  Repeated 
upper  and  lower  respiratory  tract  in¬ 
fections  hasten  the  development  of  de¬ 
structive  lung  disease.  (3)  Air  pollution 
and  occupation:  The  increase  in  air 
pollution  is  of  growing  concern  and 
only  recently  have  control  measures 
been  organized.  Silicosis  and  other 


pneumonioses  impair  pulmonary  func¬ 
tion  by  air  flow  obstruction.  (4) 
Allergy:  Although  this  has  not  been 
definitely  demonstrated  as  a  primary 
cause  of  chronic  obstructive  pulmo¬ 
nary  disease,  it  is  certainly  a  contribu¬ 
tory  factor.  (5)  Hereditary  conditions, 
such  as  mucoviscidosis,  alpha  anti¬ 
trypsin  deficiency,  etc.,  must  be  con¬ 
sidered.  (6)  Aging,  with  its  decrease  in 
elasticity  of  lung  tissue,  is  also  impor¬ 
tant. 

How  does  the  physician  begin  the 
management  of  these  patients? 

First,  it  is  essential  always  to  consid¬ 
er  chronic  obstructive  pulmonary 
disease  in  any  patient  with  a  persistent 
cough  with  dyspnea.  Early  diagnosis 
can  prevent  or  reverse  pathologic 
changes.  Even  diagnosis  at  a  later  date 
still  allows  effective  therapy,  which 
could  prevent  or  delay  cardiac  compli¬ 
cations. 

Do  pulmonary  function  studies  help? 

Very  definitely!  Vital  capacity, 
forced  expiratory  volume  in  one,  two, 
and  three  seconds,  and  maximum  vol¬ 
untary  ventilation  studies  can  be  done 
easily  in  most  hospitals  or  doctors’  of¬ 
fices  with  relatively  simple  equipment. 
These  tests  can  detect  early  physiolo¬ 
gic  changes  before  symptoms  develop, 
can  differentiate  cardiac  from  pulmo¬ 
nary  origin  of  dyspnea,  and  can  es¬ 
tablish  a  base  line  to  help  follow  the 
course  and  the  effect  of  therapy  and 
reversibility  of  the  disease. 

William  G.  Leaman,  Jr.,  M.D., 
edited  this  Brief  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa¬ 
tion. 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3  Gm.  daily 
successfully  treats  many 
moderately  severe 
infections' 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonias  following  surgery 
abscesses 
wound  infections 
infections  follow  ing  compound 
fractures 

urinary  tract  infections 
relatively  painless  I.M.  injection 
logical  I.M.  follow-up  to  I.V. 
cephalosporin  therapy 


!due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 .  Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1 .  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  BUN, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported.  limit  daily  dose 
to  4  Gm.  maximum  ( up  to  100  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Gm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog¬ 
nized  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad¬ 
ministration  of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval¬ 
uation  before  and  after  a  ten-day  course  of 
cephaloridine  in  dosages  of  2  Gm.  per  day  de¬ 
veloped  impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a  small 
number  of  patients.  The  possi¬ 
bility  of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom¬ 
mended  doses.  Acute  tubular 
necrosis  has  been  found  in  affect¬ 
ed  patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in¬ 
tramuscular  injection  was  noted  in  less  than 
3  percent  of  patients.  In  only  one  patient  in 
a  series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra¬ 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— Yit- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  usu¬ 
ally  injected  into  a  large  muscle  mass. 

The  usual  adult  dosage  for  many  infec¬ 
tions  of  moderate  severity  is  500  mg.  to  1  Gm. 
three  times  a  day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a  day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1  Gm.  four 
times  a  day.  A  single  2-Gm.  dose  is  recom¬ 
mended  for  the  treatment  of  acute  gonor¬ 
rhea.  Early  syphilis  may  be  treated  with  500 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4  Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4  Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2  Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital¬ 
ized.  In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus¬ 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se¬ 
vere  infections.  A  daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac¬ 
teremia)  or  when  any  infection  seems  over¬ 
whelming,  intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti¬ 
ble  organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms, 
and  for  serious  infections,  2  to  4  Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha¬ 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1  Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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cancer  forum 


Cancer 

Progress 

-1970 

The  recently  published  annual  re¬ 
port  of  the  American  Cancer  Society  is 
a  fascinating  and  enthralling  story.  For 
more  than  fifty  years  this  combination 
of  professional  and  lay  volunteers  has 
developed  and  maintained  an  envelop¬ 
ing  attack  on  cancer.  If  one  can  speak 
of  a  report  as  having  an  "air"  it  would 
be  one  of  confidence.  The  society  is 
hoping  that  Congress  will  make  cancer 
control  a  national  priority  and  provide 
funds  for  a  massive,  goal-oriented 
research  effort.  The  wisdom  of  such  a 
move,  of  course,  is  moot. 

Regardless  of  the  congressional  out¬ 
come,  the  society  has  good  reason  for 
its  confidence  in  medicine's  ability  to 
conquer  cancer  and  feels  that  progress 
in  the  70's  will  parallel  that  of  the 
1880’s  when  the  major  infectious 
diseases  were  brought  under  control. 
Leukemia  control  has  reached  the 
point  where  fifteen  years'  survival  is 
not  uncommon.  Virus  research  and 
immunology  are  promising  the  devel¬ 
opment  of  a  vaccine.  Instead  of  trying 
to  focus  research  into  one  avenue,  a 
multiplicity  of  approaches  are  sup¬ 
ported —  a  policy  well-suited  to  such  a 
multiple-disease  entity  such  as  cancer. 


In  addition  to  its  support  of  basic 
research,  attention  is  called  to  its 
clinical  investigation  program  de¬ 
signed  to  bring  research  findings  to  the 
patient  as  quickly  as  possible.  Support 
of  a  cooperative  study  to  verify  Gold's 
work  in  Montreal  and  Grossi’s  occult 
blood  studies  are  examples  of  the  pro¬ 
gram.  There  is  also  the  far-sighted  sup¬ 
port  of  programs  in  high  schools  to  en¬ 
courage  youth  to  seek  careers  in 
biomedical  fields. 

Professional  education  has  always 
been  a  major  effort  of  the  American 
Cancer  Society.  Publications,  films, 
and  exhibits  are  available  and  con¬ 
tinually  up-dated.  Symposia,  confer¬ 
ences,  and  workshops  are  supported 
throughout  the  country.  Last  year 
more  than  three  quarters  of  a  million 
physicians,  dentists,  nurses  and  allied 
professionals  attended  27.000  such 
meetings. 

Public  education  is  likewise  covered 
with  pamphlets,  films  (usually  accom¬ 
panied  by  a  volunteer  physician), 
health  fairs,  church  and  women’s  club 
meetings.  The  Society  counted  15 
million  people  reached  by  200,000 
such  programs  in  1970. 

Service  to  the  cancer  patients  has 
also  grown  in  size  and  extent.  In  an  ef¬ 
fort  to  improve  the  quality  of  survival, 
the  rehabilitation  program  was  ini¬ 
tiated.  Breast  amputees,  ostomy 
groups,  and  laryngectomees  are  all 
served  under  this  program.  Mul- 
tiphasic  screening,  free  breast  and  Pap 
tests  are  sponsored  as  pilot  studies  in 
rural  and  other  areas. 

In  these  troubled  times  it  is  re¬ 
freshing  to  see  what  dedicated  volun¬ 
teers  can  do  to  control  this  disease.  A 
red  rose  of  honor  to  the  American 
Cancer  Society. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O  Frederick  L.  Hartmann,  Philadel¬ 
phia;  University  of  Pennsylvania  Med¬ 
ical  School,  1918;  age  78;  died 
December  29,  1970.  Dr.  Hartmann 
was  senior  consultant  in  medicine  at 
Lankenau  Hospital  at  the  time  of  his 
death.  He  had  been  chief  of  medicine 
there  for  more  than  twenty  years.  He 
did  extensive  research  in  leukemia, 
and  was  a  fellow  of  Philadelphia 
College  of  Physicians  and  Surgeons. 

O  Theodore  K.  Harveson,  Philadel¬ 
phia;  Temple  University  School  of 
Medicine,  1940;  age  58;  died  De¬ 
cember  29,  1970.  His  wife,  one  daugh¬ 
ter,  two  sons,  and  two  sisters  survive. 

O  Archibald  M. Cook, Williamsport; 
University  of  Pennsylvania  School  of 
Medicine,  1918;  age  82;  died  De¬ 
cember  18.  1970.  No  survivors  are 
known. 

O  Samuel  N.  Comens,  Bethlehem; 
University  of  Vermont  College  of 
Medicine,  1925;  age  71;  died  De¬ 
cember  31,  1970.  Survivors  are  his 
wife,  and  two  daughters. 

O  Paul  J.  Bamberger,  Bethlehem; 
University  of  Colorado  School  of 
Medicine,  1 936;  age 64;  died  December 
25,  1970.  A  member  of  the  American 
Academy  of  Occupational  Medicine, 
he  was  assistant  to  the  medical  director 
at  Bethlehem  Steel  Corporation.  His 
wife,  two  daughters,  a  son,  and  a  sister 
survive  him. 

O  Charles  Bordin,  Philadelphia; 
Temple  University  School  of  Medi¬ 
cine,  1929;  age  65;  died  March  10, 
1971.  He  is  survived  by  his  wife,  two 
daughters,  a  son,  and  two  brothers. 

O  William  T.  Chain,  Narberth;  Jef¬ 
ferson  Medical  College,  1939;  age  56; 
died  March  4,  1971.  His  last  15  years 
were  spent  on  the  staff  at  Bryn  Mawr 
Hospital.  Survivors  include  his  wife, 
two  daughters,  three  sons,  a  brother, 
and  a  sister. 

O  John  R.  Donoghue,  Pittsburgh; 
Georgetown  School  of  Medicine, 
1935;  age  76;  March  19,  1971.  He  was 
physician  for  the  city  of  Pittsburgh.  He 
is  survived  by  one  sister. 

O  William  T.  Ellis,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1906;  age  90;  died  De 


cember  1,  1970.  No  survivors  are 
listed. 

O  Bernard  J.  Johnston,  Pittsburgh; 
Stritch  School  of  Medicine,  Loyola 
University;  1932;  age  63;  died  Febru¬ 
ary  20,  1971.  In  addition  to  his  general 
practice,  he  was  a  neurologist  for  the 
Veterans  Administration  and  Wood- 
ville  State  Hospital.  He  is  survived  by 
his  wife  and  two  sisters. 

O  Louis  M.  Kocliin,  Pittsburgh; 
Northwestern  University  Medical 
School,  1925;  age  72;  died  March  9, 
1971.  Dr.  Kochin,  who  was  a  pediatri¬ 
cian,  was  also  an  ordained  rabbi.  He  is 
survived  by  his  wife,  two  daughters, 
and  three  sisters. 

O  Moses  Kopeika,  Miami  Beach, 
Fla.;  University  of  Pennsylvania 
School  of  Medicine,  1922;  age  76; 
died  March  4,  1971.  He  was  a 

physician  in  the  Philadelphia  area  for 
45  years.  Dr.  Kopeika  had  received  a 
presidential  citation  for  25  years  of 
medical  service  to  the  Selective  Service 
Board  of  Philadelphia.  Survivors  in¬ 
clude  his  wife,  two  daughters,  and  a 
son. 

O  Saul  X.  Kramer,  Pittsburgh; 
University  of  Pittsburgh,  1 925;  age  59; 
died  March  17,  1971.  He  was  a  gener¬ 
al  practitioner  in  Pittsburgh  for  35 
years.  He  is  survived  by  his  wife,  a 
daughter,  two  sons,  and  two  brothers. 

O  Edmund  V.  Matys,  Dupont;  Jef¬ 
ferson  Medical  College,  1933;  age  62; 
died  March  14,  1971.  Surviving  are  his 
mother,  one  son,  one  sister,  and  a 
brother. 

O  William  A.  McHugh,  Jr.,  Union- 
town;  University  of  Pennsylvania 
School  of  Medicine,  1911;  age  83; 
died  March  6,  1971.  He  had  been  a 
consulting  surgeon  at  the  Uniontown 
Hospital.  He  is  survived  by  his  wife 
and  four  daughters. 

O  Robert  W.  McLaughlin,  Easton; 
University  of  Pennsylvania  School  of 
Medicine,  1949;  age  48;  died  March 
19,  1971.  He  was  president  of  the 
Northampton  County  Medical  Society 
in  1968.  The  Easton  Kiwanis  Club 
gave  him  an  International  Service 
Award  for  his  volunteer  service  in  a 
South  Vietnamese  hospital  in  1968. 
Survivors  are  his  mother  and  his  wife. 


O  John  L.  Miller,  Ft.  Lauderdale, 
Fla.;  University  of  Pittsburgh  School 
of  Medicine,  1912;  age  82;  died  March 
13,  1971.  Before  his  retirement  in 

1969.  he  had  practiced  in  West 
Aliquippa  for  more  than  fifty-six 
years.  He  is  survived  by  his  wife,  two 
daughters,  and  a  son. 

O  Abdullah  K.  Sallom.  Upper 
Darby;  Temple  School  of  Medicine, 
1909;  age  81;  died  December  28, 

1970.  He  is  survived  by  his  wife. 

O  George  C.  Schein,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1933;  age  62;  died  March  4, 

1971.  Dr.  Schein  was  director  of  medi¬ 
cal  education  in  otolaryngology  at  Eye 
and  Ear  Hospital,  Pittsburgh.  Besides 
his  wife,  he  is  survived  by  a  daughter, 
two  sons,  one  of  whom  is  Maj.  George 
Schein,  M.D.,  a  brother,  and  a  sister. 

O  Bernard  P.  Widmann.  Philadel¬ 
phia;  Medico-Chirurgical  College  in 
Philadelphia,  1916;  age  80;  died  Feb¬ 
ruary  26,  1971.  He  was  formerly 

director  of  the  department  of  radio¬ 
logy  at  Philadelphia  General  Hospital, 
Fitzgerald  Mercy  Hospital,  and  Our 
Lady  of  Lourdes  Hospital  in  Camden. 
He  had  served  as  president  of  the 
American  Roentgen  Ray  Society  in 
1950,  and  as  president  of  the  Ameri¬ 
can  Board  of  Radiology. 

James  Kenneth  Gordon,  Fayette¬ 
ville;  Hahnemann  Medical  College, 
1917;  age  79;  died  March  17,  1971. 
Dr.  Gordon  served  as  a  staff  member 
at  Samuel  G.  Dixon  State  Hospital 
until  his  retirement  in  1967.  He  is  sur¬ 
vived  by  a  son. 

William  H.  Hermanutz.  Philadel¬ 
phia;  Jefferson  Medical  College,  1928; 
age  67;  died  February  19,  1971.  He 
was  a  medical  examiner  for  the 
Reading  Railroad.  He  is  survived  by 
two  daughters. 

Joseph  S.  Kenney.  Philadelphia; 
University  of  Pennsylvania  Medical 
School,  1922;  age  78;  died  March  8, 
1971.  He  was  a  retired  medical 
director  of  the  parochial  school  system 
for  the  Philadelphia  Board  of  Educa¬ 
tion.  He  is  survived  by  a  son  and  two 
brothers. 
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PHYSICIANS  WANTED 

Approved  General  Practice  Resi¬ 
dency,  available  July  1,  1971.  274-bed 
accredited  general  hospital.  ECFMG 
Certification  required  for  foreign 
physicians.  Write:  Administrator, 
Lower  Bucks  Hospital,  Bristol,  Penn¬ 
sylvania  19007. 

Emergency  Room  Physicians  -  Busy 
emergency  room;  fee  for  service  with 
hourly  guarantee;  vacation;  one  of 
group  leaving  for  residency;  wish  to 
expand  to  five  men.  Write  or  call  Ad¬ 
ministrator,  Lee  Hospital,  Johnstown, 
Pa.  15901.  Phone:  (814)  535-7541. 

Physicians  Wanted:  Male  and  Female, 
licensed,  for  children's  camps,  July 
and/or  August.  Good  salary;  free 
placement,  350  member  camps.  Write 
Dept.  P,  Association  Private  Camps, 
55  West  42  St.,  New  York,  N.Y. 
10036.  Phone  (212)  OX  5-2656. 

General  practitioners  badly  needed  in 
Columbia  County,  Pa.  Peaceful  col¬ 
lege  community  and  county  seat  on  In¬ 
terstate  80.  Modern  accredited  hospit¬ 
al,  all  specialties  handy.  Income 
limited  only  by  energy.  Due  to  recent 
deaths  of  five  physicians,  office  space 
readily  available.  Reciprocal  coverage 
and  part-time  salaried  positions  avail¬ 
able.  No  investment  needed.  Contact 
President,  Columbia  County  Medical 
Society,  C.  Perry  Cleaver,  M.D.,  Ca- 
tawissa.  Pa.  17820. 

Wish  to  locate  in  area  with  long-es¬ 
tablished  practices  now  open?  Death 
has  reduced  our  number.  Hospital 
medical  staff  and  community  will  wel¬ 
come  any  qualified  G.P..  OB-GYN  or 
internist  wishing  to  locate.  Approved 
82-bed,  short  term  hospital.  Expect  to 
build  new  plant  in  near  future. 
Address  inquiries  to  President,  Medi¬ 
cal  Staff,  Adrian  Hospital,  Punxsu- 
tawney,  Pa.  15767. 

Excellent  opportunity  for  a  general 
practioner  and  a  surgeon.  Rapidly  de¬ 
veloping  resort  area,  with  hunting, 
fishing,  and  winter  sports.  Fully 
accredited,  60-bed  hospital,  just  com¬ 


pleting  a  million  dollar  modernization 
program.  Contact  E.L.  Pritt.  Adminis¬ 
trator,  Myersdale  Community  Hospi¬ 
tal,  Myersdale,  Pa.  15552 

General  Practitioner  —  Consider  lo¬ 
cating  in  growing  Western  Pennsyl¬ 
vania  in  Darlington  area,  Beaver 
County.  New  industries.  Beaver  Falls 
(two  hospitals)  fifteen  minutes  away. 
Turnpike  ten  minutes  away.  Contact 
J.B.  Swick,  Darlington,  Pa.  161  15. 

Wanted:  Chief  Medical  Service  for 

337  bed  general  Medical-Surgical 
Center.  All-acute  186  medical  beds. 
Completely  equipped,  new  Pulmonary- 
Function,  Isotope,  and  Cardiac  Cath. 
labs.  Associated  affiliated  residencies 
in  general  surgery,  ENT,  ophthal¬ 
mology,  urology,  and  orthopedics. 
Eleven  full-time  internists  on  service. 
Must  be  Board  Certified  in  medicine 
and  available  for  personal  interview. 
Modern,  completely  air-conditioned 
building.  Excellent  geographic  loca¬ 
tion.  Adjacent  rail  and  turnpike  con¬ 
nections  to  major  metropolitan  areas 
of  the  Northeast,  seashore  and  inland 
resorts.  Progressive  schools.  Fine  area 
to  raise  a  family.  Equal  opportunity 
employer.  Write  or  call:  William  G. 
Jones,  M.D.,  Chief  of  Staff,  VA 
Center,  Wilmington.  Delaware  19805. 
Telephone  (302)-658-7203. 

Adult  Psychiatric  Residencies  avail¬ 
able  in  1, 000-bed  university-affiliated 
general  teaching  hospital.  Psycho- 
analytically  oriented  program  with 


highly  intensive  individual  supervision 
by  Board  Certified  psychiatrists  and 
senior  psychoanalysts.  Opportunity  for 
supervised  experience  in  community 
mental  health  center  services  in  partial 
hospitalization,  crisis  intervention, 
family  and  group  treatment  and  school 
consulting,  pediatric,  and  surgical 
services;  Department  of  Child  Psychia¬ 
try,  and  Division  of  Neurology.  Indi¬ 
vidual  research  or  participation  in  on¬ 
going  projects  on  scientific  creativity, 
pre-school  cognitive  development  or 
demographic  research  is  encouraged. 
Residents  may  elect  greater  time  in 
any  service  for  further  training  as  part 
of  the  basic  residency.  Basic  salaries 
start  at  $7,500  for  the  first  year  and 
increase  $1,000  yearly.  Additional 
sources  of  income  can  increase  stipend 
by  at  least  $2,000  annually.  Extra  al¬ 
lowances  available  for  dependents. 
Apply:  Maurie  D.  Pressman,  M.D., 
Chairman,  Division  of  Psychiatry,  Al¬ 
bert  Einstein  Medical  Center,  York 
and  Tabor  Rds.,  Philadelphia,  Pa. 
19141. 

Physicians  Wanted:  Urologist.  Ortho¬ 
pedic  Surgeon,  Pediatrician,  Internist, 
Otolaryngologist,  and  General  Practi¬ 
tioners.  250-bed  fully  accredited,  ex¬ 
panding  hospital.  College  town  in  cen¬ 
tral  Pennsylvania  with  huge  recrea¬ 
tional  dam  under  development.  Offices 
available,  attractive  guarantee.  Con¬ 
tact  R.  E.  Cummings,  Blair  Hospital, 
Huntingdon,  Pa.  Telephone  (814)  643- 
2290. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi¬ 
cal  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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House  physician  wanted —  221  bed 

general  hospital,  Pennsylvania  license 
required,  no  emergency  room  respon¬ 
sibilities.  Salary  negotiable.  Position 
available  July  1,  1971.  Contact  Medi¬ 
cal  Director,  Frankford  Hospital, 
Frankford  Ave.  and  Wakeling  St., 
Philadelphia  19124.  Telephone  (215) 
533-9400. 

Rural  Family  Practice —  Endless 
Mountains,  Pa.  Associated  with  mod¬ 
ern  fully  equipped  65  bed  hospital. 
Minimum  income  guarantee  of 
$25,000  per  year.  Practice  coverage 
available  with  three  other  young 
physicians.  Excellent  recreational  fa¬ 
cilities  in  area.  Contact  Harry  Lowd, 
Administrator,  Tyler  Memorial  Hospi¬ 
tal,  Tunkhannock,  Pa. 

Chief  of  Medicine —  Board  certified 
internist,  interested  in  medical  educa¬ 
tion,  $35,000.  600  bed  hospital,  Pitts¬ 
burgh.  Apply  American  Medical  Per¬ 
sonnel,  612  N.  Michigan,  Chicago,  Ill. 
60611. 

Radiologist  —  Chief  and  assistant. 

Board  certified  or  eligible,  for  200  bed 


hospital.  Immediate  opening.  Salary 
negotiable.  Write  or  call:  Adminis¬ 
trator,  Sacred  Heart  General  Hospital, 
Chester,  Pa.  Telephone:  (215)  494- 
0721. 

General  Practitioner  with  interest  in 
geriatric  medicine.  Modern  1,100  bed 
hospital  providing  dynamic  therapeu¬ 
tic  services  to  elderly  patients,  selected 
from  overcrowded  mental  institutions 
and  state  schools  and  hospitals,  who 
need  medical  rather  than  psychiatric 
care.  Aimed  at  helping  patients  most 
likely  to  be  rehabilitated  and  returned 
to  the  community.  Medical  Director, 
South  Mountain  Restoration  Center, 
South  Mountain,  Pennsylvania  17261. 

Child  Psychology  Fellow- 
ships:  Training  program  approved  by 
the  American  Board  of  Psychiatry  and 
Neurology.  Psychoanalytic  oriented 
psychotherapy  for  suitable  children, 
adolescents,  and  parents  under  ex¬ 
cellent  supervision.  Comprehensive 
program  leading  to  board  certification. 
Individualized  intensive  study  of  par¬ 
ticular  interest  and/or  research  en¬ 
couraged.  Applicants  are  accepted 


after  completion  of  training  in  general 
psychiatry,  as  well  as  those  who  desire 
to  start  with  child  psychiatry  training. 
Stipends  competitive.  Write 
to:  Maurie  D.  Pressman,  M.D., 
Acting  Chairman,  Division  of  Psychia¬ 
try,  Philadelphia,  Pennsylvania  19141. 
Telephone  (215)  329-0700,  Ext.  6307. 

Wanted:  Assistant  or  associate.  In¬ 
ternal  medicine  practice.  Community 
of  28,000.  Unlimited  opportunities;  fi¬ 
nancial  arrangements  made  to  suit 
applicant.  Practice  located  in  Sha- 
mokin,  Pa.  which  is  badly  in  need  of 
medical  help.  Opportunity  for  service 
and  work  in  100-bed  hospital.  Write 
Box  588,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 


FOR  SALE  OR  RENT 

For  Rent:  Fully  equipped  ENT  office, 
including  audiometer.  Central  Penn¬ 
sylvania.  Lucrative  practice.  Write 
Detweiler  Real  Estate,  3310  Market 
St.,  Camp  Hill,  Pa.,  or  (717)  766-7925. 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 


78 


PENNSYLVANIA  MEDICINE 


"Around  the  World 
in  80  Days”. . . 

.  .  .An  expense-paid  trip  with  one  hitch  -- 
a  60-day  hitch  in  a  South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 

American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 

Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


in  stable  adult  diabetes ,  if  diet  alone fails... 

start  with 

DBFTD 

(phenformin  HC1) 

timed-disintegration  capsules  50  mg.  ' 


I 


A  "Distinc 

Oral 


omcemic 


not  a  sulfonylurea 


Lowers  elevated  blood  sugarwithout  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesisand  facilitate  I i polysis, 
which  may  account  for  the  cl inical  ly  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


DBI-TD 

(phenformin  HC1) 

'  timed-disintegration  capsules  50  mg.  ' 

lowers  elevated 
blood  sugar 


How  to  prescribe  DBP-TD  (phenformin  HCI) 

To  start  with  DBI-TD 

Week  1  1  capsule  with  breakfast  may  be  ef¬ 
fective,  or  a  second  capsule  may  be 
given  with  the  evening  meal. 

Week  2  Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap¬ 
sule  to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail¬ 
ures,  primary  and  secondary.  Contraindications:  Diabetes  mel¬ 
litus  that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli¬ 
cations  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan¬ 
grene);  surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre¬ 
cautions:  Starvation  Ketosis,  which  must  be  differentiated 
from  "insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec¬ 
ommended  in  the  presence  of  azotemia  or  in  any  clinical  situa¬ 
tion  that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido¬ 
sis,  it  is  recommended  that  periodic  determinations  of  ketones 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos¬ 
age  of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at¬ 
tained,  sulfonylurea  may  be  reduced  and/or  with¬ 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi¬ 
lized  on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a  sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit¬ 
ing,  DBI  should  be  immediately  withdrawn.  Although  rare,  > 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1  to  3  / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


tsv) 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\Mium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6  months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  /  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  /  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu¬ 
ance  (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2  to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5  mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2  to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2  to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2  to  mg,  1  or  2  times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1  to  2M  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6  months). 

Supplied:  Valium®  (diazepam)  Tablets,  2  mg,  5  mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-DoseT  M-  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


VC  SriHldk- 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro¬ 
myographic  tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in¬ 
duction  time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi¬ 
cantly  reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a  placebo  were  alter¬ 
nated  on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a  single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A  patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys¬ 
function,  paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  al.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
et  al.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,"  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a  summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur¬ 
ring  insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery,  driv¬ 
ing).  Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho¬ 
logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre¬ 
hension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest¬ 
lessness,  hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka¬ 
line  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in 
rare  instances. 
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You  know 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a  gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 


diuretics 
medically 

But 

have  you 
met  them 
socially? 


Hygroton4  chlorthalidone  usp 

Makes  water,  not  waves. 


Jctrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
ciirse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

B|groton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
llpersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
ituld  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
pjforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
liplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
qrsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
ifetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
dldbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
ijtiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
^iuce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
germination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
ijjalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
[Jassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
diems  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
airexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
Htotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
qombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
picreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
qnpounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
d  .  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
J  the  complete  prescribing  information. 

<|IGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 


Loridine  I.M. 

Cephaloridine 


1.5  to  3  Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

relatively  painless  I.M. 
injection 


'due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 .  Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  BUN, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4  Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  ( see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Gm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


’  Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog¬ 
nized  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks 
no  significant  changes  were  observed  ir 
BUN,  alkaline  phosphatase,  SGOT,  retio 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  oi 
red-blood-cell  count  were  ascribable  to  ad 
ministration  of  Loridine.  However,  all  o 
five  nonazotemic  patients  with  chronic  bac 
teriuria  who  had  careful  renal  function  eval 
uation  before  and  after  a  ten-day  course  o 
cephaloridine  in  dosages  of  2  Gm.  per  day  de 
veloped  impairment  in  free  water  clearance 
Severe,  acute  renal  failure,  in  some  case 
terminating  in  death,  has  occurred  in  a  smal 
number  of  patients.  The  possi 
bility  of  this  complication  seem 
to  be  greater  in  seriously  il 
patients  given  more  than  recoin 
mended  doses.  Acute  tubula 
necrosis  has  been  found  in  affecl 
ed  patients  coming  to  autopsy.  Rar 
cases  of  nausea  and  vomiting  hav 
%  occurred.  Pain  in  association  with  ir 
tramuscular  injection  was  noted  in  less  tha 
3  percent  of  patients.  In  only  one  patient  i 
a  series  of  623  was  the  route  changed  o 
this  account.  Phlebitis  at  the  site  of  intrs 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— Be 
fore  administering  Loridine,  see  packag 
insert  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  usi 
ally  injected  into  a  large  muscle  mass. 

The  usual  adult  dosage  for  many  infe 
tions  of  moderate  severity  is  500  mg.  to  1  Gn 
three  times  a  day  at  equally  spaced  interval 
Milder  and  more  susceptible  infections  hai 
been  treated  with  250  to  500  mg.  given  tv 
or  three  times  a  day.  More  severe  infectioi 
may  be  treated  with  500  mg.  to  1  Gm.  foi 
times  a  day.  A  single  2-Gm.  dose  is  recon 
mended  for  the  treatment  of  acute  gone 
rhea.  Early  syphilis  may  be  treated  with  5( 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  da> 
Although  some  clinical  experience  wi 
high  doses  for  life-threatening  conditioi 
has  been  reported,  it  has  been  shown  th 
excessive  dosages  (above  4  Gm.  daily)  mi 
cause  serious  nephrotoxic  reactions.  F 
this  reason,  Keflin®  (sodium  cephalothi 
Lilly)  may  be  preferred  when  doses  larg 
than  4  Gm.  daily  are  considered  for  lil 
threatening  situations.  If  more  than  2  Gi 
of  cephaloridine  is  injected  daily,  the  patie 
should  be  under  close  clinical  observati 
for  changes  in  renal  function  or  be  hospit; 
ized.  In  addition,  reduced  dosage  should 
employed  in  patients  with  known  or  si 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  rr 
per  Kg.  (15  to  25  mg.  per  pound)  of  bo 
weight,  given  in  divided  doses,  has  be 
found  effective  for  mild  to  moderately  : 
vere  infections.  A  daily  total  of  100  mg.  p 
Kg.  (50  mg.  per  pound)  of  body  weip 
(not  to  exceed  recommended  adult  dose  i 
may  be  needed  for  very  severe  infection: 

Intravenous  Injection— In  the  presence  I 
extremely  serious  infections  (such  as  b; 
teremia)  or  when  any  infection  seems  ov 
whelming,  intravenous  administration  m 
be  indicated. 

Total  daily  dosages  are  the  same  as  w  I 
intramuscular  injection.  For  very  suscep 
ble  organisms,  500  mg.  to  1.5  Gm.  per  c  ! 
may  suffice;  for  less  susceptible  organis 
and  for  serious  infections,  2  to  4  Gm.  ]i 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cep> 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rub»  I 
stoppered;  1  Gm.,  10-ml.  size,  rubbi'l 
stoppered.  [082iH 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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The  least 
expensive; 
erythromycin 

has  a 

brand  name 


Upjohn  has  reduced  the  price  of 
E-Mycin1^  (erythromycin,  Upjohn)  by  25% 
following  a  change  in  manufacturing  facilities. 

That  makes  E-Mycin  the  lowest  priced* 
erythromycin  on  the  market.  Now  your  patients 
can  have  an  Upjohn  drug  and  save  money  besides. 

*Priorto  June  1,  1971 


(erythromycin,  Upjohn) 

The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 
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At  last-an  answer 
to  your  malpractice 
protection  anxiety. 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


The  Pennsylvania  Medical  Society 
has  been  increasingly  concerned  about 
the  problems  faced  by  its  members  in 
securing  and  retaining  professional  lia¬ 
bility  insurance.  There  has  been  a 
growing  tendency  for  insurance  carri¬ 
ers  to  arbitrarily  cancel,  or  not  renew, 
professional  liability  insurance  con¬ 
tracts  for  reasons  entirely  beyond  the 
physician’s  control. 

The  obvious  answer  had  to  be  a 
program,  sponsored  by  the  Pennsyl¬ 
vania  Medical  Society,  designed  to  pro¬ 
vide  its  members  with  long  term  cover¬ 
age,  adequate  limits,  at  the  best  possi¬ 
ble  cost,  in  addition  to  giving  the 
Society  an  opportunity  to  participate 
in  the  policy-making  and  administra¬ 
tion  of  the  program. 

Such  a  program,  more  progressive 
and  comprehensive  than  any  that  has 
been  made  available  to  any  medical 


group,  now  exists.  It  is  being  under¬ 
written  by  the  Argonaut  Insurance 
Company,  a  weii  established, 
“A+AAAA”  rated  casualty  insurance 
carrier  with  assets  in  excess  of 
$180,000,000  and  considerable  experi¬ 
ence  in  the  medical  liability  field.  The 
exclusive,  full-time  administrator  of 
the  program  is  Parker  &  Co.  Inc.  of 
Pennsylvania,  one  of  the  country’s 
leading  insurance  brokerage  firms. 

In  review,  the  major  points  of  the  pro¬ 
gram  are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a  minimum  of  five 


years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis¬ 
trict  committees. 

4.  No  member’s  application  will  be  de¬ 
clined  except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre¬ 
gate  limit  of  $300,000  with  excess 
limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res¬ 
idents  and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil¬ 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur¬ 
ance  coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a  unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover¬ 
age  on  a  long  term  basis.  However,  £ 
broad  based,  high  degree  of  member 
ship  involvement  is  essential  to  make 
this  program  a  success.  Please  fill  oui 
the  coupon  indicating  your  interest  ir 
participating  in  the  PMS  endorsed  pro 
gram  when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

I - 1 

I  Mail  to: 

Parker  &  Co.,  Inc.  of  Pennsylvania 

1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 

Attention:  Mr.  A.  John  Smither,  Vice  President 

I  Name _ 

Office  Address. _ 

|  Telephone  No. _ I 

Medical  Specialty _ 

|  Date  your  professional  liability  insurance  expires _ 

Present  Carrier  - _ 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance 
Program.  Please  send  me  an  application.  □ 


medigram  julyi97i 

COUNCIL  ON  GOVERNMENTAL  RELATIONS  TAKES  POSITIONS  The  Council  on 

Governmental 

Relations  met  last  month  to  consider  bills  of  concern  to  physicians, 
and  took  positions  on  certain  measures.  Following  is  a  brief  de¬ 
scription  of  each  bill  considered  and  the  action  taken  by  the  council. 

ABORTION  S-617  Would  permit  abortions  under  limited  and  specific 
circumstances . ( Oppose ) 

H-536  Would  permit  any  woman  the  right  to  an  abortion  prior  to  the 
completion  of  sixteen  weeks  of  pregnancy,  in  an  accredited  hospital 
or  medical  facility,  not  requiring  any  doctor  or  hospital  to  carry 
out  an  abortion  against  its  or  his  or  her  will.  (Oppose) 

H-8OO  Would  declare  that  all  abortions  under  any  circumstances  are 
illegal.  (Oppose) 

ADVERTISING  H-52o  Would  prohibit  any  person  licensed  to  practice 
any  healing  art  to  solicit  patients  or  advertise  his  services. 

( Support ) 

BLOOD  H-220  "Pennsylvania  Blood  Bank  Act"  -  Would  permit  the  Depart¬ 
ment  of  Health  to  regulate  and  license  blood  banks.  (Deferred  Action) 
CHIROPRACTIC  H-816  Would  require  insurance  companies  to  pay  for  the 
services  of  chiropractors  when  that  insurance  company  pays  other 
practitioners  for  similar  services.  (Oppose) 

H-817  An  amendment  to  the  "Chiropractic  Practice  Act"  that  would 
permit  the  Board  to  promulgate  and  enforce  rules  of  "professional 
conduct  appropriate  to  establish  and  maintain  a  high  standard  of  in¬ 
tegrity  and  dignity  in  the  profession  of  chiropractic."  (Oppose) 

H-818  Would  amend  the  so-called  "Statutory  Construction  Act"  sug¬ 
gesting  that  the  word  "physician"  include  "doctors  of  chiropractic." 
(Oppose) 

DRUGS  H-85O  "Pennsylvania  Drug,  Narcotic  and  Alcohol  Abuse  Control 
Act  of  1971"  (Support) 

H-85I  "Drug,  Device  and  Cosmetic  Act  of  1971"  (Support  with  pro¬ 
posed  amendment  s ) 

H-5^-3  Would  amend  "The  Drug,  Device  and  Cosmetic  Act"  of  1961,  fur¬ 
ther  providing  for  records  of  distribution  of  dangerous  and  narcotic 
drugs.  (Oppose) 

H-923  Would  amend  the  "Pharmacy  Act"  of  1961,  further  regulating 
the  filling  and  refilling  of  prescriptions.  (Oppose) 

EYEGLASSES  H-434  Would  set  standards  for  eyeglasses,  sunglasses 
and  frames  sold  to  the  general  public--  they  may  not  be  inflammatory, 
etc.  (Support) 

FLUORIDATION  S-7l6  Would  require  communities  to  fluoridate  their 
public  water  supplies.  (Support) 

HOSPITALS  S-427  Would  set  up  a  "Pennsylvania  Hospital  Control  Com¬ 
mission"  made  up  of  three  members  appointed  by  the  Governor  of  terms 
of  six  years.  (Oppose) 

H-600  "The  Pennsylvania  Health  Agency  Act"  -  Would  set  up  a  "Penn¬ 
sylvania  Health  Agency"  to  control  "Hospitals,"  "Health  Services," 
"Health  Professions,"  etc.  (Oppose) 

H-931  Would  abolish  state  general  hospitals  as  such,  and  provide 
for  the  communities  to  take  them  over.  (Support) 

HYPNOTISM  S-638  Would  create  a  board  to  license  hypnotists  and  reg¬ 
ulate  those  practicing  hypnotism.  (Oppose) 
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LIABILITY  S-265  Would  relieve  physicians 9  hospitals  and  their  em¬ 
ployees  from  ordinary  liability  in  certain  cases  involving  emergency  ! 
treatment  procedures  in  operations  to  minors.  (Support) 

S-447  Would  exempt  physicians  and  nurses  from  ordinary  liability  whej 
participating  in  mass  immunization  projects  approved  by  the  Pennsyl-  I 
vania  Department  of  Health.  (Support) 

S-528  Would  amend  the  "Disease  Prevention  and  Control  Law"  of  1955  t| 
provide  that  any  person  under  twenty-one  may  be  treated  for  venereal 
disease  by  a  physician  without  the  consent  of  the  minor’s  parents  for 
which  the  "physician  shall  not  be  sued  or  held  liable  for  properly  ad 
ministering  appropriate  treatment  to  the  minor."  (Support) 

MEDICAL  EXAMINER  H-7l6  Would  abolish  all  offices  of  Coroner  in  the 
state  and  authorize  Department  of  Health  to  divide  the  Commonwealth  i 
to  regions  for  the  purpose  of  establishing  regional  centers  and  medic 
examiners  in  those  regions.  (Support) 

S-751  An  Act  relating  to  optional  plans  of  government  for  Pennsylvan 
municipalities .  (Support  if  medical  examiners  offices  can  be  provided 
MENTAL  HEALTH  S-636  Would  give  certain  rights  of  treatment  to  menta] 
patients  in  mental  institutions 5  and  set  up  hearing  mechanisms  and 
remedies  for  patients  in  mental  institutions.  (No  formal  action  taken 
H~720  "Rights  of  Mental  Patients  in  State  Institutions"  (No  formal 
action  taken) 

H-721  "Elimination  of  Peonage  in  Mental  Institutions"  (No  formal  acl 
taken) 

NURSING  H-967  Would  change  the  make-up  and  increase  the  size  of  the 
State  Board  of  Nursing.  (Support) 

H-968  Would  change  certain  definitions  and  the  scope  of  the  State 
Board  of  Nursing.  ( Support 5  except  the  nurses  should  eliminate  the  li 
censing  concept  for  para-nursing  disciplines) 

OSTEOPATHY  H-442  Would  amend  the  "Medical  Practice  Act"  to  permit 
osteopaths  to  apply  for  examination  and  license.  (Oppose) 

H-443  Would  amend  the  "Osteopathic  Practice  Act"  to  permit  doctors  c 
medicine  to  apply  for  examination  and  license.  (Oppose) 

PHYSICIANS’  ASSISTANTS  H-4l4  An  amendment  to  the  Medical  Practice  Ac 
to  permit  the  Board  of  Medical  Education  and  Licensure  to  regulate  tl 
training  of  "physicians’  assistants."  (Oppose) 

SAFETY  GLASS  IN  DOORS  H-432  Would  require  the  use  of  safety  glazing; 
materials  in  hazardous  locations  in  residential,,  commercial  and  publ" 
buildings.  (Support) 

S-29  Would  require  the  use  of  safety  glazing  materials  in  hazardous 
locations  in  residential,,  commercial  and  public  buildings.  (Support) 
TB  TESTING  H-433  Would  amend  the  "Public  School  Code  of  1949"  reques 
ing  tuberculosis  tests  for  teachers.,  school  employees  and  certain  ott 
persons.  (Support) 

WELFARE  MEDICAL  PROGRAMS  H-794  Defines  "levels  of  care"  in  nursing 
homes 5  homes  for  the  aged  and  infirm,,  and  in  boarding  homes.  The  me* 
ure  puts  back  into  the  Department  of  Public  Welfare  some  of  the  "mus< 
needed  to  enforce  regulations  for  boarding  facilities.  (Under  study-( 
fer  action  until  further  advice  from  the  Nursing  Home  Association) 
H-795  Would  amend  the  Welfare  Code  to  give  the  Auditor  General  a  li' 
more  authority  in  certifying  to  the  cost  of  nursing  home  care.  (Unde: 
study-defer  action  until  further  advice  from  the  Nursing  Home  Associ; 
H-806  Would  make  the  Auditor  General  responsible  for  other  payments 
der  the  medical  assistance  programs 5  including  post-hospital  home  ca: 
home  health  care  and  also  authorize  the  department  to  pay  for  care  f 
medical  assistance  recipients  at  a  "public  health  center."  (Support  1 
the  deletion  of  the  word  chiropractor) 
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PMS  president-elect  appoints  council  members 


George  P.  Rosemond,  M.D.,  Phila¬ 
delphia,  president-elect  of  the  Pennsyl¬ 
vania  Medical  Society,  has  announced 
his  appointments  to  Councils  for  the 
!  1971-72  Society  year.  They  were  con¬ 
firmed  at  the  May  meeting  of  the 
Board  of  Trustees. 

Council  on  Education  and  Science 

Jjames  A.  Collins,  Jr.,  M.D., 
CHAIRMAN  (Montour) 

(Jerome  Chamovitz,  M.D.,  VICE 
CHAIRMAN  (Allegheny) 

J.  Reed  Babcock,  M.D.  (Centre) 
William  F.  Bouzarth,  M.D.  (Philadel¬ 
phia) 

|  William  C.  Grasley,  M.D.  (Centre) 
John  H.  Killough,  M.D.  (Philadelphia) 
Roland  A.  Loeb,  M.D.  (Lancaster) 
j  Wilbert  G.  Liindgren,  M.D.  (Jefferson) 
Frank  M.  Mateer,  M.D.  (Allegheny) 
j  John  H.  Moyer,  III,  M.D.  (Philadel¬ 
phia) 

I  Paul  J.  Poinsard,  M.D.  (Philadelphia) 
Alexander  Randall  IV,  M.D.  (Mont¬ 
gomery) 

i  James  A.  Raub,  M.D.  (Blair) 
j  Joseph  J.  Schwerha,  M.D.  (Allegheny) 
David  M.  Shearer,  M.D.  (York) 

I  Bernard  Sigel,  M.D.  (Philadelphia) 
Nathan  Sussman,  M.D.  (Dauphin) 

J  Samuel  G.  Watterson,  M.D.  (Som¬ 
erset) 

Council  on  Governmental  Relations 

Edgar  W.  Meiser,  M.D.,  CHAIRMAN 
(Lancaster) 

Charles  J.  H.  Kraft,  M.D.,  VICE 
CHAIRMAN  (Wyoming) 

I  Leonard  Bachman,  M.D.  (Philadel¬ 
phia) 

William  C.  Beck,  M.D.  (Bradford) 

|  Robert  J.  Beitel,  M.D.  (Lehigh) 

Robert  J.  Carroll,  M.D.  (Allegheny) 
Anthony  J.  Cummings,  M.D.  (Lacka¬ 
wanna) 

Donald  E.  Harrop,  M.D.  (Chester) 

J.  Preston  Hoyle,  M.D.  (Union) 

Philip  E.  Ingaglio,  M.D.  (Philadelphia) 
Michael  P.  Levis,  M.D.  (Allegheny) 
Fred  J.  Phillips,  M.D.  (Bucks) 

'  James  M.  Smith,  M.D.  (Cumberland) 


Council  on  Medical  Service 

D.  Ernest  Witt,  M.D.,  CHAIRMAN 
(Columbia) 

John  Helwig,  Jr.,  M.D.,  VICE 
CHAIRMAN  (Philadelphia) 

Allen  H.  Holt,  M.D.  (Mercer) 

Robert  H.  Kough.  M.D.  (Montour) 
Matthew  Marshall,  Jr.,  M.D.  (Al¬ 
legheny) 

George  R.  Moffitt,  Jr.,  M.D.  (Dau¬ 
phin) 

William  G.  Ridgway,  M.D.  (Lan¬ 
caster) 

Robert  A.  Schein,  M.D.  (Allegheny) 
Arthur  H.  Silvers,  M.D.  (Delaware) 
Daniel  S.  Snow,  M.D.  (Erie) 

John  L.  Steigerwalt,  M.D.  (Mont¬ 
gomery) 

R.  Robert  Tyson,  M.D.  (Philadelphia) 


Ralph  M.  Weaver,  M.D.  (Butler) 

Council  on  Public  Service 

Kenneth  L.  Cooper,  M.D., 
CHAIRMAN  (Lycoming) 

Robert  N.  Moyers,  M.D.,  VICE 
CHAIRMAN  (Crawford) 

William  F.  Beyer,  M.D.  (Chester) 
Stanley  N.  Cohen,  M.D.  (Philadelphia) 
John  C.  Cwik,  M.D.  (Cambria) 

H.  Robert  Davis,  M.D.  (Cumberland) 
Leo  C.  Eddinger,  M.D.  (Lehigh) 
Conrad  A.  Etzel,  M.D.  (Delaware) 
Joseph  T.  Ichter,  M.D.  (Bucks) 

Earle  L.  Keeter,  M.D.  (Schuylkill) 

Paul  H.  Ripple,  M.D.  (Lancaster) 
Ulysses  E.  Watson,  M.D.  (Mont¬ 
gomery) 

Ralph  C.  Wilde,  M.D.  (Allegheny) 


OVER  THIRTY  PHYSICIANS,  county  society  executive  secretaries,  and  members  of 
the  PMS  staff  journeyed  to  Washington  recently  to  meet  with  Pennsylvania's  Con¬ 
gressional  Delegation.  Most  congressmen  were  available  for  interviews  and  attended 
a  reception  in  their  honor.  In  a  follow-up  meeting,  delegates  agreed  that  most  of  the 
congressmen  do  not  expect  a  national  health  insurance  program  to  pass  this  session 
of  Congress.  But  most  congressmen  feel  that  the  greatest  need  exists  in  the  area  of 
"catastrophic  coverage”  which  can  be  added  to  existing  legislation.  Robert  H.  Craig, 
Jr.,  PMS  director  of  governmental  relations;  Jerry  L.  Rothenberger,  PaMPAC 
director;  and  members  of  the  AMA  staff  briefed  the  delegation  on  the  current  status 
of  national  legislation  at  the  meeting  shown  above. 
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Denenberg  statement  questioned  by  County  Society 


Action  has  been  taken  by  the  board 
of  directors  of  the  Philadelphia  County 
Medical  Society  against  the  policy 
statement  of  Insurance  Commissioner 
Herbert  S.  Denenberg,  with  regard  to 
his  statement  concerning  the  salaries 
of  hospital  house  officers. 

Society  President  George  Alan 
Hahn,  M.D.,  has  addressed  a  letter  to 
Dr.  Denenberg  objecting  to  his  posi¬ 
tion  and  has  released  the  following  res¬ 
olution  which  was  unanimously 
adopted  at  the  Board  of  Directors 
meeting  on  June  2,  197 1 . 

Whereas  interns  and  residents 
render  essential  services  to  patients  in 
hospitals,  hospital  emergency  rooms 
and  out  patient  facilities; 

Whereas  the  medicare  law  provides 
specifically  that  costs  of  physicians  in 
training  must  be  charged  as  hospital 
costs  ■ 

Whereas  it  has  recently  been 
proposed  that  the  payment  of  house  of¬ 
ficers  not  be  included  in  the  hospital 
cost  for  purposes  of  Blue  cross 
payments  to  hospitals,  and; 

Tumor  clinic 
elects  officers 

The  annual  meeting  of  the 
Wainwright  Tumor  Clinic  Association 
was  held  at  Polyclinic  Hospital  re¬ 
cently,  with  William  Tyler  Douglass, 
Jr.,  M.D.,  presiding.  William  C.  Beck, 
M.D.,  Sayre,  was  installed  as  president 
and  David  D.  Beiler,  M.D.,  Danville, 
was  elected  president-elect. 

Other  officers  chosen  include 
Whitney  C.  Corsello,  M.D.,  Pitts¬ 
burgh;  George  R.  Greenwood,  M.D., 
Bethlehem;  and  Kenneth  K.  Meyer, 
M.D.,  Sayre.  Drs.  George  A.  Hahn, 
Philadelphia;  Robert  R.  Carpenter, 
Pittsburgh;  and  Roland  A.  Loeb, 
Lancaster,  were  elected  directors. 

Flemming  named  chairman 

Dr.  Arthur  S.  Flemming,  former 
secretary  of  Health,  Education,  and 
Welfare  under  President  Eisenhower, 
has  been  appointed  chairman  of  the 
White  House  Conference  on  Aging. 


Whereas  commitments  to  individual 
house  officers  for  the  year  1971-72 
have  been  made  many  months  ago 
which  could  not  be  honored  if  such 
policy  were  now  adopted; 

The  Board  of  Directors  of  the 
Philadelphia  County  Medical  Society 
unanimously  resolves  that  for  the  year 
1971-72  it  would  be  unwise  and  unfair 
to  withdraw  the  salaries  for  house  staff 
from  hospital  budgets  and  that  these 


The  Hospital  of  the  Medical  College 
of  Pennsylvania  has  filed  suit  in  the 
Philadelphia  Common  Pleas  Court  in 
an  effort  to  prevent  Blue  Cross  from 
carrying  out  retroactive  reductions  in 
payments  previously  made  under  con¬ 
tracts  beginning  July  1,  1969,  and  July 
1,  1970. 

Marion  Fay,  PhD.,  acting  president 
of  the  college,  said  that  the  litigation 
covers  only  reimbursements  for  costs 


Pennsylvania  Blue  Shield  in  1970 
marked  its  twelfth  consecutive  year  of 
record-high  subscriber  enrollment, 
Allen  W.  Cowley,  M.D.,  Harrisburg, 
chairman  of  the  Board  of  Directors, 
reported  to  over  100  members  of  the 
Blue  Shield  Corporation  at  the  group's 
annual  meeting. 

Membership  exceeds  517  million 
persons.  An  additional  two  million  are 
covered  by  government  programs  ad¬ 
ministered  by  Blue  Shield,  including 
medicare  Part  B,  medicaid,  and  the  Ci¬ 
vilian  Health  and  Medical  Program  of 
the  Uniformed  Services  (CHAMPUS). 
The  plan  serves  nearly  65  percent  of 
the  population  of  the  Commonwealth 
and  is  the  largest  Blue  Shield  plan  in 
numbers  of  people  covered. 

Dr.  Cowley  reported  other  records 
set  by  the  plan  during  1970: 

•  The  number  of  claims  paid  for 
subscribers  of  Blue  Shield  programs 
reached  3  million,  up  from  2.8  million 
in  1969. 

•  The  number  of  claims  paid  for  the 
three  government  programs  totaled  2 


salaries  must  be  a  recognized  compo¬ 
nent  of  the  operating  cost  of  the  hospi¬ 
tal  to  be  used  for  the  purpose  of 
calculating  reimbursement  from  Blue 
Cross,  medicare  and  medicaid. 

Be  it  also  resolved  that  this  issue  be 
studied  further  by  the  Committee  on 
Medical  Economics  and  Board  of 
Directors  to  develop  the  future  policy 
of  the  Philadelphia  County  Medical 
Society. 


already  incurred  by  the  hospital, 
claiming  that  Blue  Cross  has  unilater¬ 
ally  imposed  retroactive  reductions  in 
payments  previously  made  without 
question. 

Blue  Cross  has  stated  it  will  impose 
its  decision  by  cutting  payments  to  the 
hospital  in  coming  months  under  its 
current  contract.  The  hospital  has 
taken  the  position  that  this  is  a  viola¬ 
tion  of  contract. 


million,  an  increase  from  about  1.8 
million. 

•  The  amount  paid  for  subscribers' 
care  under  Blue  Shield  programs  to¬ 
taled  nearly  $131  million,  up  from 
$  1  1 1  million  in  1 969. 

•  The  amount  paid  under  govern¬ 
ment  programs  administered  by  Blue 
Shield  reached  $99.5  million,  an 
increase  of  more  than  $6  million. 

Ragweed  pollen  count 
lower  in  1970 

Results  of  a  ragweed  pollen  count 
conducted  during  1970  by  the  State's 
Department  of  Environmental  Re¬ 
sources  reveal  that  the  average  index 
for  the  Commonwealth  has  dropped 
from  a  four-year  average  of  34  (1966- 
69)  to  a  1 970  average  of  30. 

Ragweed  pollen,  admittedly  the 
primary  cause  of  hay  fever,  has  been 
demonstrated  to  be  controllable  by  (1) 
using  selective  herbicides  and  (2) 
physically  cutting  the  plant  just  prior 
to  the  ragweed  season  in  August. 


Blue  Cross  of  Philadelphia  sued 


Blue  Shield  continues  growth 
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PMS  sponsors  hospital  law  seminars 


The  Pennsylvania  Medical  Society 
Iwill  co-sponsor  two  series  of  seminars 
on  hospital  law  with  the  Hospital  As¬ 
sociation  of  Pennsylvania  and  the 
American  College  of  Hospital  Ad¬ 
ministrators.  Conducted  by  the  Health 
Law  Center  in  July  and  August,  the 
seminars  will  be  open  to  hospital  ad¬ 
ministrators,  medical  staff  members, 
attorneys,  trustees,  and  nursing  super¬ 
visors. 

The  first  session,  scheduled  for  July 
12-14  at  Holiday  Inn,  City  Line  Ave., 
Philadelphia,  has  as  its  subject  hospital 
medical  staff  law  (and  bylaws).  In- 

New  healthgroup 
to  encompass 

five-county  area 

Group  Health  Planning  of  Greater 
Philadelphia,  Inc.  (GHP)  a  non-profit 
organization,  has  established  itself  as  a 
five-county  health  corporation  in¬ 
tegrating  existing  facilities  and  per¬ 
sonnel  to  attempt  to  lower  medical 
costs  through  more  efficient  use  of  fa¬ 
cilities  and  better  distribution.  H.  Rob¬ 
ert  Cathcart  of  Pennsylvania  Hospital, 
GHP  chairman,  stated  “the  key  to  the 
program  is  the  amalgamation  of  hospi¬ 
tals,  medical  schools,  unions,  physi¬ 
cians’  groups,  insurers,  employers, 
Blue  Cross  and  Blue  Shield  into  a  con¬ 
sumer-oriented  organization  which 
can  make  better  use  of  existing  health 
resources.” 

By  using  existing  insurance  systems, 
planning  costs  and  the  accompanying 
time  lag  can  be  eliminated.  Cathcart 
claimed  “success  depends  on  enlisting 
the  skills  and  energies  of  a  wide  range 
of  resources  serving  millions  of 
persons  in  the  area  bordered  by 
Trenton  on  one  side  and  Wilmington 
on  the  other.” 

Current  membership  includes  20 
hospitals,  4  physicians’  groups,  8  in¬ 
surers,  3  major  unions,  7  consumer 
groups,  1  insurance  company  repre¬ 
senting  employers,  and  9  health 
groups.  All  these  groups  have  repre¬ 
sentation  on  the  board  of  directors. 


eluded  in  the  course  objectives  are:  in¬ 
terpretation  of  the  new  Joint  Commis¬ 
sion  of  Accreditation  of  Hospitals 
(JCAH)  standards  and  other  changes 
in  hospital  law  and  policy;  creation  of 
legally  acceptable  administrative  pro¬ 
cedures  in  medical  staff  appointments, 
grants,  modification,  and  revocation  of 
privileges;  and  analyses  of  hospital  and 
medical  staff  bylaws  and  administra¬ 
tive  practices. 

The  second  session,  at  the  same 
location,  will  concern  the  law  of  emer¬ 
gency  and  outpatient  services  and  will 
be  conducted  July  15-17.  It  will 
provide  practical  guidelines  for  dealing 
with  the  increasing  responsibility  of 
hospitals  in  relation  to  emergency  and 
outpatient  care  practices.  Among  the 
subjects  to  be  studied  are:  JCAH 
requirements,  HEW  and  state  regula¬ 
tions,  statutory  and  case  law,  and 
changing  community  and  govern¬ 
mental  expectations.  Participants  will 
also  learn  to  identify  the  standards  of 


care  by  which  the  law  now  measures 
the  adequacy  of  emergency  and  outpa¬ 
tient  care  practices. 

The  same  seminars  will  be  held  in 
August  at  Hidden  Valley,  Somerset. 
Hospital  medical  staff  law  (and 
bylaws)  will  be  given  August  2-4  and 
the  law  of  emergency  and  outpatient 
services  on  August  5-7. 

John  F.  Horty,  LL.B.,  and  Eric  W. 
Springer,  LL.B.,  authors  of  Hospital 
Law  Manual  will  serve  as  faculty  for 
the  conferences.  Horty  is  president  of 
Aspen  Systems  Corp.  and  director  of 
the  Health  Law  Center.  Springer  is 
also  on  the  center’s  staff  and  is  adjunct 
professor  of  health  law  at  the  Graduate 
School  of  Public  Health,  University  of 
Pittsburgh. 

Tuition  at  one  session  is  $250.  A  tu¬ 
ition  charge  of  $450  will  cover  both 
sessions  for  a  registrant.  Write  Judy 
Protas,  Registrar,  Health  Law  Center 
Seminars,  Webster  Hall,  Pittsburgh 
15213,  or  telephone  (412)  621-7192. 


U.S.  SURGEON  GENERAL  JESSE  STEINFELD,  M.D.,  center,  recently  delivered  the 
annual  W.  Emory  Burnett  Honor  Lecture  sponsored  by  the  department  of  surgery, 
Temple  University  Health  Sciences  Center.  The  lecture  is  named  for  the  former 
chairman  of  surgery  at  Temple.  Shown  with  Dr.  Steinfeld  at  a  dinner  meeting  are 
from  the  left:  Drs.  Paul  Kotin,  Temple  vice-president  in  charge  of  health  sciences; 
George  P.  Rosemond,  professor  and  chairman  of  the  department  of  surgery  and  PMS 
president-elect;  Leroy  E.  Burney,  former  U.S.  surgeon  general  and  former  Temple 
vice-president,  who  is  now  president  of  Milbank  Memorial  Fund;  and  N.  Henry  Moss, 
associate  clinical  professor  of  surgery  and  co-chairman  of  the  dinner. 
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Hershey  class  chairman  issues  challenge 


Paul  E.  Pataky,  M.D.,  Wyncote, 
chairman  of  the  first  medical  graduating 
class  at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  University, 
delivered  the  following  meaningful  re- 


Edltor’s  Note 

marks  during  the  recent  graduation  cere¬ 
monies. 

Dr.  Pataky,  who  has  accepted  a  ro¬ 
tating  internship  at  Abington  Memorial 


Hospital,  prepared  his  remarks,  typing 
them  roughly  on  the  back  of  an  applica¬ 
tion  form  for  an  NIH  trainingship,  and 
delivered  them  exactly  as  he  wrote  them 
in  the  first  draft. 


As  everyone  here  is  undoubtedly  aware,  the  building 
which  stands  on  this  site  and  the  institution  which  it  repre¬ 
sents  was  established  and  constructed  primarily  through  the 
endowment  of  the  Hershey  Trust,  with  additional  grants 
from  the  federal  government.  While  this  in  itself  is  an 
awesome  accomplishment,  perhaps  few  people  here  realize 
what  a  remarkable  and  unique  situation  it  actually  repre¬ 
sents.  Of  the  dozen  medical  schools  which  have  been  or  are 
being  created  de  novo  in  the  past  five  years,  this  institution 
alone  has  been  built  primarily  with  private  funds.  The 
others  have  been  developed  with  public  funding.  Indeed, 
our  distinguished  keynote  speaker  for  today  has  served  as 
dean  and  director  of  one  such  school,  into  which  the  citi¬ 
zens  of  Arizona  have  put  a  tremendous  per  capita  financial 
commitment. 

The  establishment  of  our  own  state  medical  school  by 
private  endowment  takes  on  even  more  significance  when 
one  realizes  that  it  has  been  half  a  century  since  such  an 
enormous  infusion  of  money  from  a  single  source  has  been 
given  to  further  medical  education  in  this  country.  Millions 
of  dollars  were  given  by  the  Rockefeller  and  Carnagie 
Foundations  at  the  close  of  World  War  I  to  establish  full¬ 
time  professorships  at  several  medical  schools.  And  indeed, 
the  recipients  of  that  beneficence  today  remain  as  the  finest 
institutions  of  medical  education  in  the  country. 

How  fortunate,  then,  is  the  Commonwealth  of  Pennsyl¬ 


vania,  already  the  home  of  six  medical  schools,  to  have  seen 
the  creation  on  the  doorstep  of  its  capital  a  medical  school 
which  is  already  acclaimed  as  a  major  innovative  force  in 
medical  education,  and  which  truly  has  the  spirit  and  poten¬ 
tial  to  be  one  of  America’s  outstanding  medical  shcools. 

A  responsible  committment  by  the  Commonwealth  to 
this  institution  can  only  return  to  the  citizens  of  Pennsyl¬ 
vania  a  significant  increase  in  the  quality  of  health  care,  not 
just  by  continuing  the  medical  school  on  its  trend  toward 
excellence,  but  through  the  expansion  of  training  facilities 
to  encompass  nursing  and  other  allied  health  fields,  which 
are  increasingly  vital  to  the  proper  delivery  of  health  care. 
If  states  with  one-eighth  the  population  of  Pennsylvania  can 
build  a  medical  school  from  scratch,  is  it  too  much  to  ex¬ 
pect  our  own  state  merely  to  share  in  improving  its  existing 
medical  schools?  I  think  not. 

The  Class  of  1971  has  seen  this  institution  grow  and 
improve  steadily  in  the  four  years  we  have  spent  here.  We 
are  enthusiastic  about  its  programs,  and  its  promise.  Our 
successors  share  this  enthusiasm,  confirming  our  belief  that 
this  institution  is  improving  what  needs  reworking,  and  per¬ 
petuating  what  is  already  excellent.  We  know  that  the  facul¬ 
ty,  students  and  staff  will  continue  to  work  on  behalf  of  this 
school.  It  is  the  sincere  desire  of  the  Class  of  1971  that  the 
millions  of  Pennsylvanians  whom  this  institution  will 
benefit  will  do  the  same. 


Twenty-fourth  Annual  State  Dinner 

Tuesday  Evening 
October  5, 1971 
Pittsburgh  Hilton  Hotel 
Reception  Dinner 

Dancing  and  Entertainment 

•  Installation  of  George  P.  Rosemond,  M.D.,  as  the  122nd  President  of  the  Penn¬ 
sylvania  Medical  Society 

•  Presentation  of  Past  President’s  Medallion  to  William  A.  Limberger,  M.D.,  121st 
President 

•  Presentation  of  State  Benjamin  Rush  Awards 
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j  Seven  Pennsylvania  schools  grant  M.D.  degrees 


I  Hershey  graduated  its  first  class  of 
nedical  students  on  June  5  when  the 
Milton  S.  Hershey  Medical  Center  of 
Pennsylvania  State  University  was 
iedicated.  M.D.  degrees  were  received 
jy  33  students  and  graduate  degrees  by 
'our.  The  speaker  at  the  combined  ex¬ 
cises  was  Merlin  K.  DuVal,  M.D., 
lean  and  director  of  the  University  of 
Arizona  Medical  Center,  who  has  been 
lominated  by  President  Nixon  as  as¬ 
sistant  secretary  of  HEW  for  health 
ind  science  affairs.  Dr.  Duval  is  a 
member  of  the  board  of  governors  of 
:he  American  College  of  Surgeons. 

University  of  Pittsburgh 

The  University  of  Pittsburgh  School 
of  Medicine  graduated  96  seniors  at 
their  commencement  exercises  on  May 
27.  Speaker  for  the  occasion  was 
Senator  Hugh  Scott. 

Jefferson 

Jefferson  Medical  College  graduated 
193  at  its  ceremonies  on  June  1  1  at  the 
Academy  of  Music  in  Philadelphia. 
Governor  Milton  J.  Shapp  was  the 
principal  speaker. 

Temple 

Temple  University  School  of  Medi¬ 
cine  reports  that  there  were  9  women 
among  the  134  graduates  on  May  27  at 
the  City  Line  Avenue  Holiday  Inn. 
Speaker  was  John  Kirkpatrick,  M.D., 
professor  of  pediatrics  and  president  of 
the  medical  school  faculty  senate. 

Hahnemann 

John  M.  Knowles,  M.D.,  general 
director  of  the  Massachusetts  General 
Hospital  in  Boston,  was  speaker  at  the 
exercises  at  Hahnemann  Medical  Col¬ 
lege  on  June  10.  M.D.  degrees  were 
conferred  on  107  graduates,  one  of  the 
largest  classes  in  the  history  of  the 
school. 

MCP 

The  Medical  College  of  Pennsyl¬ 
vania  held  commencement  ceremonies 
May  26,  graduating  the  last  all-female 
M.D.  class  of  51  young  women. 
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SHOWN  ABOVE  at  the  graduation  of  the  first  class  of  medical  students  at  Hershey, 
George  T.  Harrell,  M.D.,  dean  of  the  medical  school,  addresses  the  audience.  Shown 
below  on  the  left,  Larien  E.  Bieber,  M.D.,  Brodbecks,  York  County,  receives  the  first 
diploma  from  Dr.  John  W.  Oswald,  president  of  Pennsylvania  State  University.  On  the 
right,  Paul  E.  Pataky,  M.D.,  of  Wyncote,  chairman  of  the  graduating  class,  delivers 
the  remarks  which  appear  on  the  opposite  page. 


Thomas  C.  Mendenhall,  president  of 
Smith  College,  delivered  the  main 
address  and  also  received  an  honorary 
degree. 

University  of  Pa. 

On  May  24  the  University  of  Penn¬ 
sylvania  Hospital  conferred  M.D. 
degrees  on  131  students. 


One  of  the  principal  speakers  in  the 
1971  series  of  institutes  sponsored  by 
the  National  Foundation  of  Health, 
Welfare,  and  Pension  Plans  is  Russell 
B.  Roth,  M.D.,  of  Erie.  Speaker  of  the 
house  of  delegates  of  the  American 
Medical  Association,  he  discusses  mass 
medical  care  in  the  1970s  with  trustees 
and  administrators  who  manage  joint 
labor-management  benefit  plans. 
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Pennsylvanians  included  in  nutrition  survey 


Some  1,500  Pennsylvanians  cur¬ 
rently  are  being  invited  to  receive 
health  and  nutrition  examinations  as 
part  of  a  nationwide  survey  conducted 
by  the  Health  and  Nutrition  Examina¬ 
tion  Survey  of  the  U.S.  Public  Health 
Service. 

Locations  to  be  visited  in  the  Com¬ 


monwealth  include  metropolitan 
Philadelphia,  metropolitan  Pittsburgh, 
and  Mercer  county. 

Operationally,  the  survey  is  pre¬ 
ceded  in  each  area  by  interviewers 
from  the  Bureau  of  the  Census,  who 
visit  the  selected  census  tracts  for  the 
purpose  of  identifying  the  eligible 


persons  and  collecting  related  informa¬ 
tion.  From  this  list  of  eligibles,  a 
number  of  sample  persons  is  selected 
and  later  contacted  by  health  and  nu¬ 
trition  examination  representatives, 
who  explain  the  survey,  seek  authori¬ 
zation  for  participation,  and  arrange 
appointments  for  the  examination  and 
transportation.  No  charge  is  made  for 
the  examination  or  transportation 
provided  to  and  from  the  mobile  ex¬ 
amination  center. 

The  survey  will  examine  a  repre¬ 
sentative  sample  of  the  U.S.  popula¬ 
tion  over  the  next  two  years,  visiting 
sixty  four  locations  throughout  the 
country  for  this  purpose.  The  survey 
will  be  collecting  uniform  statistical 
information  on  selected  chronic 
disease  conditions  and  on  the  nutri¬ 
tional  status  of  the  population  aged  1 
to  74  years.  Persons  to  be  examined 
are  selected  by  scientific  sampling 
techniques  and  invited  to  participate  in 
the  data-collecting  process. 

Each  examination  team  consists  of: 
a  general  examining  physician,  derma¬ 
tologist,  ophthalmologist,  dentist, 
nurse,  laboratory  technician,  two 
health  technicians,  secretary,  three  nu¬ 
tritionists,  and  supporting  staff  of  ad¬ 
ministrative  personnel. 

All  data  and  information  collected 
from  those  individuals  participating  in 
the  survey  are  used  for  statistical  pur¬ 
poses  only  and  are  strictly  confidential. 
A  copy  of  examination  findings, 
including  laboratory  findings  (hemo¬ 
globin,  red  and  white  cell  counts, 
cholesterol,  iron,  vitamin  levels,  etc.) 
may  be  made  available  to  an  ex¬ 
aminee’s  personal  physician  or  clinic 
physician  should  this  be  requested  and 
authorized  by  the  examinee.  Findings 
of  the  examination  are  not  made  avail¬ 
able  to  the  examinee  by  the  examining 
staff,  but  rather  through  his  physician. 


THE  THIRD  ANNUAL  Teachers  Conference  on  Continuing  Education  in  Psy¬ 
chiatry  held  recently  in  Philadelphia  brought  together  educators  in  this  field 
from  throughout  Pennsylvania.  In  the  above  photograph,  H.  Keith  Fischer, 
M.D.,  of  Temple  University,  addresses  the  conference,  and  Paul  J.  Fink,  M.D., 
also  of  Temple,  looks  on.  Below,  left  to  right,  are  Rex  Pittenger,  M.D.,  of  the 
University  of  Pittsburgh;  William  C.  Webb,  M.D.,  University  of  Pennsylvania; 
and  Benjamin  Schneider,  M.D.,  Danville,  a  member  of  the  Pennsylvania 
Steering  Committee. 


Philadelphia  State  Hospital  no  longer  crowded 


Franklyn  R.  Clarke,  M.D.,  superintendent  at  Philadel¬ 
phia  State  Hospital,  Byberry,  has  made  known  that  for  the 
first  time  in  its  65-year  history,  overcrowding  has  ended. 
Dr.  Clarke  attributed  the  shrinking  patient  population  to 
several  factors: 

1 .  Advances  in  psychiatry,  including  chemotherapy; 

2.  The  increase  of  individualized  treatment  programs 
within  Philadelphia  State  Hospital; 


3.  Improved  admissions  procedures; 

4.  More  highly  trained  staff; 

5.  Better  pre-  and  post-hospital  care,  facilitated  by  the 
growth  of  community  mental  health  centers; 

6.  Greater  public  understanding; 

7.  The  recognition  that  reduced  hospital  stays  increase  a 
patient's  chance  of  returning  home  and  resuming  reg¬ 
ular  activities. 
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THE  DAUPHIN  COUNTY  MEDICAL  SOCIETY  recently  met  at  PMS  Headquarters  in  a 
joint  session  with  hospital  staffs.  Shown  above  from  the  left  are  John  Worman,  exec¬ 
utive  director  of  the  Hospital  Association  of  Pennsylvania;  David  A.  Smith,  M.D., 
medical  editor  of  PENNSYLVANIA  MEDICINE;  Claude  Nichols,  M.D.;  and  Raymond 
C.  Qrandon,  M.D.,  county  society  president  and  secretary  of  the  State  Society. 


DMS  rotogravure 


i fHE  GAVEL  is  received  by  the  new  president  of  the  Pennsyl- 
'ania  Association  of  Medical  Assistants,  Mrs.  Agnes  E.  Smith, 
)f  Luzerne  County,  from  PMS  Past  President  Lewis  T. 
puckman,  M.D.,  Wilkes-Barre,  the  installing  officer  at  the 
ecent  PAMA  convention  in  Pittsburgh.  Mrs.  George  F.  Dolack 
)f  Dauphin  County  was  chosen  president-elect  of  the  group. 


JAMES  Z.  APPEL,  M.D.,  top,  of  Lan¬ 
caster,  past  president  of  the  American 
Medical  Association,  and  Allan  W. 
Cowley,  M.D.,  bottom,  of  Harrisburg, 
past  president  of  the  Pennsylvania  Medi- 
■  cal  Society,  have  been  named  honorary 
members  of  the  Pennsylvania  Associa¬ 
tion  of  Medical  Assistants  (PAMA)  for 
their  help  in  the  development  of  that  or- 
1  ganization.  The  action  was  taken  by 
-  unanimous  vote  at  the  recent  annual 
meeting  of  PAMA. 


Mil.:  I  /  I 

THE  NEED  for  continuing  medical  education  and  the  medical  education  foundation 
were  topics  explored  during  the  recent  PMS  Officers'  Conference.  Shown  above  are 
some  of  the  participants  in  this  presentation.  Left  to  right  are  Norman  S.  Stearns, 
M.D.,  director,  Postgraduate  Medical  Institute,  Boston,  Mass.;  Robert  L.  Evans,  M.D., 
vice-president  for  medical  affairs  at  York  Hospital,  who  leaves  this  month  for  a  new 
post  in  Illinois;  John  H.  Boat,  M.D.,  Beaver,  member  of  the  Officers'  Conference  Com¬ 
mittee;  and,  at  the  rostrum,  John  H.  Moyer,  M.D.,  chairman  of  the  department  of  med¬ 
icine,  Hahnemann  Medical  College.  Proposed  continuing  education  requirements  for 
PMS  membership  are  outlined  elsewhere  in  this  issue  of  PENNSYLVANIA  MEDICINE. 
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PSU  professor  studies  new  ascorbic  acid  use 


Dr.  Ralph  Mumma  of  Pennsylvania 
State  University’s  School  of  Agricul¬ 
ture,  has  presented  a  paper  before  the 
Federation  of  American  Societies  for 
Experimental  Biology  in  Chicago  de¬ 
scribing  the  identification  of  a  chemi¬ 
cal  mechanism,  triggered  by  ascorbic 
acid,  that  flushes  cholestrol  from  the 
arteries  and  organs  in  an  experiment 
on  rats. 

Dr.  Mumma  said,  "A  derivative  of 
ascorbic  acid  vastly  accelerated  the 
excretion  of  cholesterol  from  our  ex¬ 
perimental  animals.  We  don't  know  at 
the  moment  where  the  discharged 
cholesterol  came  from  and  that 
presents  a  major  task  for  further  exper¬ 
iments.  But  the  present  results  raise  the 
speculation —  and  it  is  only  specula¬ 
tion  at  the  moment —  that  large  doses 
of  some  form  of  ascorbic  acid  might 
one  day  be  used  to  remit —  or 
prevent —  atherosclerosis  in  human 
beings.” 

Experiments  with  guinea  pigs,  rats, 
and  rabbits  given  heavy  doses  of  as¬ 
corbic  acid  have  responded  with 
lowered  cholesterol  levels  in  the  blood, 
inhibiting  atherosclerosis.  It  appears 

Drug  abuse  training 
at  pharmacy  college 

The  Philadelphia  College  of  Phar¬ 
macy  and  Science  has  received  approv¬ 
al  from  the  U.S.  Public  Health  Service 
for  a  training  program  titled  "Drug 
Abuse  Education  for  Health  Profes¬ 
sionals.” 

Designed  for  pharmacists,  physi¬ 
cians,  and  other  health  personnel,  it 
will  deal  with  factors  predisposing  to 
drug  abuse,  the  pharmacology  and  tox¬ 
icology  of  drugs  which  are  abused,  the 
legal  aspects  of  drug  abuse,  treatment 
and  rehabilitation  programs,  and  drug 
abuse  prevention  programs. 

Tuition  will  be  free  to  qualified 
applicants,  but  enrollment  is  limited  to 
100.  Application  forms  may  be  ob¬ 
tained  from  the  director.  Dr.  Allen  M. 
Kratz,  Philadelphia  College  of  Phar¬ 
macy  and  Science,  Forty-third  St.  and 
Kingsessing  Ave.,  Philadelphia  19104. 

The  course  is  scheduled  each 
Wednesday,  6:30  to  9:30  p.m.,  begin¬ 
ning  September  8,  1971,  and  will  last 
for  six  weeks. 


that  Dr.  Mumma’s  experiment  seems 
to  identify  the  mechanism  by  which 
these  favorable  reactions  occur.  Ap¬ 
parently  cholesterol  discharge  is  accel¬ 
erated  by  a  biochemical  reaction 
known  as  sulfation  which  enhances 
cholesterol’s  susceptibility  to  being  dis¬ 
solved  by  water.  It  makes  cholesterol 
"flushable”  and  may  even  pry  loose 
cholesterol  already  hardened  on  arteri¬ 
al  walls.  Experiments  by  Dr.  Mumma 
in  1968  had  previously  demonstrated 
the  capacity  of  ascorbic  acid  sulfate  to 
act  as  a  sulfating  agent.  The  ability  of 
natural  ascorbic  acid  to  trigger  some 
sulfation  having  previously  been  es¬ 
tablished,  present  experiments  are 
showing  that  an  artificial  derivative 
(L-Ascorbic  Acid  3-Sulfate)  can  raise 
sulfation  to  relatively  massive  propor¬ 
tions. 

Aided  by  Anthony  Verlangieri,  a 
graduate  student  in  biochemistry,  the 
scientists  injected  inorganic  sulfate  (no 
ascorbic  acid)  into  one  group  of  rats  to 
determine  a  base-line  of  cholesterol 
sulfate  excretion  (0.1 1).  Then  they  in¬ 
jected  ordinary  inorganic  sulfate  plus 
ascorbic  acid  into  a  second  group. 
Cholesterol  sulfate  discharge  (through 
the  feces)  doubled.  (0.21).  Further  in¬ 
jecting  ascorbic  acid  that  had  already 


The  Susquehanna  Valley  Regional 
Medical  Program  (SVRMP)  has  re¬ 
ceived  a  grant  award  of  $625,710  from 
the  U.S.  Department  of  Health,  Edu¬ 
cation,  and  Welfare  to  run  through 
March  31,  1972.  The  announcement 
was  made  by  Ellsworth  R.  Browneller, 
M.D.,  Danville,  chairman  of  the 
Regional  Advisory  Group. 

This  is  representative  of  a  nation¬ 
wide  12  percent  budget  cut  for  the 
program  which  has  necessitated  a 
reduction  of  the  staff  of  SVRMP  to 
twenty  people. 

Despite  this,  the  number  of  projects 
has  been  increased.  Current  projects 
include:  the  Columbia-Montour  Home 
Health  Services,  Inc.,  Bloomsburg, 
servicing  Columbia  and  Montour 
counties;  the  Geisinger  Medical 
Center  radiological  health  and 
coronary  care  training  programs;  a 


been  sulfated  into  a  third  group,  the 
cholesterol  discharge  rate  jumped  by  a 
factor  of  fifty  (6.05). 

Dr.  Mumma  theorized,  "Ascorbic 
acid  alone  evidently  encourages  the 
sulfation  and  ultimate  excretion  of 
cholesterol.  But  ascorbic  acid  that  has 
been  pre-sulfated,  prior  to  injection, 
dramatically  increases  the  entire  sulfa¬ 
tion  process  and  we  have  pinpointed 
the  effects  upon  cholesterol...  These 
results  suggest  that,  ultimately,  an  as¬ 
corbic  acid  sulfate  might  be  taken  in 
large  doses  by  human  beings  to  help 
the  body  metabolize  and  get  rid  of  ex¬ 
cessive  cholesterol  in  the  blood.” 

Dr.  Mumma's  conclusions  are  cau¬ 
tious:  "Much  more  need.s  to  be  done 
before  ascorbic  acid  can  be  certified  as 
an  anti-cholesterol  agent  for  human 
beings.  At  the  moment,  not  even  Dr 
Pauling  knows  precisely  how  ascorbic 
acid  works  as  a  vitamin.  Optimum  dos¬ 
ages  remain  to  be  determined.  And 
side-effects  must  be  scrupulously  ex¬ 
amined...  We  would  not  want  to  accel¬ 
erate  cholesterol  excretion  at  the  pos 
sible  jeopardy  of  some  other  bodil> 
functions.  Ascorbic  acid  sulfate,  ad¬ 
ministered  as  a  drug,  would  have  to  bt 
respected  as  a  drug —  with  all  the  cau 
tion  that  implies.” 


coronary  care  training  program  fo 
nurses  at  the  Altoona  Hospital;  an  en 
terostomal  therapy  training  program  a 
Harrisburg  Hospital;  and  the  SVRM 
informational  service  at  the  library  c 
Milton  S.  Hershey  Medical  Center  c 
Pennsylvania  State  University,  whic 
is  supported  financially  by  the  Penr 
sylvania  Medical  Society. 

Correction 

The  April  1971  issue  of  PENNSYl 
vania  Medicine  carried  an  origin, 
scientific  paper  entitled  "Treatment  < 
Parkinsonism  with  Amantadine  H 
drochloride.”  The  complete  names  < 
the  authors,  because  of  a  technic 
error  in  the  printing  process,  did  n 
appear.  Co-authors  of  the  paper  a 
Jack  Greenburg,  M.D.,  Philadelphi 
and  Burton  Diamond.  M.D.,  Loi 
Island,  N.Y. 


SVRMP  receives  grant  award 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic 


transition* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re¬ 
placement  therapy.1 

Predictably  responsive! 

This  kind  of  comfortable  patient  re¬ 
sponse  has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a  Cadillac  of  thyroid  medications 
. . .  with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta¬ 
tus  is  a  continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3— T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a  penny  a  day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
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Syntltroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx¬ 
edema,  hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non¬ 
toxic)  goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec¬ 
tion  is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a  patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over¬ 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a  lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis¬ 
tration.  The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a  reduction  in  dosage. 

Contraindications :  Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy¬ 
roxine)  therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous¬ 
ness  have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a  reduction  of  dosage  fol¬ 
lowed  by  a  more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a  0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a  single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0. 1  mg.  daily,  and  may  be  increased  by  0. 1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure¬ 
ments  about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a  second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5  ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. ,  as  a  diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a  solu¬ 
tion  containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a  repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road,  let  us  be 
of  service  in  these 
4  specific  ways: 


I  FREE  FILM  AND 
BOOK  ON  HYPO¬ 
THYROIDISM:  In 
a  30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri¬ 
nologists  discuss 
“Thyroid  Deficiency- 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A  new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a  leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a  free  copy. 


\  NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE— 
ask  your  Flint  man. 


3  TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 
0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4  SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further  . 
information. 


(thyroid-androgen)  tablets 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


American  Fertility  Society 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 


JL 


Choice  of  4  strengths: 

Android  Android-HP 


Android-x  Android-Plus 


I  Each  yellow  tablet  contains: 
Methyl  Testosterone  .  .2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL . 10  mg. 

Dose:  1  tablet  3  times  daily, 
j  Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  .  .5.0  mg. 
Thyroid  Ext.  (Vx  gr.)  ...  30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  _ 64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (*/»  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCL . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .  10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin . ...5  mg. 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Write  for  literature  and  samples:  ( BRolfllJfc  THE  BROWN  PHARMACEUTICAL  CO., 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


References:  1.  Montesano,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  seXual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher,  T.  F 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936 
1959.  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis 
J  Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  n  " 
delphia,  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

111.,  1959,  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin* 

capsules/elixir 

A  Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole . 100  mg. 

Nicotinic  Acid .  100  mg. 

Ascorbic  Acid .  100  mo. 

Thiamine  HCI .  25  mg. 

1 -Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin .  2  mg. 

Pyridoxine . 3  mg. 

DOSAGE:  One  capsule  t.I.d.  ocas  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  600,  1000  capsules. 

Also  elixir  802.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 

i  I MAVVfVh  THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St., Los  Angeles, Calif  .90057 
Write  for  Product  Catalog 
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She  has  a  plan  that  works. 
She  has  one  plan  for  the 
iclass.  And  they  really  respond. 

She  has  another  plan  just 
for  herself.  A  medication  plan 
for  her  hypertension.  And  she's 
also  responding  beautifully. 

More  than  just  another 
antihypertensive,  Ser-Ap-Es 
can  be  a  whole  medication  plan 
for  living  with  hypertension. 

Does  it  get  good  marks  for 
comfort? 

Excellent.  Because 
3er-Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of  each 
:omponent  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz- 
ng  side  effects.  However,  side 
affects  may  occur  (see  prescrib- 
ng  information). 

Designed  with  the  kidney 
n  mind? 

Hydralazine  maintains 
ar  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
erebral  vascular  tone.  And 
eserpine  has  beneficial  calm- 
ng  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
“homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 


c  I  B  A 


Ser-Ap-Es 

J l  reserpineO.l  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es® 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 

25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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DISCUSSING  the  family  practice  residency  program  at  York  Hospital,  and  the  role 
played  by  York  College  are,  left  to  right,  Peter  Kenedy,  M.D.;  Eugene  Mlynarczyk, 
M.D.;  Elizabeth  Wilson,  M.D.  (standing);  Thomas  M.  Hart,  M.D.,  director  of  the  clinic; 
William  Lynn,  M.D.  (standing);  Robert  Schmidt,  PhD.  and  William  Ashbaugh,  PhD.,  of 
York  College;  and  James  Wilson,  M.D. 


Fork  Scene  of  Family  Practice  Residency  Experiment 


!  A  joint  venture  in  medical  educa- 
ion,  possibly  unique  in  the  nation,  is 
!inder  way  in  York,  Pennsylvania. 

York  College,  a  private,  liberal  arts 
nstitution  and  York  Hospital,  a 
jrivate,  community  hospital,  are  coor¬ 
dinating  an  extensive  training  program 
j 'or  York  Hospital  family  practice  resi¬ 
dent  physicians  enrolled  in  the  York 
Family  Practice  Center. 

According  to  the  director  of  the 
l-amily  Practice  Center,  Thomas  M. 
-dart,  M.D.,  this  joint  venture  is  the 
)nly  such  project  between  two  in¬ 
dependent  institutions.  Other  family 
jractice  programs  are  operated  within 
jniversity  medical  schools  and  hospi- 
als.  It  was  felt  that  for  the  best  in¬ 
volvement  of  young  physicians  with 
hhe  total  community,  two  such  institu¬ 
tions  as  York  College  and  York  Hospi¬ 
tal  were  ideally  suited. 

The  concept  of  family  practice,  as 
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interpreted  in  York,  is  of  a  specialty 
equal  to  other  medical  specialities,  but 
involving  more  areas  of  expert  knowl¬ 
edge. 

The  old  fashioned  concept  of  the 
"family  doctor”  suggests  the  scope  of 
family  practice.  He  had  to  be  a  bit  of 
everything  to  every  man.  He  was  a 
philosopher,  psychologist,  psychiatrist, 
social  worker,  businessman,  financier, 
civic  community  leader,  auto  me¬ 
chanic  and  file  clerk  as  well  as  a  total 
general  practitioner. 

"In  truth,”  Dr.  Hart  points  out, 
"family  practice  must  be  nothing  less 
than  the  total,  comprehensive,  con¬ 
tinuing  care  of  the  family  as  a  unit.” 

This  concept  entails  much  non- 
clinical  knowledge  on  the  part  of  the 
practitioner  since  the  family  unit  is  not 
a  purely  medical  organism.  It  is  made 
up  of  many  separate  entities  totally  in¬ 
dependent  yet  interrelated. 


The  nature  of  this  relationship  is  the 
object  not  so  much  of  medical  study  as 
of  those  disciplines  best  examined 
within  an  academic  atmosphere. 

Dr.  Hart  has  turned  to  York  College 
as  a  source  of  such  informational  and 
instructional  capabilities. 

A  joint  effort  coordinated  by  the 
College  Continuing  Education  Office 
has  created  a  curriculum  including  the 
fields  of  psychology,  sociology,  law, 
business  administration,  finance  and 
computer  science. 

Resident  physicians  enrolled  at  the 
Family  Practice  Center  attend  a  series 
of  seminars  at  which  they  are  exposed 
to  the  entire  range  of  disciplines  neces¬ 
sary  if  they  are  to  attempt  treating  the 
family  "as  a  unit.” 

Under  the  direction  of  Dr.  Robert 
Schmidt,  chairman  of  the  Department 
of  Behavioral  Sciences,  the  young 
physicians  learn  the  techniques  of  psy- 
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chological  testing  and  measuring. 
Learning  theories  and  the  methods  of 
psycho-therapy  are  investigated.  They 
discuss  care  for  the  neurotic  through 
the  principles  of  learning.  “Bedside 
Manner”  (or  as  it  is  more  properly 
termed,  “Positive  Reinforcing  Experi¬ 
ence”)  is  practiced. 

Dr.  Schmidt  also  lectures  on  the 
psychological  development  of  the  child 
within  the  family  and  problems 
ranging  from  sibling  rivalry,  divorce 
and  broken  homes  to  bedwetting  and 
security  blankets. 

Dr.  William  Ashbaugh,  psychologist 
on  the  York  College  faculty,  created  a 
curriculum  which  integrates  the  ab¬ 
stractions  of  psychology  and  the 
concrete  realities  of  business.  His  sem¬ 
inar  sessions  introduce  the  physicians 
to  the  sociological  pressures  under 
which  a  family  unit  functions  and 
describes  the  effects  these  pressures 
can  be  expected  to  exert  upon  a  family 
practice. 

He  also  leads  the  doctors  in  discus¬ 
sions  of  how  sociological  factors  are 
instrumental  in  all  other  activities  of  a 
family  practitioner.  These  include  the 
socio-economic  positions  of  families 


within  a  community,  racial  tensions, 
sex  education  and  the  changing  moral 
and  social  climate  as  well  as  the  ubiq¬ 
uitous  financial  strains  within  a  family 
budget. 

Even  the  wives  of  the  doctors  attend 
at  least  one  seminar  session  since  the 
doctor’s  family  itself  influences,  for 
better  or  for  worse,  his  ability  to  func¬ 
tion  effectively. 

Dr.  Ashbaugh  tapes  these  “en¬ 
counter  sessions”  and  they  are  played 
back  to  detect  the  subtle  strains  and  in¬ 
compatibilities  which,  if  left  unde¬ 
tected  and  misunderstood,  could  be¬ 
come  decisive. 

The  sociological  aspects  serve  to 
bridge  the  gap  between  psychology 
and  business.  It  is  from  such  diverse 
pursuits,  however,  that  an  effective 
family  physician  must  fashion  his  life 
style. 

Colonel  P.  Frank  Lisk,  chairman  of 
the  Business  Administration  depart¬ 
ment  at  York  College,  developed  his 
seminars  based  on  this  requirement  of 
practicability. 

These  programs  confront  the  physi¬ 
cians  with  the  “nuts  and  bolts”  of  ef¬ 
ficient  operation  of  a  family  practice 


office,  and  teach  them  how  to  put 
them  together. 

They  include  business  organization, 
management,  accounting,  secretarial 
methods,  taxes,  law,  record  keeping, 
medicare  requirements  and  insurance. 

The  director  of  the  York  College 
computer  center,  Mr.  George  Beahan, 
instructs  the  doctors  in  the  intricacies 
of  utilizing  the  computer  and  its  data 
processing  function,  in  assisting  in 
cases  ranging  from  diagnosis  to  the 
family  budget. 

The  program  was  designed  specifi¬ 
cally  for  its  exclusive  enrollment  and  is 
integrated  with  the  training  received  at 
York  Hospital.  In  addition  the  stu¬ 
dents  serve  as  assistants  in  the  offices 
of  various  specialists,  and  in  industrial 
dispensaries.  They  observe  activities  at 
domestic  relations  court  and  study 
operations  of  various  civic,  govern¬ 
mental  and  service  organizations. 

President  Ray  A.  Miller  of  York 
College  says  in  describing  the  pro¬ 
gram,  “medical  specialists  treat  specif¬ 
ic  bodily  problems;  family  practice 
specialists  treat  the  family.  A  family  is 
made  up  of  people,  and  people  are  the 
specialty  of  York  College.” 
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in  the  news 


A  speech  on  the  subject  of  “Frontal 
Sinus  Surgery”  was  presented  by 
Donald  P.  Vrabec,  M.D.,  of  the 
department  of  otolaryngology,  Gei- 
singer  Medical  Center,  at  the  Mayo 
Otolaryngology  Alumni  Clinical  Con¬ 
ference. 

Peter  Randall,  M.D.,  surgeon  at  the 
Children’s  Hospital,  Philadelphia,  pre¬ 
sented  three  papers  recently.  At  the 
American  Cleft  Palate  Association 
meeting  in  Pittsburgh  he  spoke  on  a 
simplified  system  for  recording  and 
recovering  information  in  a  cleft  pal¬ 
ate  clinic  and  on  complications  follow¬ 
ing  posterior  pharyngeal  flaps.  He 
spoke  before  the  Plastic  Surgery 
Research  Council  in  Rochester,  Minn, 
on  soundspectrographic  anaylsis  of 
speech  in  patients  with  cleft  palate. 

William  Y.  Rial,  M.D.,  of  Swarth- 
more,  speaker  of  the  PMS  House  of 
Delegates,  has  been  elected  vice- 
chairman  of  the  Section  Council  on 
Family  and  General  Practice.  Edward 
J.  Kowalewski,  M.D.,  Akron,  past 
president  of  the  American  Academy  of 
General  Practice,  was  elected  alternate 
delegate  from  the  same  section 
council. 

Newton  Hornick,  M.D.,  Pittsburgh, 
senior  radiologist  at  Suburban  General 
Hospital,  has  been  elected  a  member 
of  the  board  of  chancellors  of  the 
American  College  of  Radiology.  Dr. 
Hornick,  who  is  also  attending  radio¬ 
logist  at  Dixmont  State  Hospital,  is 
past  president  of  the  Pittsburgh 
Roentgen  Society  and  president  of  the 
Pennsylvania  Radiological  Society. 


DR.  HORNICK  DR.  LEWIS 

Earl  T.  Lewis,  M.D.,  has  been 
named  director  of  the  Medical  Com¬ 
munications  Division  of  Wyeth  Labo¬ 
ratory’s  newly-created  medical  affairs 
department.  The  announcement  was 
made  by  Daniel  L.  Shaw,  Jr.,  M.D., 
vice-president  of  medical  affairs. 


Schuylkill  County  honored  eight 
doctors  by  presenting  them  with 
plaques  for  50  years  of  medical  serv¬ 
ice.  They  are  Drs.  Russell  Sweeney, 
Allentown,  William  J.  O’Neill,  Ash¬ 
land,  M.O.  Blechschmitt,  Cresona, 
Guy  Bashore,  Minersville,  William 
Leach,  Shenandoah,  Walter  Lu- 
chinsky,  Mahanoy  City,  William 
Dorasavage,  Pottsville,  and  William 
Cress,  Pottsville. 

A  number  of  state  physicians  have 
been  honored  by  receiving  fellowships 
in  the  national  organizations  of  their 
specialties.  Robert  R.  Conte,  M.D., 
Latrobe,  was  installed  as  a  fellow  of 
the  American  College  of  Obste¬ 
tricians  and  Gynecologists.  S.C.  Car- 
fagno,  M.D.,  Norristown,  has  been 
granted  a  fellowship  in  the  American 
College  of  Cardiology.  Richard  Russel 
of  Harrisburg  has  been  similarly 
honored  by  the  American  College  of 
Cardiology. 

Karl  Peterson,  M.D.,  Wyalusing, 
has  been  uniquely  honored  at  a  testi¬ 
monial  dinner  in  recognition  of  his 
services  to  his  Bradford  County  com¬ 
munity  as  a  “dedicated  family  doctor.” 
Dr.  Peterson,  who  graduated  from  the 
University  of  Pittsburgh  Medical 
School  in  1956,  has  introduced  more 
than  1300  babies  into  the  world. 

Frederick  Murtagh,  M.D.,  Philadel¬ 
phia,  has  been  appointed  chairman  of 
the  department  of  neurosurgery  at 
Temple  School  of  Medicine.  He  was 
former  chairman  of  the  medical  school 
division  of  neurological  and  sensory 
sciences. 

Francis  O.  Lamb,  M.D.,  has  been 
appointed  assistant  superintendent  at 
Dixmont  State  Hospital  and  chief  of 
the  Beaver  Unit.  He  is  a  diplomate  of 
the  American  Board  of  Psychiatry  and 
Neurology,  and  the  National  Board  of 
Medical  Examiners. 

The  medical  director  of  Friends 
Hospital,  Philadelphia,  Ulysses  E. 
Watson,  M.D.,  has  been  named  to  the 
hospital  improvement  program  com¬ 
mittee  of  the  National  Institute  of 
Mental  Health  for  a  four-year  term. 
He  is  a  member  of  both  the  Pennsyl¬ 
vania  and  Philadelphia  Psychiatric 
Societies.  His^  duties  will  include 


reviewing  applications  for  hospital  im¬ 
provement  grants  to  state  mental  hos¬ 
pitals. 


DR.  WALLACH  DR.  ISRAEL 


S.  Leon  Israel,  M.D.,  Philadelphia, 
has  retired  as  director  of  obstetrics  and 
gynecology  at  Pennsylvania  Hospi¬ 
tal.  He  will  be  succeeded  by  Edward 
Eliot  Wallach,  M.D.,  effective  July  1 . 

Dr.  Israel  has  been  a  professor  of 
obstetrics  and  gynecology  at  the  Uni¬ 
versity  of  Pennsylvania  Hospital  for 
the  past  sixteen  years  and  director 
since  1962.  From  1961-68  he  served  as 
a  director  of  the  American  Board  of 
Obstetrics  and  Gynecology.  He  is 
president-elect  of  the  American  Gyne¬ 
cological  Society. 

Dr.  Wallach  has  been  chief  of  the 
endocrinology  section  in  the  depart¬ 
ment  of  obstetrics  and  gynecology 
since  1968.  He  is  a  diplomate  of  the 
American  Board  of  Obstetrics  and 
Gynecology,  a  fellow  of  the  American 
Fertility  Society,  and  of  the  American 
College  of  Obstetrics  and  Gynecology. 

The  Philadelphia  Medical  Society 
announced  the  Strittmatter  Award  was 
presented  to  Joseph  Stokes,  Jr.,  M.D., 
of  Philadelphia.  This  award  was  es¬ 
tablished  in  1923  by  I.P.  Strittmatter, 
M.D.,  then  president  of  the  society,  t^ 
be  given  each  year  “to  a  physician  for 
extraordinary  meritorius  service  re¬ 
dounding  to  the  credit  of  the  medical 
profession.” 

Richard  J.  Hildebrandt,  M.D.,  has 

been  appointed  associate  professor  of 
obstetrics  and  gynecology  at  Pennsyl¬ 
vania  State  University  Medical  Center, 
Hershey.  He  is  a  member  of  the  Soci¬ 
ety  for  Gynecologic  Investigations. 

The  Lackawanna  County  Medical 
Society  honored  two  of  its  members, 
Carl  L.  Hosier,  M.D.,  and  Cecil  R. 
Park,  M.D.,  both  of  Scranton,  for  fifty 
years  of  service  to  their  profession. 
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WILLIAM  F.  KELLOW,  M.D.,  dean  of  Jefferson  Medical  College,  left,  standing  with 
Gonzalo  E.  Aponte,  M.D.,  and  his  wife  in  front  of  a  painting  of  Dr.  Aponte,  professor 
and  chairman  of  the  department  of  pathology.  The  senior  class  of  Jefferson  selected 
Dr.  Aponte  to  receive  the  honor  of  having  his  portrait  included  in  McClellan  Hall,  the 
highest  personal  honor  a  faculty  member  can  achieve. 


Richard  W.  Hanson,  M.D.,  and  FJ. 
Ballard,  M.D.,  associate  professors  of 
biochemistry  at  Temple  School  of 
Medicine  and  investigators  at  Fels 
Research  Institute,  are  among  three 
scientists  sharing  the  American  Insti¬ 
tute  of  Nutrition’s  Mead  Johnson 
Award  for  their  work  in  the  metabo¬ 
lism  of  lipid  substances. 

Peter  H.  Berman,  M.D.,  neurologist 
at  Children’s  Hospital  at  Philadelphia, 
received  a  grant  from  the  United  Cere¬ 
bral  Palsy  Association  which  will  en¬ 
able  Children’s  to  offer  a  clinical 
fellowship  to  promote  training  in  the 
neurological  aspects  of  cerebral  palsy. 

Raul  Fleischmajer,  M.D.,  and  Alan 
H.  Schragger,  M.D.,  both  of  the  der¬ 
matology  division  in  Hahnemann’s 
department  of  medicine,  developed  an 
exhibit  called  “Familial  Hyperlipopro¬ 
teinemias.”  The  exhibit  was  prepared 
for  the  annual  meeting  of  the  Ameri¬ 
can  Medical  Association 


DR.  FISHER 

Bernard  Fisher,  M.D.,  professor  of 
surgery  at  the  University  of  Pittsburgh 
School  of  Medicine,  was  the  keynote 
speaker  at  the  International  Sym¬ 
posium  on  metastases  in  San  Remo, 
Italy. 

Authorities  in  the  field  of  tumor  me¬ 
tastases  from  Sweden,  England, 
France,  Italy,  and  the  United  States 
participated  in  the  symposium,  which 
was  sponsored  by  the  Carlo  Erbe 
Foundation  of  Milan.  Representing 
the  United  States  in  addition  to  Dr. 
Fisher,  was  Dr.  Charles  Huggins, 
nobel  laureate  and  member  of  the  Ben 
Ma  Laboratory  for  Cancer  Research  of 
the  University  of  Chicago. 


Lewis  D.  Polk,  M.D.,  Philadelphia, 
deputy  health  commissioner  for  the 
health  department’s  community  health 
service,  has  been  elected  vice-president 
of  the  Pennsylvania  Public  Health  As¬ 
sociation,  Region  I.  The  association  is 
composed  of  physicians,  dentists,  engi¬ 
neers,  sanitarians,  health  educators 
and  nurses. 

The  U.S.  Food  and  Drug  Adminis¬ 
tration’s  consultant  group  on  the  use 
and  testing  of  antiobesity  drugs  has 
added  a  new  member,  Marcus  M. 
Reidenberg,  M.D.,  Philadelphia.  He  is 
an  assistant  professor  of  pharmacology 
and  medicine  at  Temple  University 
School  of  Medicine. 

A  hospital  appointment  of  interest  is 
that  of  Dan  W.  Elliott,  M.D.,  to  the 
position  of  professor  of  surgery  at  the 
University  of  Pittsburgh  School  of 
Medicine.  Specializing  in  gastroen¬ 
terology,  Dr.  Elliott  has  been  chief  of 
surgery  at  the  Western  Pennsylvania 
Hospital  in  Pittsburgh  since  1965.  He 
is  an  editor  of  the  American  Journal  of 
Surgery  and  the  American  Surgeon. 

The  Philadelphia  Allergy  Society 
has  announced  the  election  of  Burton 
Zweiman,  M.D.  as  president,  Peter  E. 
Siegler,  M.D.,  vice-president,  and 
George  R.  Green,  M.D.,  secretary- 
treasurer  for  the  society. 

The  new  medical  library  at  Paoli 
Memorial  Hospital  has  been  dedicated 
to  the  memory  of  Robert  Merritt 
White,  M.D..  chief  of  staff  at  the  hos¬ 
pital  until  the  time  of  his  death  in 
1969.  His  son,  Jack  White,  M.D., 
present  chief  of  surgery,  spoke  at  the 
dedication  ceremonies.  Horace  F. 
Darlington,  M.D.,  and  Herbert  Faust, 
M.D.,  chairman  of  the  library  com¬ 
mittee,  also  participated. 


From  the  American  College  of 
Allergists  comes  news  of  Mayer  A. 
Green,  M.D.,  Pittsburgh,  who  assisted 
in  examining  applicants  for  fellowship 
in  the  college  at  the  annual  congress 
recently  held  in  San  Francisco,  Cal. 
He  served  on  a  panel  discussion  on 
emotions  and  bronchial  asthma  at  the 
college  congress.  At  a  post-conven¬ 
tion,  postgraduate  course  in  allergy  at 
the  University  of  Hawaii  School  of 
Medicine  in  Honolulu,  Dr.  Green 
presented  a  paper  on  urticaria  and  an- 
gioedema  and  chaired  a  panel  on 
asthma  and  status  asthmaticus. 

Richard  H.  Michaels,  M.D.,  acting 
chairman  of  the  Pittsburgh  Physicians 
for  Social  Responsibility,  spoke  at  a 
rally  on  the  steps  of  Scaife  Hall,  Uni¬ 
versity  of  Pittsburgh,  to  gather  signa¬ 
tures  of  persons  supporting  immediate 
withdrawal  of  American  troops  from 
Vietnam.  Robert  G.  Tyson,  M.D., 
spokesman  for  the  group,  said  that  310 
signatures  were  obtained  at  the  rally. 
He  added  that  55  physicians  are 
members  of  the  anti-war  group. 

A  Berwick  physician,  James  B 
Gormley,  M.D.,  has  been  credited  by 
Medical  World  News  for  preliminary 
work  done  nine  or  ten  years  ago  which 
formed  the  basis  for  a  technique  now 
being  done  by  two  Air  Force  anesthe¬ 
siologists  for  preventing  the  headaches 
that  sometimes  follow  a  spinal  tap.  Dr 
Gormley  is  now  testing  another  use  foi 
the  injection  of  autologous  blood  as  t 
“patch”  in  connection  with  spinal  an¬ 
esthetics  which  have  a  tendency  tc 
drain  out  during  an  operation.  By  ap 
plying  epidural  blood  to  seal  them.  Dr 
Gormley  has  found  that  the  effec 
tiveness  of  the  anesthetic  can  b< 
lengthened  from  the  normal  hour  o) 
two  up  to  six  hours. 
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AT  HAHNEMANN,  shown  above,  left  to  right,  at  the  dedication  of  the  new  cardiac  in¬ 
tensive  care  unit  are:  Theodore  Cooper,  M.D.,  director,  National  Heart  and  Lung  In¬ 
stitute,  watches  as  Charles  S.  Cameron,  M.D.,  president,  Hahnemann  Medical 
College  and  Hospital  of  Philadelphia,  passes  the  keys  to  the  new  Mary  Bailey  Insti¬ 
tute  Cardiac  Intensive  Care  Center  to  William  Likoff,  M.D.,  clinical  professor  of  medi¬ 
cine  (cardiology)  and  director,  Cardiovascular  Research  Institute,  and  Leonard  S. 
Dreifus,  M.D.,  acting  director,  Division  of  Cardiology.  The  new  center,  containing  19 
beds,  cost  some  $600,000  to  construct  and  contains  the  A.P.  Orleans  Acute  Care 
Unit,  the  Mary  and  Manuel  A.  Frank  Cardiac  Catheterization  Laboratory  and  the 
Slocum-Dietrich  Continuing  Care  Unit. 


The  1971  Humanitarian  Award  of 
the  Philadelphia  Society  of  Clinical 
Psychologists  went  to  Charles  S. 
Cameron,  M.D.,  president  of  Hah¬ 
nemann  Medical  College  and  Hospital, 
Philadelphia.  Under  Dr.  Cameron's 
leadership,  a  new  community  child 
mental  health  and  mental  retardation 
program  has  been  developed  with  a 
strong  emphasis  on  research.  Dr. 
Cameron  is  a  past  president  and 
member  of  the  board  of  American 
Cancer  Society,  Philadelphia  Division; 
a  scientific  advisor  to  the  Papanico¬ 
laou  Cancer  Research  Institute, 
Miami,  Florida;  forming  member  of 
the  International  Society  of  Cytology; 
and  founder  and  past  consulting  editor 
af  CA,  a  bulletin  of  cancer  progress. 

C.  Everett  Koop,  M.D.,  surgeon-in- 
:hief  at  the  Children’s  Hospital  of 
5hiladelphia  and  professor  of  pediatric 
urgery  at  the  University  of  Pennsyl¬ 
vania  School  of  Medicine,  delivered  a 
ecture  at  the  Clinical  Infantil  “La 
>az,”  Madrid,  Spain,  on  advances  in 
>ediatric  surgery  and  one  on  neurob- 
astomas  at  the  University  of  Mar- 
iielle,  Marsielle,  France.  He  also  at- 
ended  a  meeting  of  the  British  Associ- 
ition  of  Pediatric  Surgeons  in  Genoa, 
Italy. 

Milo  J.  Lota,  M.D.,  chief  of  phys- 
cal  medicine  and  rehabilitation  serv- 
ce  at  the  Lebanon  VA  Hospital,  has 
published  a  paper  on  the  use  of  ul- 
:rasonic  echography  in  studying  pe¬ 
ripheral  vessels.  Based  on  the  sonar 
principle  first  used  in  submarine  detec¬ 
tion,  this  principle  has  been  adapted 
For  medical  use  to  locate  arteries  and 
veins  and  measure  their  dimensions. 
Dne  of  its  important  applications  will 
be  the  early  detection  of  cerebral 
vascular  pathology,  hopefully  leading 
to  prevention  of  strokes. 

Ki-Yong  Sohn,  M.D.,  University  of 
Pittsburgh,  has  been  awarded  a 
research  grant  from  the  Leukemia  So¬ 
ciety  of  America  Inc.  This  is  part  of 
$1,190,019  total  grants  announced  by 
Joseph  H.  Burchenal,  M.D.,  vice- 
president  and  chairman  of  the  agency’s 
medical  and  scientific  advisory  com¬ 
mittee. 

Another  honor  has  been  bestowed 
on  M.R.  Hadley,  M.D.,  who  won  the 
Pennsylvania’s  Physician  of  the  Year 
Award  in  1969  and  the  Jewish  War 
Veterans  Brotherhood  Award.  This 


time  it  is  a  presidential  citation  given 
by  Rep.  Joseph  M.  Gaydos  at 
McKeesport  Hospital’s  annual  dinner- 
dance.  Dr.  Hadley  has  retired  after  42 
years  of  service,  but  will  continue  to 
serve  his  community  as  a  member  of 
the  board  of  trustees  of  the  hospital. 

David  W.  Kistler,  M.D.,  Wilkes- 
Barre,  has  been  installed  as  president 
of  the  Pennsylvania  Academy  of  Gen¬ 
eral  Practice.  J.  Scott  Hommer,  Jr., 
Altoona,  has  been  named  president¬ 
elect.  A  professor  of  obstretrics  and 
gynecologist  at  the  University  of  Pitts¬ 
burgh,  T.  Terry  Hayashi,  M.D.,  has 
been  selected  as  president  of  the  Soci¬ 
ety  for  Gynecologic  Investigation.  He 
was  also  named  as  a  fellow  in  the 
American  Gynecological  Society. 

The  new  section  councils  of  AMA 
have  elected  several  Pennsylvanians  to 
serve.  Charles  L.  Leedham,  M.D., 
Harrisburg,  will  be  a  delegate  to  the 
Council  on  Military  Medicine,  while 
Charles  M.  Norris,  M.D.,  and  John  A. 
Tucker,  M.D.,  both  of  Philadelphia, 
will  serve  as  vice-chairman  and  repre¬ 
sentative  for  exhibits,  respectively,  on 
the  Council  of  Otorhinolaryngology. 

Cedric  E.  Dunn,  M.D.,  New 
Brighton,  has  received  the  Geneva 
College  Alumni  Association’s  award  of 
merit. 


The  seventh  annual  scientific  meet¬ 
ing  of  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Sur¬ 
gery,  Inc.  heard  papers  presented  by 
four  Pennsylvania  physicians.  Gordon 
P.  Holt,  M.D.,  and  Janies  W.  Sch- 
weiger,  D.D.S.,  both  of  Philadelphia, 
delivered  results  of  a  study  entitled 
“Criteria  for  Predicting  Velopharyn¬ 
geal  Closure  in  the  Unrepaired  Cleft 
Palate  Patient.”  Dr.  Holt  is  assistant 
professor  of  otolaryngology  at  Jef¬ 
ferson  Medical  Center,  and  Dr.  Sch- 
weiger  is  professor  and  head  of  dentist¬ 
ry  at  Jefferson  Medical  Center  and 
Thomas  Jefferson  University.  Eugene 
N.  Myers,  M.D.,  professor  of  clinical 
otolaryngology  at  the  University  of 
Pennsylvania  School  of  Medicine, 
presented  a  paper  entitled  “Recon¬ 
struction  of  the  Pharynx  Following 
Major  Complications  of  Surgery  for 
Neoplasms.”  The  paper  of  Pittsburgh 
otolaryngologist,  Kenneth  H. 
Hinderer,  M.D.,  clinical  associate 
professor  at  the  University  of  Pitts¬ 
burgh  Medical  School,  is  entitled  “The 
Effects  of  Air  Currents  on  the  Naso- 
Respiratory  Mucosa.”  Dr.  Hinderer, 
president  of  the  International  Rhino- 
logic  Society,  is  the  author  of  a  new 
text,  The  Fundamentals  of  Anatomy 
and  Surgery  of  the  Nose. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


VASODiLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

•  no  reported  increase  of  intraocular  pressure. 

•  conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

•  complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators1 "4  have  reported  favorably  on  the  effects  of  isoxsuprine. Effects  have  been  dem¬ 
onstrated  both  by  objective  measurement*’1'  and  observation  of  clinical  improvement.1'* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio¬ 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme¬ 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal¬ 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark¬ 
son,  I.  S.,  and  LePere,  D.  M. :  Angiology  77:190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R. :  Angiology  75:82-87 
(Feb.)  1964.  laboratories 
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DELTASONE®  TABLETS  -  2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute-herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  effe 
in  mind  and  perform  periodic  serum  potassium  determinations 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occil 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturban 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sul 
stantial  doses  of  steroids  for  prolonged  periods,  and  eviden 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Fj 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  n 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  h 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follol 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  Theil 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticq 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recova 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoil 
during  pregnancy,  since  spontaneous  remission  of  some  diseasl 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  theral 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxl 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X-rz 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  arl 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recol 
mended.  Since  prednisone  causes  less  salt  and  water  retentil 
than  many  other  glucocorticoids,  patients  should  be  observl 
closely  for  development  of  undesirable  hormonal  effects  that  <] 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hypl 
tension  due  to  salt  and  water  retention.  Continued  supervision! 
patients  after  cessation  of  therapy  is  essential,  since  there  may! 
a  sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  col 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicil 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insul 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery! 
severe  illness;  protein  catabolism  with  negative  nitrogen  balanl 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggl 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosul 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracturl 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complii  i 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  agg 
vation  or  masking  of  infection;  increased  blood  pressu 
convulsions;  petechiae  and  purpura;  menstrual  irregularities 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomr 
psychic  disturbances  especially  abnormal  euphoria;  nervousne 
posterior  subcapsular  cataracts  occasionally  requiring  extracti 
increased  intraocular  tension;  increased  intracranial  pressure  v 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ar 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childr 
thromboembolic  complications;  facial  erythema;  allergic  skin  re 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  my 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usu 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored-bottles  of  100  tablets.  5  mg.,  score-i 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in 
strips. 


For  additional  product  information,  consult  the  package  iniiL 
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On  formulary  and  in  the  pharmacy... 


WPC15-3503-Z0 

KANTREX®  |  r 

IttNAMYCIN  SULFATE  0 
INJECTION  ► 

EQUIVALENT  TO  __  « 

1.0  Gm.  j 

KANAMYCIN/ 3  ml.  ‘  L 
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take 

advantage 
of  the 

Kantrex 

KANAMYCIN  SULFATE 


experience 


A  dozen  years  of  Kantrex  usage  have  established 
its  efficacy,  its  versatility,  its  simplicity. 


And  its  economy. 


Faced  with  a  life-threatening  infection,  the 
physician  cannot  conscionably  consider 
economy  a  primary  factor  in  selection  of 
an  appropriate  antibiotic.  However,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep¬ 
tible  to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


Kantrex  requires  one  simple  standardized 
dose  for  almost  any  patient  with  any  sus¬ 
ceptible  mixed  Gram-negati  ve/staph  infec¬ 
tion  (Pseudomonas  are  resistant].  The 
usual  adult  daily  dose  of  Kantrex  is  only 
I.OGm....  and  the  usual  total  course  of 
therapy,  7-10  Gm.  Translated  to  dollars  and 
cents,  the  daily  cost  of  Kantrex  therapy  may 
be  only  1/2  to  1/8  that  of  therapy  with  other 
parenteral  antibiotics  used  for  serious  hos¬ 
pital  infections. 


Doesn't  it  make  good  sense  to  use  Kantrex? 

Experience  proves  it  does. 


IJ  3IEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
i«  )  7/8/70 

>r  complete  Information,  consult  Official  Package  Circular 


Warning:  Irreversible  deafness  can  occur.  Tinnitus  or  vertigo  may  also 
occur  and  indicate  vestibular  damage  and  impending  deafness.  The 
risk  is  sharply  increased  with  renal  dysfunction  In  such  cases,  decrease 
size  and  frequency  of  doses  Discontinue  kanamycin  and  check  hearing 
if  azotemia  increases  Watch  carefully  for  ototoxicity  in  older  patients 
and  patients  receiving  more  than  15  Gm  of  kanamycin  To  avoid  neuro 
muscular  paralysis  with  respiratory  depression,  postpone  intraperi 
toneal  instillation  in  post-operative  patients  until  recovery  from  anes 
thesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of  other 
ototoxic  drugs  including  ethacrynic  acid.  Safety  in  pregnancy  is  not 
established 


idications:  Serious  infections  due  to  susceptible  strains  of  E  c oh,  Proteus  sp 
nterobacter  aerogenes.  K.  pneumoniae.  Serratia  marcescens  and  Mima 
erellea  Culture  and  sensitivity  studies  should  be  performed 
ontraindications:  A  history  of  hypersensitivity  to  the  drug  Prior  auditory  dam- 
ge  by  kanamycin  or  other  agents  may  be  a  contraindication  if  effective  alterna¬ 
te  therapy  is  available 

recautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with 


renal  dysfunction  when  treatment  lasts  more  than  5  days  Stop  Kantrex  if  tin¬ 
nitus  or  hearing  loss  occurs.  Hydrate  patients  to  prevent  chemical  irritation  of 
the  renal  tubules  Assess  renal  function  periodically,  both  before  and  during 
therapy  If  signs  of  renal  irritation  occur  (casts,  cells,  proteinuria)  increase  hydra¬ 
tion  and  red  uce  the  dosage  or  the  freq  uency  of  dosage  if  necessary  —  i  n  azotem  ic 
patients  the  frequency  (in  hours)  of  doses  may  be  obtained  by  multiplying  the 
serum  creatinine  by  9  If  azotemia  or  oliguria  occur,  discontinue  therapy  My¬ 
cotic  or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not  exceed 
1  5  Gm  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg  /Kg 712  hours 
I  M.  The  average  adult  dose  is  1  Gm.  daily. Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours 

If  no  response  occurs  in  3  to  5  days,  stop  therapy  and  recheck  the  bacterial 
sensitivities  Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into 
the  upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials  after 
48  hours.  The  drug  should  not  be  physically  mixed  with  other  antimicrobials 
Supplied:  Rubber  capped  vials  as  a  ready-to-use  sterile  aqueous  solution  in  two 
concentrations:  0.5  Gm  in  2  ml.  and  10  Gm  in  3  ml  Also  available  — Pediatric 
Injection  75  mg.  in  2  ml 

A.H.F.S.  Category  8:12.28 
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capitol  report 


CHIROPRACTIC  MEASURES  HIT  LAW¬ 
MAKERS  Three  bills,  House  Bills  816,  817,  and  818, 
have  been  introduced,  all  at  the  same  time,  all  referred  to 
the  same  committee  —  the  Committee  on  Professional 
Licensure,  and  all  with  the  same  chief  sponsor,  Ulysses 
Shelton  of  Philadelphia,  who  also  is  chairman  of  the  Com¬ 
mittee  on  Professional  Licensure.  H.B.  816  would  require 
insurance  companies  to  pay  for  chiropractic  services  when 
the  company  pays  other  practitioners  for  similar  services. 
H.B.  817  is  an  amendment  to  the  Chiropractic  Practice  Act 
which  would  permit  the  Board  of  Chiropractic  Licensure  to 
promulgate  and  enforce  rules  of  “professional”  conduct  ap¬ 
propriate  to  establish  and  maintain  a  high  standard  of  integ¬ 
rity  and  dignity  in  the  profession  of  chiropractic.”  H.B.  818 
would  amend  the  so-called  “Statutory  Construction  Act,” 
which  defines  many  of  the  terms  used  throughout  the  state’s 
legal  code,  to  include  chiropractors  under  the  term 
“physician”  as  well  as  doctors  of  medicine  and  osteopathy. 
With  regard  to  the  last  bill,  PMS  President  William  A.  Lim- 
berger,  M.D.,  wrote  to  members  of  the  licensure  committee 
to  express  the  State  Society’s  “strong  opposition  to...  House 
Bill  818,  Printer’s  No.  902...  The  present  definition  is  a 


medical  one  and  is  confined  to  practitioners  of  medicin 
namely  doctors  of  medicine  and  doctors  of  osteopath 
medicine.”...  Chiropractors  are  campaigning  diligently  ft 
passage  of  these  bills,  going  so  far  as  to  claim  throughoi 
the  state  that  results  of  a  York  County  poll  of  M.D.’s  sho 
that  half  of  the  York  County  doctors  do  not  oppo: 
licensing  of  chiropractors  despite  the  official  position  of  oj 
position  of  both  the  county  society  and  PMS.  The  Yoi 
County  Chiropractic  Society  based  its  statement  on  the  a 
sumption  that  no  reply  from  a  physician  is  construed  as 
favorable  reply  for  chiropractic  licensing. 


THREE  ABORTION  BILLS  BEFORE  LEGISL^ 
TURE  Two  House  bills.  Nos.  526  and  800,  and  or 
Senate  bill,  No.  617,  are  under  consideration  in  the  Legist 
ture.  H.B.  526,  introduced  in  March  and  detailed  on  paj 
38  of  the  April  issue  of  Pennsylvania  medicine,  is  tl 
so-called  “abortion  on  demand”  bill,  which  essentially  giv< 
a  woman  the  right  to  seek  an  abortion  so  long  as  she  mak< 
known  her  intent  before  the  sixteenth  week  of  pregnane 
H.B.  800  is  the  antithesis.  It  would  ban  all  abortion 
stating,  “The  Commonwealth  of  Pennsylvania  affirms  i 
immemorial  recognition  that  all  human  life  is  inviolable... 

Both  bills  have  been  referred  to  the  Committee  on  Heali 
and  Welfare.  S.B.  617,  referred  to  the  Rules  Committe 
would  permit  abortions  under  specific  circumstances.  Tt 
bill  would  permit  abortions  by  physicians  if  the  pregnant 
resulted  from  rape  or  incest  or  would  result  in  the  death  < 
the  mother.  The  bill  also  defines  illegal  abortion,  ar 
permits  abortion  only  in  accredited  hospitals  on  state  res 
dents.  It  also  would  ban  advertising  of  abortion  services  ar 
abortifacients.  M£anwhile,  the  Pennsylvania  Supreme  Cou 
is  to  hear  a  Centre  County  case  on  the  constitutionality 
the  present  law,  and  the  United  States  Supreme  Cou 
recently  upheld  a  1901  Washington,  D.C.  law  whic 
approves  prosecution  of  physicians  who  perform  abortioi 
but  says  pregnancies  can  be  ended  legally  for  mental  heali 
reasons.  The  U.S.  Supreme  Court  has  said  it  will  consid 
cases  involving  the  abortion  laws  of  Texas  and  Georgia, 
decision  is  not  expected  until  late  in  1971. 


July  4,  1971 
195  Years  of  freedom 


Independence  Hall, 
Philadelphia 
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Shazam! 


In  this  issue  of  PENNSYLVANIA  MEDICINE  the 
>aper  by  Glaser,  on  page  51,  makes  two  points  which  merit 
pecial  emphasis. 

All  too  often  drug  abusers  are  approached  by  family, 
f  riends,  and  physicians  alike,  exhorting  the  patient  to  dis- 
ontinue  the  practice  of  drug  abuse  because  of  the  harm 
hey  inflict  upon  themselves.  Such  insistence  solves  none  of 
he  patient’s  problems,  since  drug  abuse  "in  its  essence  is  a 
elf-destructive  act.”  The  distorted  mind  of  the  drug  abuser 
as  imply  cannot  understand  such  appeals  to  reason,  which 
vill  only  frustrate  therapeutic  efforts  if  this  fact  is  not  un- 
lerstood. 

Non-psychiatric  physicians  are  involved  in  the  manage- 
nent  of  drug  abusers  in  three  areas:  (1)  medical  manage- 
nent  of  the  acute  effects  of  one  or  more  drugs  due  to  indis- 
:riminate  use,  (2)  prevention  of  drug  abuse  not  only  as 


physicians  but  as  concerned  citizens  and  parents,  and 
(3)  continuing  care  of  drug  abusers  to  help  in  their  rehabili¬ 
tation.  Obviously,  the  management  of  the  acute  effects  is 
one  thing,  but  prevention  and  discontinuance  of  drug  abuse 
is  another. 

Dr.  Glaser  has  suggested  a  solution.  He  calls  for  strong 
moral  leadership  from  the  older,  much  wiser  and  more  ex¬ 
perienced  citizens  for  the  youth  of  America.  Physicians,  by 
working  together  with  others  in  their  communities,  can  give 
this  kind  of  leadership.  No  one  is  better  suited  to  undertake 
such  an  important  role  in  helping  solve  the  drug  abuse  epi¬ 
demic  than  the  knowledgeable,  understanding,  and  compas¬ 
sionate  physicians  practicing  in  the  communities  across  our 
Commonwealth  and  nation. 


DAS 


Public  Expectation  and  Realization 

q 


There  is  a  growing  concern  among  medical  and  non- 
nedical  scientists  about  yet  another  gap  —  the  gap  between 
lt  jublic  expectations  and  the  realistic  limitations  of  scientific 
performances.  This  gap  has  created  an  unfavorable  public 
,  ittitude  toward  the  scientific  community  which  can  only 
pinder  its  endeavor. 

As  an  example,  the  racial  and  anti-war  demonstrations  of 
he  past  few  years  caused  considerable  adverse  public  reac- 
ion  against  our  institutions  of  higher  learning.  These  insti- 
utions  were  expected  by  the  public  to  have  the  solutions 
hat  should  have  prevented  these  events.  By  virtue  of  this  at- 
itude  these  institutions  have  been  labeled  as  failures  and 
:ven  worse,  etiological  agents  for  the  "sick  society.” 

Along  with  other  professional  organizations  and  institu- 
ions,  organized  medicine  has  really  just  begun  to  feel  the 
ull  impact  of  this  expectation  —  performance  gap.  As  or¬ 
ganized  physicians  begin  to  develop  an  ever-giving  rela¬ 
tionship  between  the  private  practice  of  medicine  and  the 
:ederal  government,  there  are  promises  being  made  that  this 
?artnership  will  solve  the  problems  of  the  health  care 
ystem.  Organized  medicine  as  the  private  partner  of  this 
•elationship  is  being  given  the  responsibility  for  the  solution 
3f  all  of  these  problems.  Can  it  respond  to  these  challenges 
ind  meet  public  expectation  or  demand? 

Can  this  partnership  between  government  and  a  coopera¬ 
te  medical  profession  meet  the  public  demand  and  still 
permit  the  profession’s  needed  independence?  If  the 


demands  prove  to  be  unrealistic  and  unattainable,  will  it 
lead  to  further  outside  interference,  more  governmental  reg¬ 
ulation  of  the  health  care  industry,  and  more  malpractice 
suits  by  a  disgruntled  public?  If  productive  medical 
research,  quality  medical  education,  and  patient  care  are 
the  goals  of  this  partnership,  an  atmosphere  of  public  ac¬ 
ceptance  of  the  medical-scientific  communities'  limitations 
is  essential  if  it  is  to  be  a  successful  partnership. 

The  recent  destruction  of  this  country's  medical  research 
establishment  by  the  federal  government  will  have  immea¬ 
surable  detrimental  effects  in  the  future.  This  destruction 
resulted  from  total  dependence  on  federal  revenues,  over¬ 
concern  with  the  problems  of  the  current  health  care 
delivery  system,  and  overselling  of  our  research  capability. 
Now  the  politicians  are  making  promises  that  National 
Health  Insurance  will  solve  the  problems  of  health  care 
costs  and  the  shortage  of  physicians. 

Promises  made  and  not  kept  can  only  lead  to  further 
public  dissatisfaction  and  ultimately  to  further  deterioration 
in  the  quality  of  medical  care,  education,  and  research. 
Long-term  benefits  can  be  achieved  only  by  maintenance  of 
proper  checks  and  balances  in  the  cooperative  efforts  of 
government  and  the  private  sectors.  Bureaucratic  inef¬ 
ficiencies  and  ineffectiveness  must  not  be  a  substitute  for  a 
viable  medical  care  system. 


DAS 


i\ 
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Do  unmet  needs  of  patients  foster  cultism? 

PMS  COUNCIL  ON  PUBLIC  SERVICE 


We  physicians  are  inconsistent  when  we  grumble  about 
chiropractic  and  then  do  not  meet  certain  needs  that  propel 
patients  to  seek  understanding —  even  if  it  is  from  a  cultist. 

We  may  argue —  with  some  validity —  that  we  don’t  have 
time  to  hold  hands  with  and  listen  to  the  emotionally  dis¬ 
traught  patient  who  needs  empathy,  directive  suggestions 
and  “the  laying  on  of  hands”  much  more  than  he  or  she 
needs  a  gaily  colored  pill. 

Perhaps  we  don’t  have  time  but  the  cultist  does. 

That,  essentially,  is  the  reason  the  chiropractor  exists. 

There  are  other  reasons  for  the  phenomenon —  the  cult — 
of  chiropractic.  In  the  general  public  there  is  an  irreducible 
minority  of  persons  from  many  walks  of  life  who  is  opposed 
to  the  mainstream  of  any  science  or  discipline  and  who 
demonstrates  that  opposition  by  turning  to  those  who  exist 
on  the  fringes  of  science.  Perhaps  the  “why”  of  that  op¬ 
position  can  be  delineated,  but  it  generally  defies  easy  ex¬ 
planation.  Apparently,  this  part  of  the  phenomenon  would 
exist  no  matter  how  abundant,  understanding  and  skillful 
physicians  would  be. 

The  majority  of  patients  who  turn  to  such  things  as  chiro¬ 
practic  is  a  reducible  number  but  it  won’t  be  reduced  signif¬ 
icantly  by  criticism  of  the  theory  and  practice  of  the  cult  of 
chiropractic,  no  matter  how  justified  that  criticism  is. 

We  have  great  concern  about  the  public  harm  that  may 


and  does  occur  when  backbone  thumping  is  substituted  fo 
care  in  the  mainstream  of  science,  but  the  backbon 
thumpers  will  flourish  for  as  long  as  physicians  are  unabl 
or  unwilling  to  inject  rapport  as  well  as  drugs. 

Chiropractic  should  not  exist.  Its  far-out  theory  defie 
logic  and  far  too  many  patients  dangerously  delay  gettin; 
the  care  they  really  need  while  they  respond  emotionally  t< 
the  verbal  suggestions  and  vertebral  poundings  of  the  chiro 
praetor. 

However,  even  if  chiropractic  is  legislated  out  of  exist 
ence,  something  equally  absurd  will  spring  up  to  take  it 
place.  That  “something”  has  some  predictable  elements:  it 
operator  will  work  in  an  unhurried  atmosphere;  the  fees  wil 
be  high  to  impress  the  patient;  it  will  consist  essentially  o 
verbal  and  non-verbal  suggestion,  constantly  reinforced  b; 
extensive  physical  contact  between  the  operator  and  pa 
tient —  the  “laying  on  of  hands;”  it  will  have  impressive 
looking  gadgetry  with  flashing  lights  and  strange  sounds 
and,  perhaps  above  all,  it  will  have  no  scruples  about  adver 
tising  its  claims. 

If  we  physicians  do  not  have  time  to  treat  the  whole  pai 
tient,  then  someone  under  our  supervision  should,  for  if  tha 
someone  does  not  exist  within  the  medical  team,  he  wil 
exist  outside  of  it  to  the  detriment  of  good  health  care. 


s*=jfrytrt' 


“Doctor’s  Office. . 
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’diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a  rela¬ 
tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur¬ 
ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un¬ 
pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  Increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea.  Vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-toj/Vti/u  s.  patent  no.  3.001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


0103 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a  clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
—  bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a  way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper¬ 
sensitivity  to  any  of  its  components. 

Supplied:  Tubes  of  1  oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


JUDGE  ANTIBIOTIC /OINTMENTS  HERE 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACiN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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nntispasmodic 


move  up  to 
<fthe  Robinul 
response*' 

In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a  potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a  more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a  “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinur2mg. 

FortC  (glycopyrrolate) 


I  NDICATIONS  Robinul  Forte  (glycopyrrolate,  2  mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
I  icated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
■  ite  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
liilable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
Inded  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
I  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
I  lereatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
I  idrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
I  y  be  indicated.  ■  CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
1 1,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
lie  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■  PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
I  ucoma.  ■  SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
Jo  32  mg.  of  glycopyrrolate  a  day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Ilirred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
I  gs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
|  »s,  and  rash.  ■  DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2  mg.)  or  Robinul-PH  Forte  is  one 
|  let  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
I  ient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
|  uired  to  maintain  symptomatic  relief.  ■  SUPPLY  Robinul  Forte  (glycopyrrolate,  2  mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
|  R/2  in  bottles  of  100  and  500.  ■  Robinul-PH  Forte  (glycopyrrolate,  2  mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
|  lets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


The  all-day  all- 
night  summer  cold 
and  allergy  pill. 


Novahistine  LP  can  give  your  patients  the  convenience  of  twice-a-day  dosage— morning  and 
bedtime— along  with  prompt  relief  from  the  symptoms  of  allergic  rhinitis,  hay  fever  or  summer 
colds.  These  continuous-release  tablets  contain  a  vasoconstrictor-antihistamine  formulation 
that  goes  to  work  rapidly  and  lasts  for  hours.  Even  when  nasal  congestion  is  the  result  of 
repeated  allergic  episodes,  patients  can  usually  enjoy  around-the-clock  relief.  Use  with 
caution  in  patients  with  severe  hypertension,  diabetes  i  •  j  •  (g 

mellitus,  hyperthyroidism  or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may  result.  -w- 

JLx  < 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro¬ 
chloride  and  4  mg.  of  chlorpheniramine  maleate.) 


Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom  Medical  Record  System -- a  simple 

but  comprehensive  method  for  keeping  a  complete 
record  on  every  one  of  your  patients.  Permits  yoil 
to  review  a  patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  will 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood  I 
of  misplaced  files.  A  disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease  J 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medicsl 
Record  System  helps  protect  your  good  name. 


Rocom  Health  History  System  -- 

provides  maximum  screening  information  about  the 
patient  with  a  minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


’he  new  Rocom  Medical  Management  System*  can 
lelp  you  provide  better  care  for  your  patients 
ind,  at  the  same  time,  make  better  use  of  your 
»ffice  time.  In  designing  these  products 
iundreds  of  doctors,  nurses  and  receptionists 
rere  consulted  about  their  particular  office 
iroblems;  and  more  than  two  years  of  development 
mder  actual  office  conditions  proved  that  they 
.ctually  do  help  solve  these  difficulties 
ithout  upsetting  existing  routines, 
lach  component  deals  with  a  specific  problem 
rea  --  health  histories,  medical  records,  the 
elephone,  and  scheduling  appointments.  They 
ay  be  employed  alone,  in  various  combinations, 
r  preferably,  as  the  complete  Rocom  Medical 
anagement  System,  depending  on  your  own  office 
ituation. 

ost  physicians  --  whether  they  practice  alone 
r  with  a  group  --  will  find  one  or  more  of 
hese  components  useful.  You  are  invited  to 
btain  additional  information  about  the  Rocom 
edical  Management  System  by  sending  us  the 
ccompanying  coupon. 


ROCOM'  <S> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I  am  interested  in  obtaining  additional 
information  about: 

□Health  History  Medical  Record 

System  System 

Telephone  System  Appointment  System 

Name  Specialty 

Street 


City  State 

Please  do  not  forget  Zip  Code 


ocom  Telephone  System  a  complete 
fstem;  one  that  can  be  understood  quickly 
f  your  newest  office  aide;  one  that  permits 
3ur  staff  to  answer  specific  patient  questions 

[th  confidence;  one  that  will  make  your 
actice  more  productive  by  assuring  that  you 
e  interrupted  only  when  you  think  it 
ecessary.  Self-adhesive  backing  assures  that 
11  incoming  calls  can  become  part  of  the 
atient's  permanent  record. 


Rocom  Appointment  System  __  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ¬ 
ualized  to  your  own  requirements.  Can  be 
coordinated  with  your  colleague’s  or  nurse's 
schedule.  Helps  keep  a  steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


I 


Additional  information  available  upon  request  •  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Cordran  Tape 

Flurandrenolidelape  <4  mcg  Per  sq  ^ 
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rhe  Medical  Management  of 
Complications 
of  Non-Opiate  Drug  Abuse 


FREDERICK  B.  GLASER,  M.D. 
Philadelphia 


THE  MODERN  FAMILY  physi¬ 
cian  is  faced  with  the  many  and 
complex  sequellae  of  non-opiate  drug 
abuse.For  a  number  of  reasons  this  is 
an  extraordinarily  difficult  aspect  of 
medical  practice.  Unfortunately,  it  is 
one  which  is  likely  to  be  encountered 
with  increasing  frequency.  The  Uni¬ 
form  Crime  Reports  for  Drug  Law 
Violations  indicate  that  between  1964 
and  1968  violations  increased  more 
than  281  percent  in  the  cities,  more 
than  375  percent  in  rural  areas,  and, 
amazingly,  more  than  1 ,024  percent  in 
suburban  areas.  The  bulk  of  this 
increase  was  among  persons  less  than 
18  years  of  age.  The  increase  for  dan¬ 
gerous  drug  arrests  was  in  excess  of 
356  percent,  and  that  for  marihuana 
arrests  was  in  excess  of  695  percent  for 
the  same  period,  both  figures  far  out¬ 
stripping  the  increase  rate  for  heroin, 
cocaine,  and  synthetic  narcotics.1  Al¬ 
though  the  relationship  of  arrest-rate 
figures  to  actual  use  is  open  to  some 
question,  the  error  is  almost  certainly 
on  the  side  of  underestimation. 

Without  doubt,  the  burden  of  this 
problem  will  fall  upon  the  general 
physician,  who  could  make  use  of  the 
power  which  the  comic  book  charac¬ 
ter,  Billy  Batson,  was  given  by  the 
aged  prophet,  Shazam,  enabling  Billy 
to  go  forth  into  the  world  and  battle 
evil  as  the  incomparable  Captain 
Marvel.2 

The  psychiatrist  may  eventually  be 
asked  to  treat  long-term  aspects  of  the 
problem,  but  it  is  the  general  medical 
man  who  will  be  confronted  with  the 
emergency  situations  produced  by 
drug  abuse  and  who  will  have  to  deal 
with  the  patients  and  to  know  which 
techniques  should  be  used. 

Problems  in  Obtaining 
an  Accurate  History 

Traditionally  the  first  line  of  defense 
against  disease  in  medicine  has  been 
the  obtaining  of  a  detailed  and 
comprehensive  history  of  the  problem. 
Most  of  what  follows  will  be  based  on 
the  insights  gained  in  this  process.  Un¬ 
fortunately,  obtaining  an  accurate  his¬ 
tory  on  an  individual  suffering  from  a 
complication  of  drug  abuse  is  often 
difficult  or  impossible.  The  individual 
may  fear  arrest  and  be  reluctant  to 
state  what  he  has  taken,  even  though 
ingesting  the  substance  is  not  in  itself  a 


crime.  This  legal  distinction  is  often 
lost  upon  the  frightened  drug  abuser 
and,  if  he  is  young  enough,  he  knows  it 
will  not  protect  him  from  the  wrath  of 
his  parents.  He  may  attempt  to  mislead 
the  physician  and  say  he  has  taken 
something  other  than  he  did.  He  may 
not  know  what  he  has  taken.  Pointing 
out  that  he  is  harming  himself  by 
hiding  the  truth  does  not  help,  because 
drug  abuse  in  its  essence  is  a  self-de¬ 
structive  act,  and  appeals  to  reason 
usually  fall  upon  deaf  ears.  Some  in¬ 
formation  may  be  obtained  through 
friends  and  relatives  or  from  laborato¬ 
ry  analyses  of  any  remaining  medica¬ 
tion  or  of  gastric  washings;  but  in  most 
cases  that  potent  and  customary  tool, 
the  careful  history,  will  not  be  avail¬ 
able  to  the  physician. 

Pitfalls  in  Evaluating 

the  Physical  Findings 

Many  aspects  of  the  physical  exami¬ 
nation  depend  upon  the  patient’s 
response  to  the  actions  of  the 
physician.  In  the  drugged  state,  these 
reactions  may  be  altered  in  unpredic¬ 
table  ways.  If  the  patient  is  delirious  or 
comatose,  he  will  not  be  able  to  coop¬ 
erate.  One  of  the  most  potentially 
serious  problems  is  the  misinterpreta¬ 
tion  of  some  findings  as  being  second¬ 
ary  to  the  drug  state  when  they  are,  in 
fact,  secondary  to  an  intercurrent  and 
unrelated  disease  process. 

For  example,  in  a  series  of  five  cases 
reported  from  New  York  City,  signs 
and  symptoms  of  abdominal  pain  were 
thought  to  be  due  to  drug  withdrawal, 
but  at  autopsy  serious  intra-abdominal 
pathology  was  discovered.3  In  a  case  in 
Philadelphia,  a  medical  student  who 
had  taken  LSD  was  treated  for  his 
symptoms  with  a  phenothiazine 
derivative.  Unfortunately,  the  student 
had  a  previously  unsuspected 
pheochromocytoma.  It  has  been 
alleged  that  his  death  was  due  to  a 
paradoxical  reaction  to  the  phenothia¬ 
zine  which  was  greatly  enhanced  by 
his  unsuspected  underlying  disease.4 
The  physician  must,  therefore,  be  alert 
to  the  possibility  that  a  patient  brought 
to  him  as  suffering  from  a  complica¬ 
tion  of  drug  ingestion  may  have  more 
than  one  problem  requiring  medical 
attention.  Indeed,  certain  kinds  of 
medical  problems  are  more  likely  to  be 


seen  in  drug  abusers  than  in  other 
(e.g.,  subacute  bacterial  endocarditis] 
These  have  been  well  reviewed  in  th< 
literature.5  6 

Indiscriminate  Use  of  Drugs 

Although  one  may  gather  that  th 
physician’s  task  is  not  simple,  it  migh 
be  easier  if  the  kinds  of  substance 
used  by  non-narcotic  drug  abuser 
were  limited  in  nature.  Recent  experi 
ence  indicates,  however,  that  there  ar 
a  growing  number  of  individuals  wh' 
will  put  almost  anything  into  thei 
mouths  and  eat  it,  or  even  worse,  wi 
inject  almost  anything  into  their  vein? 
The  results,  as  Hamlet  might  hav 
said,  defy  augury;  it  is  hard  to  predic 
what  will  happen.  For  example,  it  ha 
recently  been  reported  that  a  majc 
proportion  of  convulsive  disorder 
among  U.S.  troops  in  Vietnam  are  th 
result  of  their  ingesting  a  plasti 
explosive  material,  called  “Compos 
tion  C4.”  Its  main  chemical  compc 
nent  is  something  called  cycle 
trimethy  lenetrinitramine.  At  redue 
tion,  its  products  include  methylamim 
nitrous  acid,  ammonia,  and  foi 
maldehyde.  Severe  renal  failui 
requiring  hemodialysis  has  been  see 
in  at  least  three  patients.7  In  anotht 
reported  instance,  eleven  prisonei 
were  hospitalized  over  a  two-da 
period  with  an  acute  febrile  illness  a< 
companied  by  septic  retinitis.  After  ii 
vestigation,  it  was  discovered  that  foi 
of  them  had  ingested  and  seven  had  it 
jected  into  their  veins  a  homemade  a 
coholic  beverage  prepared  in  old  paii 
cans  containing  table  sugar,  baker 
yeast,  canned  peaches  and  potai 
peelings.  Cultures  of  this  concoctic 
yielded  streptococcus  viridans,  a 
unidentified  gram-negative  rod,  ar 
yeast.8  There  have  been  reports  of  pe» 
pie  inhaling  hair  spray,  anti-tussb 
aerosol  or  frying  pan  cleaner  and  su< 
denly  dying,  presumably  due  to  fat 
cardiac  arrhythmias,9  or  ingestir 
morning-glory  seeds,  inhaling  laughir 
gas,  and  smoking  catnip  and  banar 
peels.10-13  Their  effects  range  from  tl 
non-existent  to  the  psychotic  and  tl 
potentially  fatal.  In  short,  we  seem 
have  entered  an  era  of  pha 
macological  promiscuity  unprec 
dented  in  history.  Perhaps  it  is  a  sij 
of  the  times.  Dr.  Samuel  Johnson  oni 
remarked:  “I  look  upon  it,  that  he  wl 
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n  loes  not  mind  his  belly,  will  hardly 
s)  nind  anything  else.” 


Ik 


Use  of  Combinations  of  Drugs 


To  compound  difficulty  upon  dif- 
iculty,  many  of  these  drugs  are  not 
hi  aken  singly  but  in  combination  with 
h  ach  other.  The  physician  may  not 
ei  »ften  be  able  to  understand  the  pa¬ 
ir:  ient’s  problems  as  being  the  result  of 
ri  he  abuse  of  a  single  drug,  but  will  in- 
iri  reasingly  find  that  he  will  have  to 
hi  ake  into  account  the  simultaneous 
ei  buse  of  several  drugs,  and  will  have  to 
il  ttempt  to  puzzle  out  how  they  are  in¬ 
is  eracting  with  each  other  and  with  the 
vi  iatient  to  produce  the  observable 
icymptoms.  The  possible  combinations 
ia  f  drugs  are  countless.  Two  examples 
jo  dll  be  given  from  the  Philadelphia 
er  rea.  In  1969,  a  Hahnemann  physician 
h  eported  the  case  of  a  1 9  year  old 
ti  ollege  student  who  had  smoked  three 
•si  larihuana  cigarettes  which  had  been 
)0  reviously  soaked  in  a  scopolamine 
Ifl  olution.  Within  thirty  minutes  she 
jc  ecame  agitated,  combative  and 
ns  elusional,  with  both  auditory  and  vi- 
or  ual  hallucinations  of  a  frightening  na- 
jr  are.  Hospitalization  was  required.14 
:e  )uring  the  previous  year,  a  physician 
ie  t  the  Hospital  of  the  University  of 
er  'ennsylvania  had  reported  four  cases 
ia  f  a  toxic  psychosis  due  to  the  inges- 
a<  on  of  variable  amounts  of  Asthmador 
in  owder,  a  mixture  of  stramonium  and 
m  elladonna.  The  patients  all  exhibited 
it  severe  organic  brain  syndrome  with 
a  armication.15  From  Detroit  we  hear 
lir  f  a  combined  addiction  to  paregoric 
er  nd  tripelennamine,  called  “Blue 
at  relvet”  addiction.  Two  deaths  from 
io  ulmonary  hypertension  are  reported; 
a  ie  talc  which  is  used  as  a  filler  in  the 
in  •ipelennamine  tablets  formed  thrombi 
e<  'hich  were  trapped  in  the  pulmonary 
liv  ascular  bed,  and  the  ensuing 
ui  ranulomatous  reaction  caused  the 
at  ital  pulmonary  hypertension.16  These 
in  ases  also  illustrate  the  fact  that  com- 
in  inations  of  non-opiates  with  opiates 
ar  re  not  rare, 
tl 

tl  Use  of  Impure  or 

Contaminated  Drugs 

la 

:o  The  illegal  market  in  drugs  has  no 
iij  rganization  analogous  to  the  FDA  to 
n<  uarantee  the  quality  and  purity  of  its 
vt  roducts.  Thus  the  physician  may  be 


called  upon  to  deal  with  the  effects, 
not  of  any  known  drug,  but  of  some 
exotic  contaminant  produced  by  the 
weird  alchemy  of  an  earnest  but 
decidedly  amateur  illegal  laboratory. 
Law  enforcement  officials  who  have 
raided  such  establishments  routinely 
remark  upon  their  lack  of  cleanliness 
and  often  their  gross  contamination. 
This  would  lead  one  to  expect  all 
manner  of  serious  infectious  complica¬ 
tions  of  the  use  of  illegally  manufac¬ 
tured  drugs,  including  such  serious 


Trapped 


problems  as  botulism.  There  are  also 
problems  of  mislabelling  and  dosage. 
A  study  conducted  in  Princeton,  New 
Jersey,  looked  at  a  sample  of  drugs 
which  were  said  to  be  representative  of 
the  illegal  market  over  a  three-year 
period.  It  found  that  although  most 
of  the  samples  which  were  sold  as  LSD 
did  in  fact  contain  it,  the  dosage 
ranged  from  50  to  283  micrograms  in 
tablets  which  were  supposed  to  contain 
a  fixed  amount  of  the  drug.  None  of 
the  samples  which  were  supposed  to 
contain  psilocybin,  mescaline  or 
tetrahydrocannabinol  contained  any  of 
these  substances.  Four  of  the  samples 
said  to  contain  mescaline  in  fact  con¬ 
tained  STP  or  dimethoxy- 
methylamphetamine,  an  extraordi¬ 
narily  dangerous  drug.  Three  of  the 
samples  contained  Sernyl  (phen¬ 
cyclidine),  a  drug  which  produces  a 
severe  toxic  psychosis.17  This  and 
other  similar  studies  provoked  the  fol¬ 
lowing  comment  from  the  newsletter 
of  a  student  organization  concerned 
with  the  study  of  hallucinogenic  drugs: 
It  seems  a  sad  commentary  on 
the  state  of  the  present  “psyche¬ 
delic  subculture”  that  the  very 
practices  of  the  establishment 
which  are  criticized  as  hypocriti¬ 
cal  (a  lack  of  “truth  in 
packaging”  and  the  slick  mer¬ 
chandizing  techniques  of  Ma¬ 
dison  Avenue)  are  the  same 
practices  employed  by  the  pur¬ 
veyors  of  our  chemical  sacra¬ 
ments.18 

To  summarize,  because  of  the  dif¬ 
ficulties  involved  in  both  history  and 
physical  examination  in  the  non-opiate 
drug  abuser,  and  because  of  his  indis¬ 
criminate  use  of  a  bewildering  variety 
of  drugs  which  may  be  combined  with 
other  drugs,  may  be  impure,  or  may  be 
contaminated,  the  physician  may  well 
find  that  he  is  attempting  to  deal  with 
clinical  material  which  will  tax  the 
very  limits  of  his  diagnostic  acumen, 
his  ingenuity,  and  his  effectiveness. 
Nor  have  we  exhausted  by  any  means 
the  possible  difficulties  which  may  be 
encountered.  For  example  we  have 
generally  adhered  to  a  largely  artificial 
distinction  between  opiate  and  non¬ 
opiate  drug  abuse.  In  the  interests  of 
clarity  and  brevity  the  management  of 
various  kinds  of  drug  problems  will 
next  be  discussed,  but  one  should  be 
on  guard  lest  the  organization  of  the 
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material  for  presentation  again  appear 
to  simplify  a  problem  which  is  very 
complex  indeed. 

Specific  Treatment  Problems 

The  effects  of  specific  drugs  on  indi¬ 
viduals  are  extremely  variable  and 
depend  upon  the  interaction  of  a 
number  of  factors  including  the  prop¬ 
erties  of  the  drug,  its  dosage,  the 
frequency  with  which  it  is  taken,  the 
psychological,  social,  and  biochemical 
nature  of  the  individual  at  the  time  the 
drug  is  taken,  and  the  setting —  where 
it  is  taken,  when  it  is  taken,  with 
whom,  and  so  forth.  However, 
Wikler19  has  observed  that  with  at 
least  some  of  these  drugs,  the  relative 
importance  of  variables  other  than  the 
properties  of  the  drug  tends  to 
decrease  as  the  dosage  increase,  until 
at  very  high  doses  the  syndrome  ob¬ 
served  is  almost  exclusively  due  to  the 
properties  of  the  drug,  with  other  vari¬ 
ables  playing  a  decidedly  minor  role. 

Thus  for  any  drug,  even  within  the 
same  individual,  one  might  expect  to 
see  a  spectrum  of  drug-related  behav¬ 
iors,  rather  than  one,  "classical” 
syndrome.  This  makes  the  description 
of  the  effects  of  specific  drugs  rather 
difficult.  It  is  as  well  somewhat  redun¬ 
dant,  since  the  literature  in  medicine, 
psychiatry  and  pharmacology  contains 
many  such  descriptions.  Although  a 
summary  of  the  specific  effects  of 
some  of  the  major  drugs  of  abuse  will 
be  essayed  here,  and  some  particulars 
of  specific  treatment  will  be  discussed, 
the  coverage  of  this  aspect  of  the  man¬ 
agement  of  non-opiate  drug  abuse  will 
be  idiosyncratic  rather  than  compre¬ 
hensive.  For  those  wishing  a  more 
thoroughgoing  treatment  of  this  sub¬ 
ject,  an  excellent  review  article  has 
recently  appeared.20 

Barbiturates  and  Other  Sedatives 

Most  people  are  familiar  with  the 
clinical  picture  of  barbiturate  over¬ 
dosage  in  its  mildest  forms;  it  is  ex¬ 
actly  similar  to  that  of  alcoholic  intox¬ 
ication,  with  slurred  speech,  shuffling 
gait,  and  nystagmus  on  lateral  gaze.  In 
its  more  serious  form  barbiturate  in¬ 
toxication  can  produce  a  coma  so 
profound  that  the  EEG  becomes 
isoelectric21  and  all  deep  tendon 
reflexes  disappear.  This  latter  condi¬ 
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tion  is  often  seen  in  non-addicts  who 
attempt  suicide  by  taking  barbiturates. 
Management  of  the  less  severe  form 
often  requires  only  simple  abstention 
from  the  drug.  The  more  severe  form 
requires  hospitalization,  removal  of 
airway  obstruction  if  any  exists, 
oxygen  and,  if  respiratory  failure  is  im¬ 
pending,  some  type  of  mechanical  as¬ 
sistance  for  respiration.  Hemodialysis 
may  also  be  considered,  and  oc¬ 
casionally  pressor  amines  are  neces¬ 
sary.  Gastric  lavage  is  important  ini¬ 
tially;  a  large  amount  of  medication 
which  may  subsequently  cause  trouble 
may  be  removed. 

The  clinical  picture  of  barbiturate 
withdrawal  is  less  familiar;  however,  it 
is  the  obverse  of  barbiturate  intoxica¬ 
tion  and  consists  generally  of  CNS 
hyperexcitability.  There  is  general  agi¬ 
tation  and  tremulousness,  with  hy¬ 
peractivity  of  the  deep  tendon  reflexes. 
Tapping  repeatedly  on  the  glabella 
may  produce  blepharospasm.  There  is 
often  marked  postural  hypotension 
with  a  corresponding  pulse  rise  of  12- 
15  beats/minute  upon  standing.  Barbi¬ 
turate  withdrawal  can  be  a  medical 
problem  of  the  most  serious  kind  and 
can  readily  terminate  fatally,  usually 
following  status  epilepticus,  if  not 
properly  managed.  The  simple  substi¬ 
tution  of  a  known  amount  of  a 
medium-acting  barbiturate,  prefer- 
rably  pentobarbital,  and  its  gradual 


withdrawal  under  medical  supervisioi  si 
will  obviate  these  dangers.  Not  all  ir  sf 
dividuals  exhibiting  symptoms  of  bai  T 
biturate  withdrawal,  or  giving  a  histc  tti 
ry  of  barbiturate  or  other  sedative  ir  m 
take,  will  require  substitution,  ,  m 
simple  test  will  show  whether  substiti  gi 
tion  is  required.  The  patient  may  t  pi 
given  200  mg.  of  pentobarbital  orall  di 
and  examined  for  signs  of  barbiturat  pi 
intoxication  after  one  to  two  hours.  ,  se 
person  taking  only  a  small  amount  of  at 
sedative  drug,  or  none  at  all,  will  e>  gi 
hibit  obvious  signs  of  intoxication  o 
such  a  trial.  If  no  signs  of  intoxicatio  l 
are  evident  the  individual  is  tolerant  t 
barbiturates  (or  cross-tolerant  to  then 
to  a  degree  which  indicates  that  subst  pi 
tution-withdrawal  is  necessary.  w 

Determining  the  initial  amount  (  a! 
barbiturate  required  for  substitution  of 
done  by  titrating  the  tolerant  patier  la 
with  repeated  test  doses  and  noting  tf  tr 
amount  which  is  required  to  rendt  si; 
him  slightly  intoxicated.  This  amour  ps 
of  drug  is  given  in  divided  doses  in  th  ai 
first  24  hour  period  and  then  reduce  re 
by  100  mg.  of  pentobarbital  per  da  h< 
until  the  patient  is  drug-free.  Furtht  cl 
details  of  this  method  are  available  i  us 
the  literature.22  23  It  is  suitable  nr  se 
only  for  barbiturates  but  for  all  othr  pi 
sedatives,  especially  including  tf  hi 
minor  tranquillizers  and  alcoho  se 
Many  people  do  not  recognize  thi  pi 
minor  tranquillizers  carry  a  very  cor  ar 


^  siderable  abuse  potential  and  can  cause 
serious  problems  upon  withdrawal.24 
at  The  most  severe  withdrawal  syndrome 
t0  the  author  has  even  seen  occurred  in  a 
ln  man  who  was  addicted  to  meproba- 
1  mate  and  was  taking  a  phenomenal  20 
tu  grams  per  day.  It  is  also  worthwhile 
k  pointing  out  that  the  use  of 
"  diphenylhydantoin  is  of  no  value  in 
at  protecting  the  individual  against 
1  seizures  due  to  drug  withdrawal,  prob- 
1  ably  because  they  are  multifocal  in  ori¬ 
gin.  25 
o 

o  Amphetamines  and  Other  Stimulants 

t 

ro  In  moderate  doses  these  drugs 
to  produce  a  syndrome  of  excitability, 
with  increased  wakefulness  and 
o  alertness  and  the  subjective  impression 
i  i  :>f  enhanced  performance  efficacy.  In 
en  larger  doses,  especially  if  taken  in¬ 
to  [ravenously,  a  series  of  hyperexcitable 
Je  states  extending  into  delirium  and 
JH  psychosis  may  be  seen.  Although  LSD 
to  and  other  drugs  have  been  frequently 
:e  referred  to  as  “psychotomimetics,”  it 
la  lias  been  categorically  stated  that  the 
hfi  :linical  syndrome  induced  by  excessive 
i  jse  of  amphetamines  has  “a  closer  re- 
nc  semblance  to  schizophrenia  than  that 
he  produced  by  any  other  known 
to  aallucinogenic  drug.”26  There  are 
io  some  differentiating  points,  such  as  a 
hi  predominance  of  visual  hallucinations 
or  ind  absence  of  a  thought  disorder  in 
imphetamine  psychosis;  but  they  are 
tot  invariable,  and  are  likely  to  be 
jseful  diagnostically  only  to  the  psy¬ 
chiatric  specialist.  One  study27  has 
peen  cited  as  evidence  that  a  sufficient 
lose  of  amphetamine  could  produce 
such  a  psychosis  even  in  a  normal 
person.  The  methodology  of  the  study 
does  not  in  fact  support  this 
conclusion,  nor  would  it  be  ethically 
feasible  to  do  the  critical  study.  Never¬ 
theless  the  conclusion  is  in  all  proba¬ 
bility  correct.  Acute  amphetamine  in¬ 
toxication  may  terminate  fatally.  It  is 
worth  pointing  out,  however,  that  in 
spite  of  statements  in  the  literature  to 
the  contrary  there  is  as  yet  no 
conclusive  evidence  that  amphe¬ 
tamines  produce  organic  brain  dis¬ 
ease.28 

One  of  the  most  dramatic  events  on 
the  addiction  scene  in  recent  years  has 
been  the  appearance  of  the  compulsive 
ibuser  of  high-dosage  intravenous 
tnethamphetamine —  the  “speed 
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freak.”  He  injects  his  drug  from  one  to 
ten  times  per  day,  with  each  injection 
experiencing  a  “flash”  which  he 
describes  as  a  “total  body  orgasm.” 
This  pattern,  called  a  “speed  binge”  or 
a  “run,”  may  last  for  several  days, 
during  which  the  individual  does  not 
sleep  and  rarely  eats.  It  terminates 
because  of  fatigue,  confusion,  para¬ 
noia,  or  lack  of  supplies,  and  is 
followed  by  a  period  of  extreme 
exhaustion  and  depression.  Often 
another  “speed  run”  is  begun  by  the 
user  to  bring  himself  out  of  the  depres¬ 
sive  phase.29  This  series  of  unusual 
events  corresponds  much  more  closely 
than  does  narcotic  abuse  to  the  early 
formulations  of  Rado30  31  regarding 
addiction,  developed  before  “speed 
freaks”  had  ever  been  known. 


Most  of  the  acute  toxic  manifesta¬ 
tions  of  this  group  of  drugs  will  sub¬ 
side  with  watchful  waiting  and  the 
precaution  that  further  supplies  of 
drugs  are  not  available  for  use.  Seda¬ 
tion  with  barbiturates  or  such  drugs  as 
chlorpromazine  or  diazepam  is 
helpful.  In  serious  overdosage  cases  it 
may  be  necessary  to  take  steps  to 
combat  hyperpyrexia  and  increased 
intra-cranial  pressure.  In  one  large 
series  of  cases  of  methamphetamine 
abuse,  the  most  frequent  medical 
complication  other  than  general 
debility  with  malnutrition  was  hepa¬ 
titis,  which  occurred  in  61  of  310  pa¬ 
tients,  or  almost  20%. 32  Other 
complications  included  infections,  GI 
symptoms  including  abdominal 
cramps  severe  enough  to  make  one 
suspicious  of  appendicitis,  and  cardio¬ 
respiratory  problems,  especially  tachy¬ 
cardia  and  dyspnea.  It  has  been 
speculated  that  the  hepatitis  is  due  not 
only  to  the  use  of  contaminated  equip¬ 


ment  but  that  it  may  be  a  direct  effect 
of  the  drug.  Unless  dealt  with  in  some 
manner,  the  depressive  reaction  which 
follows  abuse  of  the  drug  may  be  the 
occasion  of  renewed  abuse. 

Recently  a  new  series  of  drugs  has 
appeared  which  are  chemically  related 
to  the  amphetamines  and  which  have 
the  physiologic  effects  of  this  series  of 
drugs  but  which  have  psychological  ef¬ 
fects  more  nearly  resembling  those  of 
LSD.  The  best  known  of  these  has 
been  popularly  called  STP.  Chemically 
it  is  2,5-dimethoxy-4-methylamphe- 
tamine.  The  usual  “street”  dose  is  10 
mg;  at  this  level,  the  effects  of  the  drug 
often  last  16  to  24  hours,  rather  than  8 
to  10  hours  as  with  LSD.33  Because  of 
the  intensive  physiological  effects, 
which  resemble  those  of  atropine,  it 
was  thought  for  some  time  that  the  use 
of  drugs  such  as  chlorpromazine, 
which  have  a  pronounced  an¬ 
ticholinergic,  atropine-like  effect,  were 
contraindicated.  Experimentally,  how¬ 
ever,  this  does  not  appear  to  be  the 
case.34  Given  the  propensity  of  today’s 
abusers  to  use  more  than  one  drug,  it 
may  be  difficult  to  be  certain  whether 
the  atropine-like  effects  in  a  given  in¬ 
dividual  are  due  to  STP  or  whether 
they  are  due  to  atropine  itself.  Thus  if 
“anticholinergic  crisis”  intervenes  one 
might  be  prepared  to  use  2-4  mg.  of 
physostigmine  salicylate  orally  or  in¬ 
tramuscularly  to  deal  with  it,  and  par¬ 
ticularly  with  the  accompanying  respi¬ 
ratory  depression.35 

LSD  and  Other  Hallucinogenic  Drugs 

There  has  been  a  general  impression 
recently  that  the  use  of  LSD  has 
declined.  It  would  probably  be  more 
accurate  to  say  that  its  use  has  not  con¬ 
tinued  to  increase  at  the  rate  one  might 
have  expected  some  three  to  four  years 
ago,  and  that  its  proponents  have 
become  less  vocal.  To  some  degree  this 
change  has  been  influenced  by  the 
controversy  on  the  possible  effects  of 
the  drug  on  genetic  materials,  a  ques¬ 
tion  which  is  still  very  much  open  and 
has  by  no  means  been  settled.36  It 
would  be  mistaken,  nevertheless,  to 
think  that  LSD  is  no  longer  used. 

In  an  excellent  review  Unger37  has 
pointed  out  that  the  effects  of  LSD, 
mescaline  (the  active  principle  of  the 
peyote  button)  and  psilocybin  (derived 
from  certain  species  of  mushrooms) 
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are  identical.  Studies  with  radioactive 
isotopes  have  shown  that  they  all 
disappear  from  the  brain  at  the  time 
the  subjective  experiences  begin,  and 
there  is  cross-tolerance  between  them. 
Presumably  they  work  by  triggering  a 
common  mechanism  in  the  brain. 
Depending  on  the  form  in  which  they 
are  taken,  their  effects  will  last  a 
greater  or  lesser  period  of  time,  8  to  1 2 
hours  being  the  commonly-accepted 
figure  for  LSD.  The  common  elements 
of  the  drug  experience  are:  a  “sa¬ 
turnalia”  or  “orgy”  of  unique  individu¬ 
al  visual  experience,  a  sense  of  alien¬ 
ation  from  the  body  or  of  deper¬ 
sonalization;  and  the  view  in  ret¬ 
rospect  of  the  drug  experience  that  it 
has  been  an  important  or  significant 
event  in  one’s  life. 

This,  of  course,  describes  the  experi¬ 
ence  when  it  goes  well.  The  possible 
usefulness  of  these  effects  in  treating 
certain  psychiatric  problems  has  not 
gone  unnoticed,  and  is  under  active  in¬ 
vestigation.38  It  is  possible  that  many 
amateur  users  of  the  drug  are  seeking  a 
therapeutic  effect  as  well,  though  for  a 
variety  of  reasons  they  are  unlikely  to 


achieve  it.  When  the  hallucinogenic 
experience  does  not  go  well,  one  is 
faced  with  the  infamous  “bad  trip.”  In 
spite  of  folklore  to  the  contrary,  such 
things  as  extensive  prior  LSD  experi¬ 
ence  and  the  presence  of  sympathetic 
surroundings  and  a  knowledgeable 
“guide”  by  no  means  guarantee  that 
the  “trip”  will  not  be  bad.  It  is  not  as 
yet  possible  to  predict  whether  any  trip 
in  any  individual,  regardless  of  cir¬ 
cumstances,  will  be  “good”  or  “bad”.39 
Therefore  a  “bad  trip”  is  quite  possible 
each  time  LSD  is  taken  by  anyone. 

It  is  clear  that  the  “badness”  of  a 
“bad  trip”  is  psychological  rather  than 
physiological,  at  least  with  respect  to 
the  dangers  to  the  individual.  It  has 
been  described  as  “the  crisis  created  in 
an  individual  when  he  perceives  him¬ 
self  in  a  threatening  situation  follow¬ 
ing  psychedelic  drug  usage”  and  has 
been  termed  “a  toxic  acute  brain 
syndrome  with  disorientation  and 
clouded  consciousness”35 —  in  other 
words,  a  delirium.40  (Some  authors, 
such  as  Unger,  do  not  agree  that  LSD 
can  cause  a  delirium,  which  raises  the 
possibility  that  “bad  trips”  may  be  due 


to  contaminants  in  illegally  manufac  ih)- 
tured  LSD.)  It  is  interesting  to  not'  fly  I 
that  the  techniques  employed  by  mod  iosi 
ern  physicians  in  “talking  down”  th<  he 
patient  on  a  “bad  trip,”35  referred  t»  tan 
by  them  under  the  general  heading  o  ate* 
“reduction  of  input  overload,”  wer  fte 
extensively  described  by  the  grea  ard 
physician  Soranus  of  Ephesus  in  th<  :om 
second  century  AD.41  The  Greeks,  o  pin 
course,  did  not  have  LSD,  but  the  gen  nyt 
eral  treatment  of  acute  confusiona  ;i$e 
states  has  not  changed  from  their  da;  liur 
to  ours.  Chlorpromazine  may,  in  thi  her 
case,  constitute  a  useful  addition,  if  th  ela 
means  are  at  hand  to  protect  agains  on 
“anticholinergic  crisis.”  It  has  als<  iari 
been  suggested  that  other  sedative  je 
such  as  paraldehyde  and  barbiturate  *r< 
might  be  useful’35  but  this  seems  un  $n 
likely  if  the  “bad  trip”  is  indeed  en 
delirium. 

Soranus  mentions  the  possibility  0 
suicide  in  acute  confusional  states;4 
this  has  been  reported  with  LSD  in  th 
psychiatric  literature42'43  as  well  a  *ul 
anecdotally.  Contrary  to  an  impressioi  ral 
which  may  have  been  given,  suicid  % 
has  never  occurred  when  LSD  ha  |o 
been  used  therapeutically  under  ade  (he 
quate  supervision.28  The  long-term  el  na 
fects  of  LSD  abuse  are  a  matter  0  jo 
some  controversy.44*47  There  has  beei  ib 
some  evidence  that  it  may  lead  t<  iv; 
minimal  brain  damage.48  Recently  5c 
rather  ominous  report  has  appeared  o  ni 
four  young  men  with  relatively  gocx  Ik 
premorbid  adjustment  and  no  prio  n; 
signs  of  psychopathology  who  devel  ft 
oped  intractible  chronic  psychosi 
after  long-term  psychotomimetic  dru 
abuse.49 

Volatile  Solvents 

Although  the  physician  may  be  con 
suited  by  the  parents  of  children  wh» 
engage  in  the  inhalation  of  the  vapor 
of  glue,  gasoline,  paint  thinner,  an< 
other  organic  solvents,  it  is  unlikel 
that  he  will  be  called  on  to  treat  th' 
acute  manifestations  of  this  practice 
The  effects  are  short-lived,  and  the  pa 
tient  will  either  be  over  them  or  will  b 
dead.  In  the  past,  most  fatalities  wer  p 
due  to  suffocation;  the  substances  wer  jc 
often  inhaled  from  a  plastic  bag,  whicl  | 
effectively  strangled  the  user  when  h  i, 
temporarily  lost  consciousness  fron  1 
the  fumes.  Interestingly,  there  wa 
little  evidence  of  serious,  long-tern 
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lc'  hysical  effects  of  this  practice,  proba- 
ltf  ly  because  of  the  brief  duration  of  ex- 
d'  osure  to  the  toxic  substance.50  With 
to  lie  recent  increase  in  scope  of  the  sub- 
tc  tances  inhaled,  sudden  deaths  unre- 
to  ited  to  suffocation  have  been  seen.9 
16  he  suggested  mechanism  is  a  massive 
al  ardiac  arrhythmia,  brought  on  by  a 
to  ombination  of  hypoxia,  hypercapnia, 
01  pinepherine  sensitization  of  the 
n'  lyocardium  due  to  preceding  exer- 
ia  ise,  and  sensitization  of  the  myocar- 
a)  ium  by  the  halogenated  hydrocarbons 
to  lemselves.  These  deaths  appear  to  be 
to  elated  to  the  use  of  trichloroethane,  a 
ls  onstituent  of  spot  removers,  and  to 
sc  arious  flurocarbon  propellants  which 
®  re  usually  found  in  pressurized 
®  erosol  containers.  In  these  cases  there 
n  >  no  prospect  of  effective  medical  in- 

*  jrvention. 

Marihuana  and  other 
4  Cannabis  Derivatives 

to  Most  of  the  furor  about  this  class  of 
a  ubstances  has  to  do  with  its  symbolic 
31  ralue  for  what  has  been  called  an 
to  merging  counterculture  and  very  little 
•a  o  do  with  its  effects  as  a  drug.  As 
Ifr  here  is  little  evidence  on  the  safety  of 
if  narihuana,  there  is  reason  for  hesita- 
o  ion  in  making  it  more  widely  avail- 
ei  ible  by  legalization.  Even  with  the 
t<  vailability  of  laboratory  tests,  the  dif- 
i  iculties  with  such  drugs  as  thalido- 
o  nide,  chloramphenicol,  and  tobacco 

*  lid  not  become  apparent  until,  for 
oi  nany  people,  it  was  too  late.  The  last 

hing  needed  by  this  country  is  another 
>i  egal  drug.  Wikler23  answers,  defini- 
J|  ively  and  succinctly,  the  argument 
vhich  so  frequently  arises  when  this  is 
aid:  “Is  it  not  hypocritical  to  tolerate 
nd  advertise  alcohol  and  prohibit 
narihuana?  Yes,  but  it  would  be  even 
n  nore  hypocritical  for  a  government 
«  esponsible  for  public  health  to  toler- 
ite  both...  The  cure  for  hypocrisy  is 
lot  more  of  it,  but  restoration  of 
lonesty,  in  this  case  by  eschewing  al- 
:oholic  intoxication  as  well  as  can- 
labis  intoxication.”  As  Dews51  points 
>ut,  cannabis  derivatives  have  no  posi- 
ive  use,  and  therefore  the  burden  of 
iroof  lies  with  those  who  claim  that 
annabis  is  not  harmful. 

The  prestigious  Medical  Letter  on 
Drugs  and  Therapeutics,  in  its  issue  of 
April  17,  1970,  succinctly  summarized 
i  he  psychological  and  physiological  ef- 
1  :ects  of  cannabis  preparations.52  There 


is  little  likelihood  that  the  general 
medical  physician  will  be  confronted 
with  a  cannabis  user  for  treatment.  If 
he  is,  reassurrance  and  mild  sedation 
will  suffice  in  virtually  all  instances. 
The  kinds  of  adverse  reactions  to  can¬ 
nabis  currently  being  seen  have  also 
been  well  summarized  recently.53  To 
Dr.  Weil’s  list  I  would  add  my  own 
strong  clinical  impression,  supported 
by  case  reports  in  the  literature54-56, 
that  marihuana,  like  LSD  and  amphe¬ 
tamine,  can  produce  a  prolonged 
psychotic  reaction  in  individuals 
without  a  prior  history  of  psychopath¬ 
ology.  This  is  not  surprising  in  view  of 
the  fact  that  tetrahydrocannabinol,  the 
active  principle  of  all  cannabis 
preparations,  can  produce  psychosis  in 
all  subjects  if  given  in  sufficient  dos¬ 
age.57  Such  cases  are  rare  but  require 
psychiatric  attention. 

Flashbacks 

An  uncommon  but  impressive  phe¬ 
nomenon  concerning  which  the  physi¬ 
cian  may  be  consulted  is  the  “flash¬ 
back.”  This  is  the  recurrence  of  the 
drug  experience  without  the  use  of  the 
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drug.  Most  frequently  associated  with 
LSD  use,58  it  has  also  been  reported 
with  marihuana  and  with  STP.59  60  To 
some  users  these  recurrences  are  plea¬ 
surable  but  to  many  they  are  very 
frightening,  as  they  signify  a  loss  of 
control  over  the  drug  experience.  No 
effective  treatment  is  known  nor  is  the 
cause  of  these  experiences  well  under¬ 
stood.  Users  have  assumed,  probably 
correctly,  that  continued  use  of  drugs 
would  at  least  not  diminish  the  proba¬ 
bility  that  “flashbacks”  would  occur, 
and  many  have  stopped  using  drugs  for 
this  reason.  So  intense  is  the  panic  that 
may  be  produced  by  a  “flashback”  that 
a  psychiatric  hospitalization  is  often 
necessary;  suicidal  wishes  are  often 
expressed  in  the  desire  to  escape  this 
peculiar  consequence  of  drug  use. 
Flashbacks  will  usually  disappear 
spontaneously,  though  this  may  take  a 
year  to  eighteen  months. 

Long  Term  Management 
of  Drug  Abuse 

When  the  acute  problems  associated 
with  drug  abuse  have  been  dealt  with, 
there  remains  the  perplexing  problem 
of  what  may  be  done  so  that  the 
physician  is  not  faced  again  in  the  im¬ 
mediate  future  with  the  same  problem 
from  the  same  drug  in  the  same  pa¬ 
tient.  To  this  problem  there  is  no  ready 
answer.  Psychiatric  care  may  be 
helpful  in  some  cases.  But  it  is  not 
available  to  everyone,  and  in  many  in¬ 
stances  it  is  not  helpful.  A  number  of 
treatment  modalities  which  have  been 
developed  for  narcotic  addiction60 
may  also  be  useful  for  the  non-narcotic 
drug  abuser.  This  is  more  true  of  such 
methods  as  the  therapeutic  community 
approach61  than  of  the  methods 
employing  such  drugs  as  methadone, 
cyclazocine  and  naloxone,  which  are 
specifically  directed  at  opiate  abuse. 

The  potential  importance  of  the 
non-psychiatric  physician  in  dealing 
with  problems  of  drug  abuse  over  the 
long  term  should  not  be  underes¬ 
timated.  He  may  be  particularly 
helpful  if  he  has  a  good  and  pre-ex¬ 
isting  relationship  with  the  drug  abuser 
and,  very  importantly,  with  his  family. 
In  the  context  of  our  current  culture, 
drug  abuse  cannot  invariably  be  con¬ 
sidered  a  manifestation  of  psychopath¬ 
ology,  although  that  possibility  is 
always  present.  Rather,  fn  many  in- 
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stances  it  represents  a  peer-group  sanc¬ 
tioned,  contemporary  attempt  of  the 
abuser  to  find  his  way  in  this  most  dif¬ 
ficult  of  all  possible  worlds.  Among 
the  many  needs  which  such  an  abuser 
may  have  is  that  of  an  older  and  wiser 
person  to  show  him  the  way.  Lest  this 
sound  rather  square,  consider  the 
speech  of  Kurt  Schmoke,  “the  nor¬ 
mally  fire-breathing  black  secretary  of 
the  senior  class”  at  Yale  during  the 
May  Day  disturbances  there,  as 
reported  by  Time  Magazine , 
November  9,  1970,  p.  86: 

The  students  on  this  campus  are 
confused,  they’re  frightened. 
They  don’t  know  what  to  think. 
You  are  older  than  we  are,  and 
more  experienced.  We  want 
guidance  from  you,  moral  lead¬ 
ership.  On  behalf  of  my  fellow 
students,  I  beg  you  to  give  it  to 
us. 

This  is,  it  will  be  noted,  not  a 
request  for  something  magical  which 
only  an  old  wizard  like  Shazam  could 
confer  on  so  romantic  a  figure  as  Cap¬ 
tain  Marvel.  This  is  a  request  for 
something  which  physicians  are 
eminently  qualified  to  give:  Their  own 
humanity.  D 
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PENNSYLVANIA  MEDICINE 


<» .  on g -Term  observations: 

Oxolinic  Acid  Treatment  of  Urinary  Tract  Infections 


WILLIAM  T.  LAMPE,  II,  M.D. 
os  York 

iia 


XOLINIC  ACID  is  a  synthetic 
quinoline  derivative  having  bac- 
ricidal  activity  against  nearly  all 
,ft  am-negative  species  except  Pseudo- 
onas.1  Proteus  and  E.  coli  are  excep- 
)nally  susceptible  to  the  drug.  It  is 
lated  to  nalidixic  acid  in  structure 
ye  igure  1)  but  is  more  potent  and  has  a 
311  mewhat  wider  antibacterial  spec- 

SSI  . 

jm.1 

u  A  clinical  study  suggests  that 
3  olinic  acid  may  have  less  propensity 
Sl  evoke  resistant  strains  than  does 
ilidixic  acid.2  In  the  clinical  study 
"  ted,  oxolinic  acid  was  given,  one 
an  am  twice  daily  for  14  days,  to  pa- 
lrl  :nts  having  chronic  bacteriuria. 

: '  The  present  study  was  designed  to 
tend  the  observations  of  oxolinic 
)SI  id’s  clinical  usefulness  in  terms  of 
a  )se,  duration  of  therapy,  and  dura- 
r  )n  of  benefit  to  the  patient.  A  slightly 
arl  wer  daily  dose  was  given  over  a 
i4  nger  time  to  patients  with  acute,  re- 
irrent  or  chronic  urinary  tract  infec- 
;  ?ns.  Further,  many  patients  were 
u  Jlowed  for  one  year  after  therapy. 

*'  Thirty-five  patients  (twenty-six 
omen  and  nine  men)  from  a  private 
ei  actice  population  with  acute,  recur- 
!3t  nt  or  chronic  urinary  tract  infections 
ere  admitted  to  the  study.  Patients 
ere  admitted  on  the  bases  of  having 


urine  culture  positive  (greater  than  105 
organisms  per  ml)  for  gram-negative 
species  and  having  standard  symptoms 
of  urinary  tract  infection  (one  excep¬ 
tion).  Ages  ranged  from  18  to  87  with 
a  median  of  55. 

Thirty  patients  received  tablets  of 
oxolinic  acid  750  mg  b.i.d.  and  five 
patients  received  1000  mg  b.i.d.  The 
original  dose  of  1  Gm.  b.i.d.  was 
lowered  to  750  mg.  b.i.d.  when  it 
became  evident  from  animal  and  in 
vitro  sensitivity  studies  that  the  smaller 
dose  was  adequate.  The  treatment 
period  lasted  for  from  7  to  30  days, 
with  a  median  of  28  days.  Table  1  con¬ 
tains  the  diagnostic  particulars  of  each 
patient. 

Urine  for  culture  was  collected  by 
having  patients  void  after  cleansing 
their  genitalia  with  soap  three  times 
and  then  warm  water.  Mid-stream 
collections  were  obtained  except  for 
rare  specimens  which  were  obtained 
by  catheter  when  the  patient  was  too 
sick  to  provide  a  reliable  voided  speci¬ 
men.  Colony  counts  were  performed 
on  all  specimens.  Sensitivity  to 
oxolinic  acid  was  determined  on  all 
isolates  using  four  disc  strengths:  0.5, 
1.0,  2.0,  and  5.0  micrograms. 

Colony  counts  were  established  by 
taking  0.01  ml  calibrated  loopfuls  of 


fresh  uncentrifuged  urine  and  plating 
them  on  EMB  and  azide  agars  for  the 
identification  and  quantitation  of 
gram-negative  and  gram-positive 
organisms  respectively.  Plates  were 
read  (colonies  x  100  =  organisms/ml) 
after  overnight  incubation  and  repre¬ 
sentative  colonies  replated  onto  the  in¬ 
dicated  agar  for  the  disc  diffusion 
studies.  These  plates  were  read  after  24 
hour  incubation.  In  the  absence  of 
firm  criteria  for  zone  of  inhibition  in¬ 
terpretation,  any  zone  at  all  around 
any  of  the  discs  was  taken  to  indicate 
sensitivity.  In  retrospect,  this  criterion 
was  probably  too  loose  to  exclude 
organisms  with  only  limited  sensitivity 
to  oxolinic  acid. 

Subsequent  urine  cultures  were  gen¬ 
erally  secured  at  the  end  of  one,  two, 
and  four  weeks  of  therapy.  A  patient 
was  classified  as  a  treatment  failure  if 
two  consecutive  urine  cultures  during 
treatment  had  greater  than  105  viable 
bacteria/ml.  Seventeen  successfully 
treated  patients  were  bacteriologically 
re-evaluated  for  three  months  post¬ 
therapy.  Additionally,  fourteen  pa¬ 
tients  were  followed  for  one  year. 

The  following  laboratory  studies  to 
evaluate  the  safety  of  oxolinic  acid 
treatment  were  performed  before  and 
at  the  end  of  therapy;  hemoglobin, 
hematocrit,  WBC  count,  differential, 
BUN,  SGOT,  bilirubin,  and  alkaline 
phosphatase. 


Results 

Results  on  the  two  dose  regimens 
were  similar  and  will  be  considered 
together.  Table  1  gives  the  detailed  his¬ 
tory  of  each  patient. 

Clinical  improvement,  indicated  by 
partial  or  complete  remission  of 
symptoms,  was  noted  in  29  (83  per¬ 
cent)  of  the  35  patients,  16  being  cured 
and  13  improved. 

Bacteriologically,  24  patients  (69 
percent)  were  cleared  of  their  original 
pathogen  at  the  end  of  treatment. 
Seven  of  these  had  significant  super-in¬ 
fections  (greater  than  105  or¬ 
ganisms/ml)  arising  during  therapy. 
Three  of  the  seven  had  gram-positive 
superinfections,  and  four  had  superin- 
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TABLE  1 

PATIENT  DIAGNOSTIC  INFORMATION  AND  OUTCOME  OF  THERAPY 


PATIENT 

IDENTIFICATION  DIAGNOSTIC  INFORMATION 


PRESENTING 
SECONDARY  DX  ORGANISM(S) 
PRIMARY  DX  AND  AND 

INI.  SEX  AGE  (STATUS  OF  INF.)  COMPLICATIONS  DISC  SENSI. 


Oxolinic  Acid: 
750  mg  b.i.d. 


EH 

M 

82 

Cystitis  (A) 

Ca  bladder 

E.  coli-S 

BB 

F 

18 

Cystitis  (A) 

Trichomonas 

vaginitis 

E.  coli-S 

AA 

F 

79 

Cystitis  (A) 

Duodenal 

ulcer 

E.  coli-S 

GS 

M 

44 

Cystitis  (A) 

Pancreatitis 

E.  coli-S 

MR 

F 

50 

Cystitis  (A) 

Diabetes 

E.  Coli-S 

RB 

M  ' 

57 

Cystitis  (A) 

— 

E.  Coli-? 

TM+ 

M 

50 

Urethritis 

Cystitis  (A) 

E.  coli-S 

PH 

F 

69 

Cystitis  (A) 

Diabetes 

E.  coli-S 

DP 

F 

30 

Cystitis  (Re) 

— 

E.  coli-S 

EF 

M 

60 

Cystitis 

Prostatitis  (Re) 

— 

E.  coli-S 

CON 

M 

37 

Cystitis  (A) 

— 

Klebs-Aero-S 

SY 

F 

68 

Cystitis  (C) 

— 

E.  coli-S 

MS 

F 

72 

Cystitis  (C) 

— 

E.  coli-S 

EM 

F 

71 

Cystitis  (C) 

— 

Klebs-Aero-S 

MZ 

F 

55 

Cystitis  (Re) 

— 

Klebs-Aero-S 

CC 

F 

49 

Cystitis  (Re) 

CVA 

E.  coli-? 
Pseud  sp-? 

MP 

F 

69 

Cystitis  (Re) 
Pyelonephritis 

Azotemia 
(BUN  60  mg) 

E.  coli-S 

EE 

F 

30 

Cystitis 

Pyelonephritis  (A) 

_ 

E.  coli-S 

GB 

M 

63 

Cystitis 

— 

E.  coli-S 

Prostatitis  (Re) 
Pyelonephritis 


DA 

F 

22 

Cystitis  (Re)  Cholecystitis 

Pyelonephritis 

Proteus-S 

BT 

F 

27 

Cystitis  (Re)  — 

Pyelonephritis 

Klebs-Aero-S 

DS 

F 

51 

Cystitis  (A)  — 

Pyelonephritis 

E.  coli-S 

CS 

F 

22 

Urethritis  Congenitally 

Cystitis  (Re)  abnormal  uri- 

Pyelonephritis  nary  tract 

E.  coli-S 

IB 

F 

69 

Cystitis  Right  hydro- 

Pyelonephritis  (Re) nephrosis 
cystocoele 

Paracolon-R 

OL 

F 

75 

Pyelonephritis  (Re) Diabetes 

Klebs-Aero-S 

RB 

M 

47 

Pyelonephritis  (A)  — 

Pseud  sp-S 

EH 

F 

28 

Pyelonephritis  (Re)  — 

E.  coli-S 

PS 

F 

66 

Pyelonephritis  (A)  Ca  sigmoid 
colon 

Paracolon-S 

GD 

M 

47 

Pyelonephritis  (A)  — 

E.  coli-S 

AH 

F 

82 

Asymptomatic  — 

Klebs-Aero-S 

bacteriuria  (A) 


Oxolinic  Acid: 
1000  mg  b.i.d. 


MU 

F 

69 

Hemorrhagic 
cystitis  (A) 

— 

E.  coli-S 
Strep  faec-S 

EE 

F 

61 

Cystitis  (Re) 

Diabetes 

E.  coli-S 

JH++ 

M 

69 

Cystitis  (Re) 

Prostatic 

hypertrophy 

Pseud  sp-R 

MB 

F 

80 

Cystitis  (C) 

Neurogenic 

bladder, 

Incontinence 

Indwelling 

catheter 

E.  coli-S 

LR 

F 

19 

Pyelonephritis  (A) 

— 

E.  coli-S 

RESPONSE  TO  THFRAPY 


BACTERIOLOGICAL  RESPONSE 


SYMPT. 

RESPONSE 

PRESENTING 

ORGANISM 

SUPERINFECTION 
DISC  SENSI. 

FOLLOW-UP 
TO  3  MO  TO  1  Y 

Nl 

E 

Pseud  sp-R 

ND 

ND 

C 

E 

— 

E 

E 

C 

E 

— 

E 

ND 

C 

E 

E 

E 

C 

E 

— 

E 

E 

1 

E 

Strep  faec-R 

ND 

ND 

c 

E 

— 

E 

E 

1 

P* 

ND 

ND 

c 

E 

_ 

E 

E 

c 

E 

— 

E 

E 

c 

E 

_ 

E 

E 

1 

P* 

— 

ND 

ND 

1 

P* 

strep  faec-R 

ND 

ND 

1 

P* 

Proteus-R 

ND 

ND 

NF 

P 

Strep  faec-R 

ND 

ND 

Nl 

E 

Proteus-R 

ND 

ND 

1 

E 

Proteus-R 

ND 

ND 

1 

E 

— 

ND 

ND 

1 

P* 

Klebs-Aero-R 

ND 

ND 

C 

E 

not 

E 

available 

1 

E 

— 

Reinf. 

Reinf 

c 

E 

— 

E 

E 

1 

P* 

— 

ND 

ND 

1 

P 

— 

ND 

ND 

Nl 

P* 

Strep  faec-R 

ND 

ND 

Nl 

P* 

— 

ND 

ND 

C 

E 

Staph  alb-R 

E 

ND 

c 

E 

— 

E 

E 

c 

E 

_ 

E 

E 

Nl 

E 

E.  coli-R 

ND 

ND 

C 

E 

E 

ND 

c 

E 

_ 

E 

ND 

Nl 

P 

— 

ND 

ND 

1 

E 

Strep  faec-R 

P 

P 

(super)  (supe 

C 

E 

E 

E 

Code:  (A)  Acute  (Re)  Recurrent  (C)  Chronic 


fections  due  to  gram-negative  organ¬ 
isms. 

Following  therapy,  of  the  17  pa¬ 
tients  whose  urine  was  recultured,  15 
remained  free  of  significant  bacteriuria 


for  3  months,  while  2  developed  infec¬ 
tions  due  to  Strep,  faecalis. 

Of  the  14  patients  periodically 
rechecked  for  bacteriuria  for  one  year, 
12  maintained  sterile  urine  while  2 


required  retreatment.  These  results  ar 
summarized  in  Table  2  classified  a< 
cording  to  whether  the  infection  we 
acute,  recurrent  or  chronic. 

Bacteriological  results  by  organisrl 
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TABLE  2:  SUMMARY  OF  RESULTS  OF  OXOLINIC  ACID  THERAPY  OVER  TIME 
AS  A  FUNCTION  OF  STATUS  OF  INFECTION 


Time_ Acute  U.T.I. Recurrent  U.T.I. Chronic  U.T.I. 


No.  in  Group 

17 

14 

4 

Free  of  original 
pathogen  at  the 
end  of  therapy 

35  evaluated 

15 

8 

1 

24 

35 

up  to 

4  weeks 

Free  of  significant 
bacteriuria*  at  the 
end  of  therapy 

35  evaluated 

12 

5 

0 

17 

35 

up  to 

3  months 

Free  of  significant 
bacteriuria*  at  the 
last  post-treatment 
culture 

17  evaluated 

11 

4 

0 

15 

17 

approx. 

1  year 

Free  of  significant 
bacteriuria*  at  the 
end  of  one  year  of 
observation+ 

1 4  evaluated 

9 

3 

0 

12 

14 

*  <105  organisms/ml  of  urine 

+  Cultures  taken  at  6  months  and  one  year  post-therapy 


ire  shown  in  Table  3.  The  overall 
radication  rate  was  27  of  the  38  (71 
>ercent)  pretreatment  organisms.  The 
>nly  species  in  sufficient  quantity  to 
:onsider  separately  was  E.  coli  of 
vhich  20  strains  (80  percent)  were 
radicated.  One  strain  relapsed  but  was 
uccessfully  eradicated  in  a  second 
ourse  of  treatment.  The  eradication 
ate  for  superinfections  during  treat- 
nent  was,  as  can  be  expected,  consid- 
rably  lower:  seven  of  20  organisms 
35  percent).  Two  of  the  persisting 
resenting  organisms  and  nine  of  the 
ersisting  superinfecting  organisms 


were  due  to  Pseudomonas  sp.  or  to 
gram-positive  organisms  which  are 
usually  resistant  to  oxolinic  acid.1 

Ten  of  the  36  (28  percent)  initially 
sensitive  organisms  developed  resis¬ 
tance  to  oxolinic  acid. 

Side  effects  encountered  during 
therapy  are  listed  in  Table  4.  Eleven 
patients  had  a  total  of  30  reactions. 
Most  of  these  side  effects  were  first 
noted  after  5  or  6  days  of  therapy.  Re¬ 
actions  generally  became  more  intense 
after  10-14  days.  Most  reactions  were 
characteristic  of  CNS  stimulation  such 
as  restlessness  and  hyperirritability,  or 


of  gastrointestinal  involvement,  e.g. 
nausea  and  abdominal  cramps.  Dose 
reduction  to  375  mg  b.i.d. — one-half 
table  twice  daily — was  effective  in 
controlling  these  effects  in  one  patient. 
Another  patient  noted  that  antacids 
controlled  the  GI  upset  attedant  on 
taking  oxolinic  acid.  Three  patients 
were  discontinued  from  oxolinic  acid 
because  of  side  effects,  while  an  addi¬ 
tional  8  patients  did  not  complete  the 
planned  4-week  course  of  therapy  due 
to  development  of  bacterial  resistance 
to  oxolinic  acid. 

Laboratory  abnormalities  unequi- 


TABLE  3:  BACTERIOLOGICAL  RESPONSE  BY  ORGANISM 
Fate  of 

Organisms  Cultured  From 
Pre-treatment  Urine 


Fate  of 

Superinfecting  Organisms 


No. 

Eradicated 

Persisted 

No. 

Eradicated 

Persisted 

i.  coli 

25 

20  (1) 

(5) 

1 

1 

(lebsiella- 

Aerobacter  sp. 

6 

3 

3(2) 

3 

2 

1 

‘seudomonas  sp. 

3 

1 

2(1) 

1 

1 

’aracolon  sp. 

2 

1 

(D 

'roteus  sp. 

1 

1 

2 

2 

>trep.  faecalis 

1 

1 

7 

3 

4 

)  Strep. 

1 

1 

»taph.  albus 

5 

1 

4 

TOTALS 

38+ 

27 

11 

20* 

7 

13 

'PERCENT 

71 

29 

35 

65 

(No.)  =  developed  resistance 
Six/twenty  were  in  concentrations  of  less  than  105/ml 
Thirty-six  sensitive;  two  resistant 
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TABLE  4:  ADVERSE  REACTIONS 


Drug  Reactions:  No. 

CNS 

Insomnia  1 

Weakness  6 

Restlessness  4 

Dizziness  1 

Headache  4 

Anxiousness  1 

Inability  to  concentrate  1 

Photophobia  1 

Gl 

Nausea  8 

Abdominal  cramps  2 

OTHER 

Palpitations  1 

TOTAL  REACTIONS  30 

NO  PTS.  WITH  REACTIONS  1 1  (31  % ) 
TOTAL  NO.  OF  PATIENTS  35 


vocally  due  to  oxolinic  acid  were  not 
noted.  One  patient  with  azotemia 
(BUN  =  60  mg%)  was  treated  for  14 
days  with  no  change  in  renal  status. 

Discussion 

Oxolinic  acid  was  shown  in  this 
study  to  be  reasonably  effective  in 
clearing  the  urine  of  susceptible 
pathogens.  The  four  patients  with 
chronic  infections  did  not  respond  well 
to  the  drug,  but  they  were  too  few  to 
warrant  generalization.  Patients  with 
acute  and  recurrent  infections  had  a 
better  response  to  oxolinic  acid  than 
did  patients  with  chronic  infections,  al¬ 
though  superinfection  and  develop¬ 
ment  of  resistance  affected  these  pa¬ 
tients  to  some  extent. 

In  vitro  studies  of  development  of 
resistance  to  oxolinic  acid3  indicate 
that  resistance  can  develop  rapidly. 
This  property  of  the  drug  underscores 
the  need  for  carefully  instructing  pa¬ 
tients  not  to  miss  doses,  especially  in 
the  initial  days  of  treatment  when 
resistance  is  most  likely  to  develop. 
The  twice  daily  dosage  should  facili¬ 
tate  patient  cooperation  in  this  regard. 
Furthermore,  to  determine  proper  use 
of  the  drug,  the  need  is  obvious  for 
culture  and  sensitivity  testing  both 
before  and  during  therapy  so  that  the 
physician  is  early'  made  aware  of  initial 
sensitivity  as  well  as  of  development  of 
resistance  or  of  the  emergence  of  resis¬ 
tant  superinfections. 


As  noted  earlier,  several  organisms 
which  were  probably  resistant  to 
oxolinic  acid  were  treated.  Informa¬ 
tion  regarding  zone  of  inhibition  rela¬ 
tionship  to  MIC  and  achievable  urine 
levels  will  greatly  facilitate  wise  use  of 
the  drug. 

The  results  of  this  study  and  of 
D'Alessio  et  al.4  indicate  that  treat¬ 
ment  with  oxolinic  acid  should  be  con¬ 
tinued  for  at  least  two  weeks  and  pos¬ 
sibly  longer  to  lessen  the  chances  of 
relapse  or  recurrence  of  infection. 

The  treatment  regimen  used  in  this 
study  was  convenient  for  patient  and 
physician;  there  was  no  need  to  acidify 
or  alkalinize  the  urine,  and  there  was 
less  potential  for  skipping  doses  on  the 
twice  daily  regimen  compared  to  a 
q.i.d.  regimen. 

Adverse  reactions  noted  in  this 
series  were  less  frequent  than  in  either 
of  the  clinical  studies  of  oxolinic  acid2, 
4  reported  to  date.  Because  these  reac¬ 
tions  generally  appeared  after  a  week 
or  so  of  therapy,  it  was  possible  in  one 
case  to  control  them  by  dose  reduction 
without  a  strong  threat  of  resistance 
developing.  Antacids  may  also  be 
useful  in  this  regard.  When  oxolinic 
acid  was  effective,  the  urine  was  gener¬ 
ally  sterile  by  the  end  of  one  week  of 
therapy. 

The  long  term  follow-up  of  success¬ 
fully  treated  patients  was  heartening.  If 
the  urine  was  sterilized  by  oxolinic 
acid  therapy,  relatively  few  patients 
had  relapses  or  new  infections  for  one 
year.  This  was  true  for  patients  with 
both  acute  and  recurrent  infections. 
Oxolinic  acid  appeared  to  be  worthy  of 
further  trial  in  primary  or  recurrent 
urinary  tract  infection  and  may  repre- 


Dr.  Lampe  is  an  internist  in  the 
renal  clinic  at  York  Hospital. 


sent  an  improvement  in  the  therapy  of 
urinary  tract  infections. 

Summary 

Thirty-five  patients,  most  more 
than  50  years  old,  with  acute,  recur¬ 
rent  or  chronic  symptomatic  urinary 
tract  infections  and  with  confirmed 
bacteriuria  (greather  than  105  or¬ 
ganisms/ml)  were  treated  with  oxo¬ 
linic  acid  tablets.  Clinical  improve¬ 
ment,  indicated  by  partial  or  complete 
remission  of  symptoms,  was  noted  in 
29  (83  percent)  of  the  patients. 

Twenty-four  patients  (69  percent)  were 
cleared  of  their  original  urinary 
pathogens  by  the  end  of  treatment. 
Seven  of  these  24  had  significant 
superinfections  by  the  end  of  treat¬ 
ment.  Following  therapy,  of  the  17  pa¬ 
tients  who  were  bacteriologically 
reevaluated  for  3  months,  15  remained 
free  of  significant  bacteriuria.  Four¬ 
teen  patients  were  followed  for  1  year, 
and  12  remained  free  of  bacteriuria. 

Of  the  38  pretreatment  organisms, 
27  (71  percent)  were  eradicated.  Ten 
of  the  36  initially  sensitive  organisms 
developed  resistance  to  oxolinic  acid. 

Eleven  patients  had  side  effects;  3  of 
these  discontinued  medication  because 
of  their  reactions.  There  were  no  labo¬ 
ratory  abnormalities  noted  which  were 
unequivocally  due  to  oxolinic  acid  in¬ 
dicating  safety  from  organic  toxicity  in 
the  use  of  this  drug. 

The  rate  and  duration  of  cures  in 
this  group  of  patients,  many  of  whom 
had  complicating  factors  or  were 
previous  treatment  failures  with  othei 
drugs,  was  encouraging.  For  patient* 
infected  with  sensitive  organisms 
treatment  for  at  least  four  weeks  with 
oxolinic  acid  appears  worthy  of  fur¬ 
ther  clinical  trial.  □ 
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PENNSYLVANIA  MEDICINE 


CAMPBELLS  SOUPS  IN  DIABETIC  DIETS* 


*  These  recommendations  are  based  on  a  one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


Exchange  Substitution  for 
1  Bread  and  V;  Fat _ 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  for 
1  Meat  and  IV2  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
'/2  Bread  and  'h  fat _ 

Asparagus,  Cream  of 


Exchange  Substitution  for 
Vi  Meat  and  Vi  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia¬ 
betic  patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 


I 

i  here’s 


for  almost  every  patient  and  diet 
for  every  meal 
and,  it’s  made  by 


n  excerpt  from  the  Searle  series  “The  Ecology  of  Birth  Control 


Unwanted 

Child* 

'Birth. 

Control 


Ten  thousand  battered  children- 
a  growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a  family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a  separate  clinical  entity:  the 
“battered  child’’  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered’’  per  year,  and  their  number  may  be 
increasing. 

A  revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
Call  reported  in  newspapers  within  a  single  year] 
were  less  than  4  years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2  years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


earle  contributions 
o  the  science  of  contraception 

30TH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  •  Demulen 

ach  white  tablet  contains:  ethynodiol  Each  white  tablet  contains:  ethynodiol 

acetate  1  mg./mestranol  0  1  mg  diacetate  1  mg. /ethinyl  estradiol  50  meg. 

ach  pink  tablet  in  Ovulen-28®  and  Demulen®  -28  is  a  placebo,  containing  no  active  ingredients. 

lemulen ...  for  its  low  estrogen  and  Searle’s  progestin  -or  Ovulen . .  .with  its  wide  physician 
nd  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
)w  incidence  of  side  effects.  Both  with  a  choice  of  pill-taking  schedules . . .  simple 
Sunday-starting"  and  patient-proof  Compack®  tablet  dispensers. 


Actions -Ovulen and  Demulen aettoprevent  ovulation  by  inhibiting  the  output 
;  gonadotropinsfromthepituitarygland.  Ovulen  and  Demulen  depress  the  out- 
ut  of  both  the  follicle-stimulating  hormone  CFSH)  and  the  luteinizing 
armone(LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United  States 
/  nee  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effec- 
/eness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
le  combination  products.  Both  types  provide  almost  completely  effective  con- 
aception. 

I  An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
.  ional  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Iritain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
ressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
uantitated  with  precision. 

I  Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
nate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
ome  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
j  'he  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
efuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
:eptives  must  be  continued. 

Indication-  Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
jers,  cerebral  apoplexy  or  a  past  history  of  these  conditions,  markedly  impaired 
iver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
sstrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings  -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidityand  mortality  conducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a  statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere¬ 
bral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Britain' 3  leading  to  this  conclusion,  and  one4  in 
this  country.  The  estimateof  the  relative  risk  of  thromboembolism  in  the  study  by 
I  Vesseyand  Doll3  was  about  sevenfold, while  Sartwell  and  associates4  in  the  United 
Statesfound  a  relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
|  American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  toevaluate  a  difference  between  products. 

I  However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm¬ 
boembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be  quanti¬ 
tated,  and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com¬ 
plete  loss  of  vision,  or  if  there  is  a  sudden  onset  of  proptosis,  diplopia  or  migraine. 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon¬ 
strated,  it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi¬ 
men  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 
A  small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi¬ 
fied  inthe  milk  of  mothers  receiving  thesedrugs.Thelong-rangeeffecttothe  nurs¬ 
ing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a  Papani¬ 
colaou  smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen.  There¬ 
fore,  if  such  tests  are  abnormal  in  a  patient  taking  Ovulen  or  Demulen,  it  is  rec¬ 
ommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  thisfactor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed¬ 
ing  per  vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon¬ 
tinued  if  the  depression  recurs  to  a  serious  degree.  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A  decrease  in  glucose  tolerance  has  been 
observed  in  a  significant  percentage  of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  ad¬ 
vised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a  relation¬ 
ship  has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e  g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in¬ 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup¬ 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovu¬ 
lation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo¬ 
sum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep¬ 
tives:  hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de¬ 
crease  in  T3  uptake  values:  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen  Pract  13:2 67-279  (May)  1967  2. 

Inman,  W.  H  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2: 193-199 (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll,  R.:  Inves¬ 
tigation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A  Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969. 4.  Sartwell, 

R  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H  E.:  Thromboembo¬ 
lism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer  J. 
Epidem.  90:365-380(Nov.)  1 969.  1 A5 
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Mylanta 

24  million  hours 

a  day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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azotemia,  the  patient  on  peritoneal 
dialysis  may  do  as  well  clinically  as  the 
patient  on  hemodialysis,  suggesting 
that  the  peritoneal  membrane  may  be 
relatively  more  permeable  to  un¬ 
measured  uremic  toxins  than  cello¬ 
phane  or  cuprophane. 

Chronic  peritoneal  dialysis  does 
have  significant  disadvantages  and  po¬ 
tential  complications.  Some  of  these 
are  concerned  with  the  means  of 
gaining  access  to  the  peritoneal  cavity. 
Intermittent  peritoneal  puncture  with 
a  seventeen  French  paracentesis  trocar 
is  too  traumatic  for  chronic  use,  while 
permanent  peritoneal  prostheses 
usually  results  in  peritonitis  and 
adhesions.5  6  7  A  stylet  catheter8 
makes  catheter  insertion  less  traumatic 
and  when  used  at  weekly  intervals 
results  in  a  low  incidence  of  peritonitis 
and  prolonged  patient  survival.9  How¬ 
ever,  the  use  of  the  stylet  catheter 
necessitates  professional  assistance  for 
home  dialysis,  and  repeated  abdominal 
puncture  eventually  becomes  a  psy¬ 
chological  burden  for  the  patient. 
Jacob  and  Deane10  have  designed  a 
peritoneal  access  button  which  is  in¬ 
serted  into  the  peritoneal  catheter’s 
tract  between  dialyses  to  maintain  its 
potency  and  eliminate  multiple  ab¬ 
dominal  punctures.  This  device  may 
be  more  successful  than  many  more 
complicated  prosthesis  because  it 
maintains  a  minimum  amount  of 
foreign  material  in  the  peritoneal  cavi¬ 
ty.  All  prosthetic  materials  permanent¬ 
ly  introduced  into  the  peritoneal  cavity 
increase  the  risk  of  adhesions  and  peri¬ 
tonitis.11  However,  silastic  seems  to  be 
“one  of  the  better  tolerated  materi¬ 
als.”2  A  “permanent”  silastic  catheter 
which  utilizes  a  dacron  felt  sleeve  at 
the  subcutaneous  exit  site  has  been 
used  successfully  by  Tenckhoff.12  The 
.ingrowth  of  tissue  into  the  dacron 
sleeve  results  in  an  excellent  seal  which 
prevents  the  peri-catheter  access  of 
bacteria  into  the  peritoneal  cavity. 
However,  this  prosthesis  is  most  suc¬ 
cessful  when  used  with  a  completely 
closed  system  of  fluid  delivery  since 
the  usual  technique  utilizing  multiple 
bottles  of  commercial  solution  will 
eventually  result  in  the  introduction  of 
a  few  bacteria  into  the  peritoneal  cavi¬ 
ty  which  may  not  be  successfully 
phagotyzed  in  the  presence  of  a 
foreign  body.11 

Although  the  possibility  of  peri¬ 


toneal  contamination  by  the  trans-in- 
testinal  movement  of  bacteria  during 
peritoneal  dialysis  has  been  sug¬ 
gested13  the  majority  of  peritoneal  in¬ 
fections  in  chronic  peritoneal  dialysis 
are  due  to  staphylococcus  aureus 
which  probably  enter  through  the 
catheter  lumen  or  around  the 
catheter.14  Prophylactic  antibiotics  are 
not  currently  recommended  as  a  rou¬ 
tine  procedure  because  of  the  probabil¬ 
ity  of  superinfection  and  the  danger  of 
drug  accumulation  and  toxicity.1 
However,  this  complication  can  be  vir¬ 
tually  eliminated  with  a  closed  delivery 
and  drainage  system,  the  avoidance  of 
permanent  intraperitoneal  devices, 
careful  aseptic  technique  including  the 
use  of  an  antibiotic  ointment  around 
the  catheter  exit  site,  and  the  limita¬ 
tion  of  any  single  dialysis  to  approxi¬ 
mately  thirty  hours. 

Good  nutrition  is  difficult  to 
maintain  in  patients  on  chronic  peri¬ 
toneal  dialysis.  The  patient  is 
frequently  anorexic  during  the  proce¬ 
dure  while  he  is  losing  protein,  amino 
acids,  and  water  soluble  vitamins. 
Each  litter  of  dialysis  solution  may 
remove  0.5  to  1.0  gm.  of  protein.15  16 
Protein  loss  is  enhanced  by  peritonitis 
and  hypertonic  solutions.  Prolonging 
equilibration  time  will  increase  the 
protein  concentration  per  liter.16  As¬ 
citic  fluid  may  spontaneously  ac¬ 
cumulate  between  dialyses  or  result 


Dr.  Lasker  is  an  associate  director  of 
the  division  of  nephrology  at  Jefferson 
Medical  College  and  Hospital.  He  is 
also  an  associate  professor  of  medicine 
and  director  of  the  dialysis  unit. 


from  previous  episodes  of  peritonitis 
or  chronic  peritoneal  irritation  by  an 
indwelling  prosthesis.  If  the  ascitic 
fluid  is  drained  and  not  returned  to  the 
patient,  it  represents  a  large  protein 
loss.16  Amino  acids  are  also  lost  in  the 
dialysis  fluid  at  a  rate  of  approximately 
0.1  to  0.3  grams  per  liter.17  Folic  acid 
is  also  lost18  and  these  patients  tend  to 
have  low  folic  acid  levels  in  their 
blood  without  peripheral  macrocy- 
tosis.19  To  compensate  for  the  protein 
and  amino  acid  losses,  patients  on 
chronic  peritoneal  dialysis  require  one 
g./kg.  of  high  quality  protein  per  day. 
If  the  patient  develops  peritonitis 
resulting  in  anorexia  and  increased 
protein  loss,  plasma  or  ascitic  fluid 
may  have  to  be  infused  I.V.  to  main¬ 
tain  N  balance.  Water  soluble  vi¬ 
tamins,  particularly  folic  acid,  should 
be  given  routinely. 

Levin20  has  combined  a  modified 
Giordano-Giovanetti  diet  with  in¬ 
frequent  dialysis  in  patients  with  “end- 
stage”  renal  disease.  His  patients  are 
dialyzed  every  twenty  one  days  which 
decreases  their  protein  and  amino  acid 
losses.  The  diet  provides  approxi¬ 
mately  0.5  g./kg.  of  protein  per  day, 
mainly  in  the  form  of  high  biological 
value  electrodialyzed  whey  (lactal- 
bumin),  and  a  small  amount  of  vegeta¬ 
ble  protein.  Fifty  to  75  calories  per  kg. 
per  day  are  provided  by  diluting  the 
lactalbumin  with  lactose,  thin  vegeta¬ 
ble  oils  and  dextri-maltose  supplemen¬ 
ted  with  fruit  and  vegetables.  Similar 
results  can  be  obtained  with  a 
modified  Giovanetti  diet  utilizing  egg 
protein  and  corn  oil  fat  emulsion 
(Lipomul®  Upjohn)  instead  of  the  lac¬ 
talbumin  mixture.  However,  due  to  the 
protein  and  amino  acid  losses  of  peri¬ 
toneal  dialysis  and  the  difficulty  pa¬ 
tients  have  in  following  the  fluid  and 
dietetic  restrictions  imposed  by  in¬ 
frequent  dialysis,  these  patients  go  into 
negative  N  balance,  become  overhy¬ 
drated,  and  after  a  few  months  require 
more  frequent  dialysis  with  a  more  lib¬ 
eral  diet. 

Another  complication  of  chronic 
peritoneal  dialysis  is  refractory  hyper¬ 
tension  which  persists  despite  op¬ 
timum  salt  and  water  balance.  Vertes 
et  al.21  have  suggested  that  such  pa¬ 
tients  have  elevated  renin  levels  and 
will  respond  to  bilateral  nephrectomy. 
Gutkin  et  al.  found  low  or  normal 
renin  levels  in  patients  on  chronic  peri- 
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toneal  dialysis.  Renin  activity  in¬ 
creased  following  hypertonic  euna- 
tremic  dialysis,  but  not  after  the  use  of 
isotonic  hyponatremic  solutions.  Since 
acute  dehydration  is  a  potent  stimulus 
to  renin  activity  in  these  patients, 
hypertensive  control  should  be  im¬ 
proved  by  emphasizing  fluid  restric¬ 
tion  during  the  week  and  utilizing  non¬ 
hypertonic  low  sodium  dialysis  solu¬ 
tions.22 

Several  automatic  systems  have 
been  developed  to  further  simplify 
peritoneal  dialysis,  increase  its  ef¬ 
ficiency  and  safety,  and  lower  its  cost. 
The  simplest  of  these  are  the  automatic 
cyclers  which  utilize  commercial  con¬ 
tainers  of  dialysis  solution  (two  or 
three  liters),  a  series  of  valves  to  con¬ 
strict  the  dialysis  tubing  at  preset  in¬ 
tervals,  and  gravity  for  peritoneal  fill¬ 
ing  and  drainage.9  The  connections  to 
the  multiple  containers  of  dialysis  solu¬ 
tion  are  made  at  the  beginning  of  the 
dialysis,  and  after  each  exchange  the 
dialysate  is  collected  into  a  large 
closed  drainage  bag  or  bottle.  These 
cyclers  retain  the  danger  of  in¬ 
troducing  bacteria  when  making  con¬ 
nections  to  the  multiple  containers  and 
the  cost  of  the  sterile  commercial  solu¬ 
tions  is  relatively  high.  This  cost  factor 
restricts  the  volume  of  dialysis  solution 
exchanged  per  hour  to  two  to  three 
liters,  thereby  limiting  the  peritoneal 
clearances.23 

A  closed  automatic  delivery  and 
drainage  system  utilizing  dialysis  solu¬ 
tions  mixed  and  autoclaved  in  forty- 
liter  carboys  in  a  hospital  facility  was 
developed  by  Boen.24  Two  liters  of 
dialysis  solution  are  pumped  from  the 
carboy  into  an  elevated  measuring 
bottle  from  which  they  are  infused  into 
the  peritoneal  cavity  by  gravity  at 
preset  intervals.  Drainage  into  an 
empty  carboy  is  performed  by  gravity 
with  the  assistance  of  a  roller  pump. 
The  entire  system  is  closed  and  the 
cost  of  the  dialysis  fluid  is  greatly 
reduced.  The  disadvantage  of  this 
system  is  the  necessity  of  sterilizing  the 
forty-liter  carboys  of  solution  in  a 
large  autoclave  which  limits  its  adapt¬ 
ability  for  home  use.  It  requires  a 
supply  of  distilled  water  and  sterile 
glucose  concentrate  must  be  added 
after  autoclaving  to  prevent  its 
carmelization. 

Roberts23  has  developed  a  flash 

*  Does  not  include  cost  of  equipment. 


sterilizer  to  simplify  the  hospital 
preparation  of  dialysis  solutions 
without  the  danger  of  carmelization.  It 
can  prepare  sterile  dialysis  solutions  at 
the  rate  of  one  liter/minute,  and  also 
requires  a  source  of  distilled  water. 

Tenckhoff  et  al.26  have  recently  de¬ 
veloped  a  home  peritoneal  dialysis 
system  which  utilizes  a  small  still  to 
prepare  pure  water  and  a  large  pres¬ 
sure  boiler  to  sterilize  the  mixed 
dialysis  solution.  Sorbitol  is  substituted 
for  glucose  to  prevent  carmelization.  A 
roller  pump  is  used  to  automatically 
fill  the  peritoneal  cavity  and  drainage 
is  by  gravity.  Approximately  eighty 
liters  are  produced  for  each  dialysis  at 
a  cost  of  approximately  $  1 3.00.* 

An  automatic  peritoneal  dialysis 
machine  which  mixes  deionized  tap 
water  with  a  concentrate  and  pumps  it 
in  and  out  of  the  peritoneal  cavity  by  a 
piston  pump  has  been  adapted  for 
home  use.27  Before  entering  the  peri¬ 
toneal  cavity  the  mixed  solution  is 
sterilized  by  passing  through  a  0.22  u 
millipore  filter.  The  chief  advantages 
of  this  closed  system  is  the  large  vol¬ 
ume  of  dialysate  which  can  be 
exchanged  per  hour  (approximately  six 
to  ten  liters)  and  the  low  cost  of  the 
solutions.  However,  bacterial  build-up 
on  the  filter  can  result  in  pyrogen  reac¬ 
tions.  Also  it  would  appear  that  the 
basic  simplicity  of  peritoneal  dialysis  is 
often  offset  by  this  relatively  compli¬ 
cated  and  expensive  machine. 

Chronic  hemodialysis  is  still  the  first 
choice  for  maintaining  patients  on 
chronic  dialysis;  but  improvements  in 
safety,  efficiency,  and  cost  of  chronic 
peritoneal  dialysis  may  place  them  on 
an  equal  status  in  the  future.28  Despite 
its  present  inferiority,  peritoneal 
dialysis  is  capable  of  maintaining  pa¬ 
tients  in  a  productive  state  if  the  safest 
dialysis  techniques  are  combined  with 
good  medical  management.  □ 
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16th  Annual 
PMGA  Tournament 


Luncheon, 

Cocktails  and  Dinner 

August  27,  1971 

Lancaster 
Country  Club 

Lancaster,  Pa. 


Open  to  all  PMGA  members 

Non-members  add  $5.00  one  time 
PMGA  membership  fee 

1 20  golfer  limit  —  first  come  —  first  served 

Prizes  —  McKee  Cup  —  Blue  Shield  Handicap  and  Blue  Shield  Senior  Trophies 
Flight  Prizes,  Foursome  Prizes  and  Door  Prizes 


ENTRY  FORM  $30  Entry  Fee 

Entry  Deadline  -  August  16, 1971 


Name _ 

Ad  d  ress _ 

- Zip - 

Certified  handicap _ Lunch  at  club _ Yes _ No 

Preferred  Tee-off  Time _ a.m _ p.m. 

Other  members  of  foursome  1 _ 

2 _ 

3 _ 


Carts  and  Caddies  Available 


(Not  necessary  to  submit  a  foursome. 
Single  entries  acceptable) 


Make  check  payable  ($30.00)  to:  Penna  Medical  Golfing  Association 

20  Erford  Rd. 

Lemoyne,  Pa.  17043 


No  fee  refund  after  August  16,  1971 


Current  Status : 


ration  Requirements 


More  and  more  questions  are  being 
received  by  the  State  Society  about 
the  continuing  medical  education 
requirements  that  are  to  become 
necessary  for  continued  mem¬ 
bership  in  PMS.  There  are  two 
factors  to  keep  in  mind  regarding 
the  present  status  of  the  proposal. 
First,  nothing  will  be  official  until 
after  the  1971  House  of  Delegates 
takes  action  on  the  proposed 
c  amendments  to  the  Constitution  and 
|  Bylaws,  which  specify  that  only 
|  dues-paying  classes  of  membership 
$  will  be  affected  and  that  the  first 
%  screening  of  membership  will  take 
13  place  in  the  fall  of  1975.  Second, 
s  the  requirements  will  be  the  same 
^  as  those  in  effect  for  the  AMA’s 
§  Physician  Recognition  Award.  At 
|  the  present  time  an  AMA  “ad  hoc" 
^  committee  is  making  recommen- 
t  d  at  ions  to  the  AMA  Board  of  Trus- 
tees  for  expansion  of  some  of  these 
£  requirements,  so  it  is  possible  that 
£  more  types  of  education  may  be 
*  creditable  by  the  1973-74-75  quali- 
<2,  tying  period.  The  following  data  will 
£  give  you  the  general  background 
|  and  requirements  as  they  are  at 
£  present. 


.  PRESENT  STATUS 

A.  Approved  by  1970  House  of  Delegates  of  PMS  to 
>ecome  effective  with  the  three-year  qualifying  period  that 
tarts  July  1,  1972  and  ends  June  30,  1975. 

B.  Committee  on  Constitution  and  By-laws  has  prepared 
he  necessary  amendments  for  Constitution  and  By-laws. 

1.  Action  will  be  taken  on  these  by  the  1971  House  of 
Delegates. 

2.  Classes  of  membership  involved,  dates  for  action, 
ippeal  mechanisms,  and  reinstatement  procedures  will  be 
pecified  therein. 

I.  REQUIREMENTS 

A.  Same  as  AMA’s  Physician  Recognition  Award 
equirements.  (See  attached  guide.) 

B.  “Required”  Credit  Hours —  60  hours  are  required  in 
:ach  three-year  period. 

Category  4  is  the  one  under  which  most  members  of 
Pennsylvania  Medical  Society  will,  no  doubt,  report  their 
equired  credit.  The  AMA’s  definition  of  a  course  is  “for 
he  purpose  of  the  Award,  a  course  is  considered  to  be  a 
eries  of  educational  procedures  that  are  planned,  coordi- 
lated,  and  organized  to  meet  specific  educational  objectives 
or  a  defined  group  of  physicians.” 

Even  though  this  lists  only  courses  that  are  listed  in 


JAMA,  we  have  learned  that  unlisted  courses  may  be 
reported  if  they  are  sponsored  by  an  institution  that  is  listed 
in  the  educational  issue  of  JAMA.  For  example,  if  your 
hospital,  medical  society  or  medical  college  has  one  course 
listed  in  JAMA,  all  subsequent  courses  that  year  that  are 
planned  by  that  institution  are  eligible  for  credit  in  this  cat¬ 
egory. 

C.  “Elective”  Credit  Hours —  Balance  of  hours. 

Category  7  allows  up  to  50  hours  credit  in  any  three-year 
period  for  attendance  at  local  scientific  programs  i.e.,  staff 
meetings,  medical  society  programs,  etc. 

Category  8  is  the  place  to  report  the  balance  of  the  hours 
needed  to  complete  the  “elective”  education.  Recent  in¬ 
terpretation  from  the  AMA  indicates  that  hours  of  at¬ 
tendance  at  management  seminars  may  be  reported  by 
physicians  in  administrative  positions.  Of  course,  the  more 
customary  one-day  scientific  specialty  programs  will  be  the 
ones  reported  by  most  of  the  PMS  members. 

III.  REPORTING 

A.  Each  physician  should  keep  a  record  of  the  number  of 
hours  that  he  attends  courses,  seminars,  conferences,  etc. 
(any  scientific  program). 

B.  Each  physician  completes  his  own  AMA  Award 
application  and  submits  it  directly  to  the  AMA. 
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C.  The  AM  A,  at  the  end  of  the  qualifying  period  in  1975, 
will  supply  the  Pennsylvania  Medical  Society  with  a  list  of 
Pennsylvania  physicians  who  have  qualified  for  the  Award. 
Those  PMS  members  whose  names  do  not  appear  on  this 
list  will  be  notified  in  accordance  with  the  By-laws’ 
provisions. 

Note:  The  AMA  has  an  ad  hoc  committee  working  on 
revisions  for  the  present  Award  Requirements.  These  may, 
if  approved  by  the  AMA  Board,  include  credit  for  any 
journals,  taped  instruction  or  video  instruction  that  is 
secured  as  a  part  of  a  local  hospital’s  continuing  medical  ed¬ 
ucation  program  and  also  may  include  self-testing  materials. 

Requirements 

Physicians  Recognition  Award 

REQUIRED  EDUCATION 
(60  credit  hours  minimum) 

1.  AMA  Approved  Graduate  Education 
(residency  —  internship  —  fellowship) 
each  year  equals  50  credit  hours. 

2.  Education  Leading  to  Advanced  Degree  in  Medical 
Field 

each  year  equals  50  credit  hours 

3.  Medical  Research  in  lieu  of  residency  training 
(must  be  full-time  research) 

each  year  equals  50  credit  hours 

4.  Continuing  Medical  Education  Courses 

(any  course  listed  in  JAMA  "Continuing  Education 
Course  for  physicians’’) 
no  limit  toward  150  credit  hours 

5.  Teaching  (student  contact) 

(Teaching  of  nurses  and  other  allied  health  personnel 
not  creditable) 

30  credit-hour  limit 

excess  —  to  60  additional  hours  —  may  be  credited  as 
"elective”) 

6.  Papers  or  Publications 

(Papers  must  be  presented  to  organizations  whose  mem¬ 
bership  is  limited  to  physicians.  Publications  must  ap¬ 
pear  in  recognized  medical  or  scientific  journals.) 
no  limit  toward  150  credit  hours 
(10  credit-hour  limit  for  each ) 

ELECTIVE  EDUCATION 

7.  Scientific  Medical  Meetings 

Local  (hospital  staff  meetings,  medical  society  scientific 
programs) 

50  credit-hour  limit 

8.  Scientific  Medical  Meetings  —  State,  Regional,  Na¬ 
tional  and  International 

(only  attendance  at  scientific  portion) 

50  credit-hour  limit 

9.  Scientific  Exhibits 

(credit  cannot  be  given  for  exhibits  shown  only  to  local 
medical  society  or  to  non  physicians  groups) 

10  credit  hours  allowed  for  each  exhibit 
30  credit-hour  limit 

10.  Teaching  (see  5  above) 

60  credit-hour  limit 

TOTAL  ALL  CATEGORIES:  150  hours  minimum  in  any 
three-year  qualifying  period. 


TEMPLE  UNIVERSITY 
HEALTH  SCIENCES 
CENTER 

presents 

THE  FIFTEENTH 
ANNUAL 
POSTGRADUATE 
COURSE 

“Recent  Advances  in  Medicine” 
On  eight  consecutive  Wednesdays, 
1 1  a.m.  to  4  p.m. 

October  13  to  December  1 , 1971 


AIMS  OF  COURSE:  Problems  in  Clinical 
Practice. 

METHODS:  Grand  Rounds,  Clinics,  Case 
Discussions,  Office  Procedures, 
Lectures,  Panel  Discussions, 
Luncheon  with  the  Experts,  all 
with  audience  participation. 

FACULTY:  Members  of  the  Department  of 
Medicine  and  other  selected 
departments  of  Temple  University 
Health  Sciences  Center.  A  distin¬ 
guished  guest  faculty  will  partici¬ 
pate  also. 

AAGP  Credit  Requested. 

For  further  information  and  curriculum  con¬ 
tact: 

Department  of  Medicine 
Temple  University  Health  Sciences  Center 

3400  N.  Broad  St. 

Philadelphia,  Pa.,  19104 

Albert  J.  Finestone,  M.D. 

Director  of  Course 

Sol  Sherry,  M.D.,  Chairman 
Department  of  Medicine 
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Official  Call  to  the  1971  Annual  Session 
PMS  House  of  Delegates 

The  1971  Annual  Session  of  the  House  of  Dele¬ 
gates  of  the  Pennsylvania  Medical  Society  will  con¬ 
vene  in  Ballroom  No.  1  of  the  Pittsburgh  Hilton 
Hotel  at  7:30  p.m.,  on  Monday,  October  4,  1971.  The 
second  and  concluding  meeting  of  the  House  of  Dele¬ 
gates  is  scheduled  for  9:00  a.m.,  Wednesday,  October 
6,  1971. 


PROPOSED  AMENDMENTS  TO  THE 
CONSTITUTION  AND  BY-LAWS 

Printed  below  is  the  text  of  the  amendments  to  the 
Constitution  and  By-Laws  Which  are  being  proposed 
by  the  Committee  on  Constitution  and  By-Laws. 

Note:  Material  which  is  in  italics  is  being  added.  Ma¬ 
terial  which  is  enclosed  in  [ brackets ]  is  being  deleted. 

I.  Subject:  Change  in  the  Composition  and  Qualifi¬ 
cations  of  the  Judicial  Council  in  Response  to 
Amended  Resolution  70-1,  the  resolved  portion  of 
which  is  quoted  below: 

"RESOLVED,  The  Committee  on  Constitu¬ 
tion  and  By-Laws  be  instructed  to  further  inves¬ 
tigate  the  advisability  of  increasing  the  number 
of  members  on  the  Judicial  Council  as  well  as 
changing  the  qualifications  necessary  for  mem¬ 
bership  and  that  they  bring  to  this  House  of 
Delegates  at  its  next  annual  meeting  an  appro¬ 
priate  recommendation  for  the  members  of  this 
House.” 

CONSTITUTION 
ARTICLE  IX  - 
THE  JUDICIAL  COUNCIL 
Section  5  -  Composition 

j  “The  Judicial  Council  shall  consist  of  five 
members,  qualified  as  provided  in  Section  6  of  this 
Article  IX,  elected  by  the  House  of  Delegates  on 
nomination  by  the  Board  of  Trustees  and  Councilors 
or  from  the  floor  of  the  House,  for  terms  of  [five 
years,  so  arranged  that  at  each  Annual  Session  the 
term  of  one  member  expires]  three  years.  At  the  time 
this  amendment  becomes  effective,  one  member  will 
be  completing  his  first  year,  one  his  second  year,  one 
his  third  year,  and  one  his  fourth  year  of  five  year 
elected  terms,  and  one  member  shall  be  completing 
his  five-year  term  thereby  creating  a  vacancy  which 
shall  be  filled  by  electing  one  member  for  a  term  of 
three  years,  and  in  the  case  of  the  remaining  four 
members,  those  members  with  two  years  and  one  year 
remaining  of  their  five-year  terms  shall  remain  in  of¬ 


fice  for  a  period  of  one  year,  at  the  end  of  which 
period  such  two  positions  shall  be  filled  by  electing 
two  persons  for  terms  of  three  years  each;  and  those 
members  with  four  and  three  years  remaining  of  their 
five  year  terms  shall  remain  in  office  for  a  period  of 
two  years,  at  the  end  of  which  period  such  two  posi¬ 
tions  shall  be  filled  by  electing  two  members  for  terms 
of  three  years  each.  Thereafter,  in  the  first  year,  one 
position  will  be  filled  for  a  term  of  three  years;  in  the 
second  year,  two  positions  will  be  filled  for  periods  of 
three  years;  and  in  the  third  year,  two  positions  will 
be  filled  for  periods  of  three  years;  and  so  forth  there¬ 
after.  At  least  thirty  days  prior  to  each  Annual  Ses¬ 
sion  of  the  House  of  Delegates,  the  Board  of  Trustees 
and  Councilors  shall  nominate  at  least  three  qualified 
persons  for  each  vacancy  on  the  Judicial  Council  and 
shall  promptly  publish  their  names  to  the  membership 
of  this  Society  in  the  Journal  of  this  Society,  if  there 
be  such,  or  by  some  other  appropriate  means;  howev¬ 
er,  the  failure  of  the  Board  to  nominate  any,  or  a  suf¬ 
ficient  number  of,  candidates  or  to  publish  their 
names  shall  not  invalidate  any  election  which  is  other¬ 
wise  validly  conducted  by  the  House  of  Delegates. 
The  Judicial  Council  annually  shall  select,  at  its  first 
meeting,  a  Chairman  and  a  Vice-Chairman  who  shall 
be  members  thereof.  The  Secretary  of  this  Society 
shall  serve  as  Secretary  of  and  alternate  member  of 
the  Council.  The  Secretary  shall  become  a  voting 
member  of  the  Judicial  Council  when  any  regular 
member  thereof  shall  be  unable  to  attend  a  meeting. 
In  any  event  three  members,  including  the  alternate 
member,  shall  constitute  a  quorum,  without  which  the 
Council  can  not  properly  conduct  its  business.” 

“Section  6.  Qualifications  of  Members. 

No  member  of  this  Society  shall  be  eligible  for 
election  to  the  Judicial  Council  unless:  (a)  he  has 
served  as  (i)  a  President  of  this  Society;  or  (ii)  a 
member  of  the  Board  of  Trustees  and  Councilors  for 
at  least  one  full  term;  or  (iii)  a  member  of  the  House 
of  Delegates  for  at  least  [ten]  five  years;  and  (b)  he 
shall  not  be  a  member  of  a  Component  Society,  a 
member  of  which  (i)  is  then  serving  as  a  member  of 
the  Judicial  Council  and  whose  term  will  continue 
during  any  portion  of  the  period  for  which  the  new 
member  is  to  be  elected,  or  (ii)  has  previously  been 
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elected  to  the  Judicial  Council  at  the  same  election. 
Notwithstanding  qualifications  as  set  forth  above,  no 
person  shall  be  eligible  to  serve  for  more  than  [two] 
three  consecutive  terms,  but  a  member  elected  to 
serve  an  unexpired  term  shall  not  be  regarded  as 
having  served  a  term  unless  he  has  served  more  than 
[two  years]  one  year,  and  for  this  purpose  a  year 
shall  be  deemed  to  be  the  period  between  Annual  Ses¬ 
sions  of  the  House  of  Delegates.” 

II.  Subject:  Increased  size  and  change  in  the 
procedure  of  the  Committee  to  Nominate  Delegates 
and  Alternates  to  the  AMA. 

The  1970  House  of  Delegates:  "Approved  the  rec¬ 
ommendation  of  the  Committee  on  Objectives  that 
the  Committee  to  Nominate  Delegates  and  Alternates 
to  the  AMA  be  enlarged  to  include  one  representative 
from  each  Councilor  District,  and  that  the  Committee 
be  instructed  to  nominate  more  candidates  than  there 
are  offices  to  be  filled.” 

BY-LAWS  -  CHAPTER  XIV  - 
COMMITTEES,  ADMINISTRATIVE 
COUNCILS,  AND  COMMISSIONS 

Amend  Section  2  -  Standing  Committees,  Subsection 
(f)  Committee  to  Nominate  Delegates  to  the  Ameri¬ 
can  Medical  Association. 

”  [The  Committee  to  Nominate  Delegates  and  Al¬ 
ternates  to  the  House  of  Delegates  of  the  American 
Medical  Association  shall  consist  of  three  members, 
one  member  to  be  elected  annually  by  the  House  of 
Delegates  to  serve  for  a  term  of  three  years.  This 
Committee  shall  select  its  own  chairman  annually  im¬ 
mediately  upon  the  adjournment  of  the  House  of  Del¬ 
egates.  It  shall  be  the  duty  of  this  Committee  to 
submit  to  the  House  of  Delegates  a  list  of  nominees 
for  delegates  and  alternates  to  the  House  of  Delegates 
of  the  American  Medical  Association  who  are  quali¬ 
fied  under  the  requirements  of  the  American  Medical 
Association  to  hold  such  office.]  ” 

(f)  Committee  to  Nominate  Delegates  and  Alter¬ 
nates  to  the  American  Medical  Association.  The 
Committee  to  Nominate  Delegates  and  Alternates  to 
the  AMA  House  of  Delegates  shall  consist  of  fifteen 
members,  composed  of  three  members-at-large  and 
one  member  from  each  of  the  twelve  Councilor  Dis¬ 
tricts.  In  the  case  of  the  three  members-at-large,  one 
is  to  be  elected  annually  by  the  House  of  Delegates  to 
serve  for  a  term  of  three  years.  At  the  time  this 
amendment  becomes  effective  two  members  will  be 
completing  their  first  and  second  years  and  they  shall 
complete  same  before  such  positions  are  subject  to 
further  election.  In  the  case  of  the  other  twelve  coun¬ 
cilor  district  members,  they  shall  be  elected  annually 
by  the  House  of  Delegates  to  serve  for  a  period  of  one 
year.  This  Committee  shall  select  its  own  chairman.  It 
shall  be  the  duty  of  this  committee  to  submit  to  the 
House  of  Delegates  a  list  of  nominees  for  delegates 
and  alternates  to  the  House  of  the  American  Medical 


Association  who  are  qualified  under  the  requirements  1 
of  the  American  Medical  Association  to  hold  such  of-  5 
fice.  The  list  of  nominees  for  both  delegates  and  alter-  c 
nates  shall  include  the  names  of  more  nominees  than  f 
there  are  delegates  and  alternates  to  be  elected. 

I  & 

BY-LAWS 

CHAPTER  IV  -  ELECTIONS 

“Section  5  -  Nominations. 

All  candidates  for  any  office  to  be  elected  by  the 
House  of  Delegates  may  be  nominated  from  the  floor 
except  that  candidates  for  the  Board  of  Trustees  and 
Councilors  and  the  Committee  to  Nominate  Dele¬ 
gates  and  Alternates  to  the  AMA  shall  be  nominated 
only  by  a  delegate  from  the  nominee’s  Councilor  Dis-  ; 
trict,  except  that  the  three  members-at-large  of  the 
Committee  to  Nominate  Delegates  and  Alternates  to 
the  AMA  may  be  nominated  by  any  voting  Delegate 
without  regard  to  Councilor  District.  No  nomination 
shall  be  accepted  by  the  House  unless  the  delegate 
moving  the  nomination  states  that  the  nominee  meet; 
all  of  the  qualifications  prescribed  by  the  Constitutior 
and  By-Laws  for  the  office.  In  addition  to  nomina 
tions  from  the  floor,  (a)  candidates  for  delegates  anc 
alternates  to  the  American  Medical  Association  ma] 
and  should  be  nominated  by  the  Committee  provide< 
for  in  Section  2  (0  of  Chapter  XIV  of  these  By-Laws 
(b)  a  candidate  for  District  Censor  may  and  should  h 
nominated  by  each  Component  Society,  and  (c)  can 
didates  for  the  Judicial  Council  may  and  should  b 
nominated  by  the  Board  of  Trustees  and  Councilors.’ 

III.  Subject:  Alternate  Amendments  to  Increase  th 
Size  and  Composition  of  the  Committee  to  Nominat 
Delegates  and  Alternates  to  the  AMA  as  proposed  b 
the  Committee  on  Constitution  and  By-Laws. 


BY-LAWS 

CHAPTER  XIV  -  COMMITTEES, 
ADMINISTRATIVE  COUNCILS 
AND  COMMISSIONS 

Section  2  -  Standing  Committees. 

(f)  The  Committee  to  Nominate  Delegates  and  A 
ternates  to  the  House  of  Delegates  of  the  Americt 
Medical  Association  shall  consist  of  five  membe 
with  a  term  of  three  years  except  that  at  the  time  tl 
amendment  becomes  effective  two  members  shall  , 
elected  for  one  year,  two  shall  be  elected  for  tv 
years,  and  one  shall  be  elected  for  three  years.  Tl 
committee  shall  select  its  own  chairman  annually  ii 
mediately  upon  the  adjournment  of  the  House  of  D 
egates.  It  shall  be  the  duty  of  this  committee  to  subn 
to  the  House  of  Delegates  a  list  of  nominees  for  De 
gates  and  Alternates  to  the  House  of  Delegates  of  t 
American  Medical  Association  who  are  qualifi 
under  the  requirements  of  the  American  Medical  / 
sociation  to  hold  such  office.  In  the  discharge  of  t, 
responsibility  the  committee  shall  formally  requ 
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commendations  of  nominees  from  each  Component 
Kiety.  It  shall  further  be  required- to  publish  its  list 
'  nominees  in  the  Official  Call  to  the  forthcoming 
ouse  of  Delegates  meeting  wherein  the  election  is  to 
:  held.  Nothing  in  this  section  shall  be  construed  as 
prohibit  nominations  from  the  floor.  Service  on  the 
ommittee  to  Nominate  Delegates  and  Alternates  to 
e  American  Medical  Association  is  limited  to  two 
rms. 

IV.  Subject:  Reduction  in  the  Size  of  the  Com- 
ittee  on  Objectives. 

The  1970  House  of  Delegates  took  the  following 
■  ;tion:  "Referred  to  the  Standing  Committee  on  Con- 
itution  and  By-Laws  the  recommendation  that  the 
ommittee  on  Objectives  be  reduced  to  seven 
lembers.” 

BY-LAWS 

CHAPTER  XIV  -  COMMITTEES, 

ADMINISTRATIVE  COUNCILS 
AND  COMMISSIONS 
Section  2  -  Standing  Committees. 

"(g)  Committee  on  Objectives. 

[The  Committee  on  Objectives  shall  consist  of  fif- 
i^en  members,  each  with  a  term  of  three  years,  five 
ppointed  annually  by  the  President  of  the  Society; 
xcept  that  for  the  first  year  following  the  effective 
ate  of  this  paragraph  the  President  shall  appoint  five 
nembers  for  a  term  of  three  years,  five  for  a  term  of 
wo  years,  and  five  for  a  term  of  one  year.  This  com- 
nittee  shall  select  its  own  chairman.  It  shall  be  the 
luty  of  the  committee  to  recommend  objectives  to  the 
Joard  of  Trustees  and  Councilors  and  to  the  House  of 
Delegates,  and  to  review  annually  these  objectives  and 
ecommend  any  desirable  changes.]  ” 

(g)  Committee  on  Objectives.  The  Committee  shall 
onsist  of  seven  members,  each  with  a  term  of  three 
tears.  When  this  amended  paragraph  becomes  effec- 
hve  the  committee  shall  be  appointed  and  thereafter 
annually  by  the  President  of  the  Society;  except  that 
for  the  first  year  following  the  effective  date  of  this 
paragraph  the  President  shall  appoint  three  members 
for  a  term  of  three  years,  two  for  a  term  of  two  years 
and  two  for  a  term  of  one  year.  This  committee  shall 
.select  its  own  chairman.  It  shall  be  the  duty  of  the 
, committee  to  recommend  objectives  to  the  Board  of 
1  Trustees  and  Councilors  and  to  review  said  objectives 
,  annually  and  to  recommend  any  desirable  changes. 

,  This  committee  shall  also  make  an  annual  report  to 
j  the  House  of  Delegates. 

V.  Subject:  Alternate  Revision  of  the  Committee 
on  Objectives  as  Proposed  by  the  Committee  on  Con- 
|  stitution  and  By-Laws. 

BY-LAWS 

CHAPTER  XIV  -  COMMITTEES, 

ADMINISTRATIVE  COUNCILS 
AND  COMMISSIONS 

Section  2  -  Standing  Committees. 

(g)  Committee  on  Objectives.  The  Committee  on 


Objectives  shall  consist  of  seven  members  four  of 
whom  shall  be  members  of  the  House  of  Delegates, 
appointed  by  the  Speaker  and  three  of  whom  shall  be 
members  of  the  Board  of  Trustees  appointed  by  the 
Chairman.  Among  the  appointees  from  the  House 
shall  be  included  one  delegate  who  is  either  a  member 
of  SAM  A,  an  Intern  or  a  Resident.  All  appointments 
to  this  committee  shall  be  made  annually  and  become 
effective  at  the  adjournment  of  the  House.  The  Com¬ 
mittee  on  Objectives  shall  report  to  the  Board  and 
shall  submit  annually  a  written  report  to  the  House  of 
Delegates.  This  committee  shall  select  its  own 
chairman  and  vice-chairman.  It  shall  be  the  duty  of 
the  committee  to  recommend  objectives  to  the  Board 
of  Trustees  and  Councilors  and  to  review  annually 
these  objectives  and  recommend  any  desirable 
changes. 

VI.  Subject:  Amendments  to  the  Constitution  and 
By-Laws  to  add  a  Continuing  Education  Requirement 
for  Membership  in  the  Society  as  mandated  by  the 
1970  House  of  Delegates. 

CONSTITUTION  ARTICLE  IV  - 
MEMBERSHIP  (Add  a  New  Section  11) 

Section  11  -  Continuing  Medical  Education 

Requirement. 

In  order  for  an  Active  or  Senior  Active  dues- 
paying  Member  of  this  Society  to  remain  a  member  in 
good  standing  of  the  Society  after  December  31, 
1975,  he  must  show  evidence  of  engaging  in  con¬ 
tinuing  medical  education  as  prescribed  by  the 
By-Laws  of  this  Society. 

BY-LAWS  CHAPTER  I  -  MEMBERSHIP 

Section  3  -  Admission  to  Membership. 

"Every  member  of  a  Component  Society  eligible  to 
become  an  Active  Member  or  a  Senior  Active 
Member  of  this  Society  shall  become  such  upon 
receipt  by  the  office  of  the  Executive  Director  of  the 
certification  and  assessment  required  by  Section  4  of 
Chapter  XVI  of  these  By-laws.  The  Continuing  Edu¬ 
cation  Requirement  as  provided  in  Section  5  of  this 
Chapter  I  will  not  be  invoked  until  the  third  year  of 
membership.  Every  member  of  a  Component  Society 
eligible  to  become  an  Associate  Member  of  this  Soci¬ 
ety  shall  become  such  upon  receipt  by  the  office  of 
the  Executive  Director  of  the  certification  required 
by  Section  4  of  Chapter  XVI  of  these  By-Laws.  Every 
member.  .  .” 

(Add  a  New  Section  5) 

Section  5  -  Continuing  Medical  Education 
Requirement. 

In  order  for  an  Active  or  Senior  Active  dues- 
paying  member  of  this  Society  to  remain  a  member  in 
good  standing  of  the  Society  after  December  31, 
1975,  he  must  have  qualified  for  the  American  Medi¬ 
cal  Association’s  Physician  Recognition  Award, 
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which  award  is  currently  based  upon  a  three-year 
continuing  medical  education  program,  which  in  this 
instance  commences  on  July  1 ,  1972.  Each  Active  or 
Senior  Active  dues-paying  member  once  he  has  quali¬ 
fied  for  the  American  Medical  Association’s 
Physician  Recognition  Award,  must  continue  to 
qualify  for  such  award  in  order  to  remain  a  member 
in  good  standing  of  the  Pennsylvania  Medical  Soci¬ 
ety.  The  Board  of  Trustees  and  Councilors  shall,  in 
accordance  with  procedures  established  by  such 
Board,  have  the  power  to  waive  such  requirements  in 
those  cases  involving  Active  or  Senior  Active 
members  of  this  Society  serving  temporarily  in  the 
Armed  Forces  or  other  Government  service  of  the 
United  States  or  prevented  from  the  practice  of  medi¬ 
cine  by  reason  of  illness  or  disability  or  in  such  other 
cases  as  in  its  judgment  such  waiver  should  be 
granted. 

“Section  6  -  Suspension  from  Membership. 

The  membership  of  a  member  in  this  Society  shall 
be  suspended  (a)  on  December  31  of  any  year  (begin¬ 
ning  in  1975)  if  he  is  an  Active  or  Senior  Active  dues- 
paying  member  who  has  failed  to  qualify  for  the 
American  Medical  Association’s  Physician  Recogni¬ 
tion  Award  provided  the  Office  of  the  Executive 
Director  has  given  such  member  sixty  days  notice 
prior  to  December  31  that  such  suspension  will  be  in¬ 
voked  against  him  unless  such  member  shall  submit 
sufficient  supplemental  records  to  fulfill  such  award 
requirements  by  December  31,  and  such  suspension 
shall  be  for  a  period  of  one  year,  (b)  upon  suspension 
of  his  membership  in  his  Component  Society,  and  (c) 
upon  the  effective  date,  as  provided  in  Section  7  of 
Chapter  XIII  of  these  By-Laws,  of  an  order  to  that  ef¬ 
fect  issued  by  the  Judicial  Council  of  this  Society. 
The  suspended  member  shall  not  be  entitled  to  exer¬ 
cise  any  of  the  rights  or  privileges  of  membership 
during  the  period  of  suspension,  shall  be  required  to 
continue  the  payment  of  annual  assessments  without 
any  reduction  whatsoever,  and  shall  be  restored  to  full 
membership  upon  the  expiration  of  the  period  of  sus¬ 
pension  provided  he  has  qualified  for  a  current  AM  A 
Physician’s  Award  Certificate.” 

“Section  [5]  7  -  Termination  of  Membership. 

The  membership  of  a  member  of  this  Society  shall 
terminate  (a)  in  the  case  of  Active  or  Senior  Active 
Members  suspended  pursuant  to  subsection  (a)  of  Sec¬ 
tion  6  of  this  Chapter  who  have  not  completed  the 
continuing  medical  education  requirement  for  the 
AM  A  Physician’s  Recognition  Award  by  the  end  of 
the  one  year  period  of  suspension,  (b)  upon  (i)  termi¬ 
nation  of  his  membership  in  his  Component  Society 
for  any  reason  whatsoever,  or  (ii)  failure  to  pay  a 
delinquent  assessment  within  thirty  days  after  notice 
of  such  delinquency  as  provided  in  Section  2  of 
Chapter  IX  of  these  By-laws,  or  (iii)  three  months 
after  ceasing  to  be  eligible  for  membership  herein  in 
the  class  of  membership  in  which  he  is  a  member  as 
specified  in  the  Constitution,  unless  at  such  time  an 


application  or  certification  for  another  class  of  mem¬ 
bership  for  which  the  member  will  become  immedi¬ 
ately  eligible  is  pending  in  the  office  of  the  Executive 
Director  of  this  Society,  and  ( [b]  c)  upon  the  effec¬ 
tive  date,  as  provided  in  Section  7  of  Chapter  XIII  of 
these  By-Laws,  of  an  order  to  that  effect  issued  by  the 
Judicial  Council  of  this  Society.  Any  person  whose 
membership  has  been  terminated  for  failure  to  pay  a 
delinquent  assessment  shall  be  reinstated  to  mem¬ 
bership  without  any  break  in  continuity  of  mem¬ 
bership  upon  payment  of  the  delinquent  assessment  ir 
full  before  December  31  of  the  assessment  year,  anc 
reinstatement  by  his  Component  Society,  but  no  sucl 
member  under  any  circumstances  shall  be  considerec 
to  be  an  Active,  Senior  Active,  Intern  or  Residen 
member  in  good  standing  during  the  period  betweei 
January  1  of  the  year  for  which  assessment  wa 
delinquent  and  the  date  of  reinstatement  for  the  pur 
poses  of  any  section  of  the  Constitution  or  thes< 
By-Laws.  Any  Active  or  Senior  Active  dues-payin, 
member  whose  membership  has  been  terminated  b 
reason  of  failure  to  meet  the  requirements  for  th 
AM  A  Physician’s  Recognition  Award  shall  be  rein 
stated  to  membership  if,  after  meeting  all  the  othe 
requirements  for  reinstatement,  he  submits  evidenc 
that  he  has  met  the  requirements  for  such  award  for 
current  period  and  that  at  least  one-third  of  the  hout 
required  were  obtained  during  the  current  calenda 
year.” 

CHAPTER  XVI  - 
COMPONENT  SOCIETIES 

“Section  4  -  Membership  Records. 

The  Secretary  of  each  Component  Society  sha 
keep  a  roster  of  its  members  in  which  shall  be  show 
the  full  name,  current  address,  [college]  medical  c 
osteopathic  school  and  date  of  graduation,  date  ( 
registration,  and  license  to  practice  in  this  state,  an 
such  other  information  as  may  be  necessary  or  appn 
priate.  The  Secretary  of  each  Component  Sociel 
shall  note  on  such  roster  (a)  any  changes  in  men 
bership,  with  appropriate  dates,  caused  by  changes  i 
membership  classification,  death,  resignatioi 
transfer,  suspension,  termination,  expulsion,  or  ne 
admissions,  and  (b)  changes  of  address,  and  sha 
promptly  forward  such  information  to  the  office  < 
the  Executive  Director  in  appropriate  form,  whic 
shall  be  on  blanks,  if  any,  supplied  by  this  Society...” 

VII.  Subject:  Amendments  to  the  By-Laws 
Change  the  Appeal  Periods  on  Judicial  Matters  ; 
Directed  by  the  1970  House  of  Delegates  which: 

“Directed  that  the  Standing  Committee  on  Consi 
tution  and  By-laws  prepare  an  amendment  to  tl 
By-laws  changing  that  section  dealing  with  tl 
Judicial  Council  so  that  the  appeal  period  is  extendi 
from  thirty  (30)  days  to  sixty  (60)  days.”  (A 
complishing  the  will  of  the  House  in  this  matter  w 
contingent  upon  approval  by  the  AM  A  House  of  Di 
egates  of  a  resolution  introduced  by  the  Pennsylvan 
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legation  calling  for  extension  of  the  AMA’s  appeal 
;riod  from  thirty  (30)  days  to  sixty  (60)  days.) 

BY-LAWS 

CHAPTER  XIII  -  DISCIPLINARY 
PROCEEDINGS  AND  APPEALS 

Jection  4  -  Appeals  to  District 
jards  of  Censors. 

Any  member  of  a  Component  Society  who  has 
;en  censured,  Suspended  or  expelled  thereby,  and 
ly  physician  who  has  been  refused  membership  by  a 
omponent  Society  shall  have  the  right  of  appeal  to 
e  District  Board  of  Censors  for  that  Councilor  Dis- 
ict,  provided  that  (a)  written  notice  of  the  appeal  is 
ven  to  the  Councilor  of  the  Councilor  District 
ithin  [thirty]  sixty  days  after  the  censure,  suspen- 
on,  expulsion,  or  notice  of  rejection  of  an  applica- 
Dn  for  membership,  as  the  case  may  be,  and  in  this 
tter  connection  the  failure  of  a  Component  Society 
•  accept  or  reject  an  application  for  membership 
ithin  six  months  after  the  filing  thereof  shall  auto¬ 
matically  be  deemed  to  constitute  a  rejection  at  the 
id  of  said  six  months  period,  and  (b)  a  brief, 
Utlining  the  basis  of  such  appeal,  is  presented  to  said 
ouncilor  within  ninety  days  after  either  of  the  events 
;retofore  mentioned.” 

section  5  -  Appeals  to  the  Judicial  Council. 

Any  member  of  any  Component  Society  or  any 
omponent  Society  aggrieved  by  a  decision  of  a  Dis- 
ict  Board  of  Censors  may  appeal  from  such  decision 
y  giving  written  notice  of  such  appeal  to  the  Judicial 
ouncil  within  [thirty]  sixty  days  after  the  date  of 
le  decision  of  the  District  Board  of  Censors  and  by 
lbmitting  a  brief,  outlining  the  basis  of  such  appeal, 
)  the  Judicial  Council  within  ninety  days  after  the 
ecision  of  the  District  Board  of  Censors.  The  action 
f  the  Judicial  Council  in  cases  of  appeals  shall  be 
mited,  except  in  extraordinary  circumstances,  to  a 
jview  of  the  record  of  the  proceedings  before  the 
Mstrict  Board  of  Censors.” 

Section  7  -  Effective  Date  of  Decisions 
f  Component  Societies,  District  Boards  of 
'ensors  and  the  Judicial  Council. 

No  action  of  any  Component  Society  censuring, 
uspending,  or  expelling  a  member  and  no  action  of 
ny  District  Board  of  Censors  affirming  any  such  ac- 
ion  shall  become  effective  so  long  as  the  member  has 
ny  right  of  appeal  under  Sections  4  and  5  of  this 
'hapter,  or  during  the  pendency  of  any  such  appeal. 
Vll  decisions  of  the  Judicial  Council,  whether  in  orig- 
nal  proceedings  or  on  appeals,  shall  become  final 
ipon  the  issuance  thereof,  except  that  any  such 
ecision  involving  a  member  of  the  American  Medi¬ 
al  Association  shall  not  become  effective  until 
thirty]  sixty  days  after  the  decision  of  the  Judicial 
Council,  and,  if  the  member  or  the  Component  Soci- 
ty,  if  any,  has  given  written  notice  to  the  Judicial 


Council  of  the  American  Medical  Association  during 
said  [thirty]  sixty  day  period  of  his  or  its  intention  to 
appeal  to  that  body  and  furnishes  a  copy  of  such  no¬ 
tice  to  the  Judicial  Council  of  this  Society,  and,  in  the 
case  of  a  member  to  the  secretary  of  his  Component 
Society,  until  the  expiration  of  the  appeal  period  and 
the  final  disposition  of  the  appeal  by  the  Judicial 
Council  of  the  American  Medical  Association.” 

VIII.  Subject:  Clarification  of  Article  XI  of  the 
Constitution  regarding  Active,  Senior  Active,  Intern 
and  Resident  Members. 

CONSTITUTION  ARTICLE  XI  - 
FUNDS 

"Section  1  -  Annual  Assessment. 

Money  for  the  purposes  of  the  Society  shall  be 
raised  by  annual  assessment  payable  by  each  Active, 
Senior  Active,  Intern  and  Resident  member.  [The  as¬ 
sessment  for  Active  and  Senior  Active  Members  shall 
be  uniform  except  that  the  annual  assessment  for  (a) 
Interns  or  Residents  during  their  period  of  training 
shall  be  10  per  cent  of  the  regular  annual  assessment,] 
Senior  Active  Members  shall.be  required  to  pay  only 
50  per  cent  of  the  annual  assessment.  Interns  or  Resi¬ 
dents  during  their  period  of  training  shall  be  required 
to  pay  only  10  per  cent  of  the  annual  assessment, 
provided  the  Component  Society,  of  which  each  is  a 
member,  grants  a  corresponding  reduction  in  its  an¬ 
nual  assessment  [,] .  (b)  Members  serving  temporarily 
in  the  Armed  Forces  or  other  Government  service  of 
the  United  States  shall  be  excused  for  any  assessment 
year  in  which  the  member  enters  service  prior  to 
March  1,  is  in  service  for  the  entire  assessment  year, 
or  returns  from  service  on  or  after  March  1.  [and]  (c) 
Any  member  prevented  from  the  practice  of  medicine 
by  reason  of  illness  or  disability  shall  be  excused, 
provided  the  Component  Society  of  which  each  is  a 
member  grants  a  corresponding  exemption  from  its 
annual  assessment.  No  annual  assessment  shall  be 
payable  by  an  Associate,  Affiliate,  Special  Student  or 
Honorary  Member...” 

IX.  Subject:  Clarification  of  Intern  and  Resident 
Membership  Category. 

CONSTITUTION  ARTICLE  IV  - 
MEMBERSHIP 

"Section  6  -  Intern  and  Resident  Members. 

Intern  and  Resident  Members  shall  be  persons 
serving  an  accredited  hospital  internship,  [or  a] 
residency,  or  other  form  of  recognized  full-time  post¬ 
graduate  training,  [in  an  accredited  hospital  in  Penn¬ 
sylvania.],  Intern  and  Resident  members  shall  be 
required  to  pay  10  per  cent  of  the  annual  assessment.” 

X.  Subject:  Technical  Correction  of  the  By-Laws 
Dealing  with  the  Six-Year  Term  Limit  on  Members 
of  Councils,  Commissions  and  Committees. 
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BY-LAWS 

CHAPTER  XIV  -  COMMITTEES, 
ADMINISTRATIVE  COUNCILS 
AND  COMMISSIONS 

Section  1  -  Appointment  of  Members, 

Vacancies  and  Qualification. 

(d)  Qualification  for  Membership  on  Committees, 
Administrative  Councils  and  Commissions. 

"(iv)  No  member  of  a  committee,  an  administrative 
council,  or  a  commission  shall  serve  more  than  six 
consecutive  terms.  For  the  purposes  of  this  subsec¬ 
tion,  a  member  appointed  to  fill  a  term  or  unexpired 
term  of  less  than  one-half  the  regular  term  of  that  ap¬ 
pointment  shall  not  be  deemed  to  have  served  a 
term.” 

XI.  Subject:  Change  in  Name  of  the  "Advisory 
Committee  to  the  Executive  Director”  to  the  “Execu¬ 
tive  Committee.” 

BY-LAWS 

CHAPTER  V  -  BOARD  OF  TRUSTEES 
AND  COUNCILORS 

"Section  3  -  Committees  of  the  Board. 

The  Board  shall  have  the  following  standing  com¬ 
mittees  consisting  of  three  or  more  members: 

(a)  Finance  Committee 

(b)  Publication  Committee,  to  supervise  the 
publication  of  the  JOURNAL. 

(c)  [Advisory  Committee  to  the  Executive 
Director.]  Executive  Committee.  The  Execu¬ 
tive  Committee  shall  have  only  that  authority 
given  it  by  the  Board. 


ELECTIONS 

Among  the  general  officers  to  be  elected  by  the 
1 97 1  House  of  Delegates  will  be: 

A  President-Elect,  four  Vice-Presidents,  a  Secre¬ 
tary,  a  Speaker  of  the  House  of  Delegates,  and  a  Vice- 
Speaker  of  the  House  of  Delegates. 

A  Trustee  and  Councilor  for  the  Second  Councilor 
District,  to  serve  for  five  years  to  succeed  Leroy  A. 
Gehris,  M.D.,  Berks  County,  who  is  eligible  for  re- 
election,  having  served  two  years  of  the  unexpired 
term  of  William  A.  Limberger,  M.D.,  Chester 
County. 

A  Trustee  and  Councilor  for  the  Eighth  Councilor 
District,  to  serve  for  five  years,  to  succeed  David  J. 
Keck,  M.D.,  Erie  County,  who  is  eligible  for  re-elec¬ 
tion  having  served  two  years  of  the  unexpired  term  of 
James  Biggins,  M.D.,  Mercer  County. 

A  Trustee  and  Councilor  for  the  Eleventh  Council¬ 
or  District,  to  serve  for  five  years  to  succeed  William 
C.  Ryan,  M.D.,  Somerset  County,  who  is  eligible  for 


re-election  having  served  one  year  of  the  unexpire 
term  of  D.  George  Bloom,  M.D.,  Cambria  County. 

Also  to  be  elected  for  a  two-year  term  beginnin 
January  1,  1972  will  be  five  delegates  and  Five  alte: 
nate  delegates  to  the  American  Medical  Association. 

Delegates  whose  terms  expire  December  31,  197  1 
are: 

Wendell  B.  Gordon,  M.D. 

Samuel  B.  Haddon,  M.D. 

John  B.  Lovette,  M.D. 

Thomas  W.  McCreary,  M.D. 

(retired,  January  1971) 

Malcolm  W.  Miller,  M.D. 

Russell  B.  Roth,  M.D. 

Alternates  whose  terms  expire  December  31,  19' 
are: 

Robert  F.  Beckley,  M.D. 

Wilbur  E.  Flannery,  M.D. 

Paul  S.  Friedman,  M.D. 

Matthew  Marshall,  Jr.,  M.D. 

David  S.  Masland,  M.D. 

Also  to  be  elected  will  be  a  member  to  serve  1 
three  years  on  the  Committee  to  Nominate  Delegai 
and  Alternates  to  the  American  Medical  Associati 
to  succeed  Edgar  W.  Meiser,  M.D.,  Lancasi  I 
County,  whose  term  expires  and  who  is  eligible 
succeed  himself. 

Also  to  be  elected  will  be  one  member  of  t 
Judicial  Council  to  serve  for  a  term  of  five  years 
succeed  Lewis  T.  Buckman,  M.D.,  Luzerne  Coun 
who  is  eligible  to  succeed  himself.  As  directed  by  / 
tide  IX  Section  5  of  the  Constitution,  the  Board 
Trustees  nominates  the  following  members  for  1  I 
vacancy  on  the  Judicial  Council:  Lewis  T.  Buckm;  I 
M.D.,  Luzerne;  Charles  A.  Bikle,  M.D.,  Franklin  a  | 
a  third  physician  to  be  nominated  by  the  Board  at 
August  meeting  to  take  the  place  of  Clarence  J.  N  1 
Cullough,  M.D.,  Washington,  who  died  on  June  I 
1971.  The  name  of  the  third  nominee  will  :  j 
published  in  the  September  issue  of  PENNSYLVAI1  1 
MEDICINE. 

Also  to  be  elected  is  a  District  Censor  from  ea  t 
Component  County  Medical  Society  to  serve  for  e  i 
year  following  the  close  of  the  1971  House  of  D<- 
gates  session. 

The  Component  County  Medical  Societies  h;  j 
submitted  the  following  nominations  for  Distit  j 
Censor: 

Adams,  James  H.  Allison;  Allegheny,  Robert  ) 
Schein;  Armstrong,  Arthur  R.  Wilson;  Beav 
Herman  Bush;  Bedford,  William  E.  Palin;  Ber 
Eugene  Mendelsohn;  Blair.  John  W.  Hurst;  Bradfo  i 
Willis  A.  Redding;  Bucks,  Stanley  F.  Peters;  Butl. 
Robert  C.  McCorry;  Cambria,  Warren  F.  Whi: 
Carbon,  James  M.  Steele;  Centre.  H.  Richard  Ishl:  I 
Chester,  Grant  W.  Bamberger;  Clarion,  Theodore 
Koenig;  Clearfield,  Fred  Pease;  Clinton,  George-  I 
Treires;  Columbia,  James  F.  Youngkin;  Crawfo.  j 
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obert  L.  Kirkpatrick;  Cumberland,  Hans  S.  Roe; 
auphin,  Nathan  Sussman;  Delaware,  Richard  H. 
landreau;  Elk-Cameron,  James  L.  Hackett,  Sr.;  Erie, 
obert  L.  Loeb;  Fayette,  Harold  L.  Wilt;  Franklin, 
lbert  W.  Freeman;  Greene,  William  W.  Barthol- 
new;  Huntingdon,  Thomas  S.  Mainzer;  Indiana, 
arold  L.  Edison;  Jefferson,  Franklin  S.  Bizousky; 
ackawanna,  Joseph  J.  O'Brien;  Lancaster,  Charles 
.  Kurtz;  Lawrence,  Gerald  H.  Weiner;  Lebanon,  C. 
ay  Bell;  Lehigh,  Frederick  R.  Bausch,  Jr.;  Luzerne, 
i'onald  F.  Closterman;  Lycoming,  Wilfred  W. 
|/ilcox;  McKean,  Ralph  E.  Hockenberry;  Mercer, 
obert  E.  Sass;  Mifflin-Juniata,  John  R.W.  Hunter, 
-.;  Monroe,  Claus  G.  Jordan;  Montgomery,  Rudolph 
Glocker;  Montour,  Isaac  L.  Messmore; 
(orthampton,  Walter  J.  Filipek;  Northumberland, 
icholas  Spock;  Perry,  Frank  A.  Belmont; 
hiladelphia,  Charles  M.  Thompson;  Potter,  Herman 
.  Mosch;  Schuylkill,  Joseph  T.  Marconis;  Somerset, 
.lexander  Solosko;  Susquehanna,  Raymond  C. 
•avis;  Tioga,  Ivan  T.  Brechbill;  Union,  John  S.  Pur- 
ell,  Sr.;  Venango,  Frank  Esparraguera;  Warren, 
•onald  J.  Furman;  Washington,  Herbert  J.  Levin; 
/ayne-Pike,  Howard  R.  Patton;  Westmoreland, 
eslie  S.  Pierce;  Wyoming,  John  S.  Rinehimer,  Jr.; 
ork,  William  C.  Langston. 

XII.  Subject:  Restructuring  of  the  Medical  Defense 
und.  These  amendments  are  prepared  at  the  direc- 
on  of  the  Board  of  Trustees  as  a  result  of  action 
iken  at  its  meeting,  May  12,  1971  and  detailed  in  its 
vnnual  Report. 

BY-LAWS 

CHAPTER  I  -  MEMBERSHIP 

ection  Four  -  Limitations  on 
rivileges  of  Membership. 

In  addition  to  the  limitations  on  the  rights  and 
rivileges  of  membership  contained  in  the  Constitu- 
on  of  this  Society  and  elsewhere  in  these  By-laws, 
either  [Associate,  Affiliate  members  nor  special 
tudent,  unless  expressly  authorized  in  these  by-laws, 
hall  be  entitled  to  the  benefits  of  any  Medical 
defense  or  similar  fund  established  by  this  Society, 
nd  Affiliate  Members  and]  Affiliate  Members  or 
■pedal  Student  Members  shall  [not]  be  entitled  to 
he  benefits  of  any  Medical  Benevolence  or  similar 
und  established  by  this  Society. 

CHAPTER  V  -  BOARD  OF  TRUSTEES 
AND  COUNCILORS 

lection  1  -  Duties. 

In  addition  to  the  duties  set  forth  in  the  Constitu- 
ion  and  other  sections  of  the  By-laws  of  this  Society, 
he  Board  of  Trustees  and  Councilors  shall  exercise 
;eneral  supervision  over  the  conduct  of  all  adminis- 
rative  councils  and  committees  in  the  interval  be- 
ween  Annual  Sessions;  it  shall  have  the  right  to 
•orrow  money  on  behalf  of  this  Society,  and  to  invest 


its  funds;  it  shall  have  charge  of  all  the  properties  of 
the  Society  with  authority  to  purchase,  mortgage, 
lease,  sell,  or  otherwise  dispose  of  any  real  estate;  ...  it 
shall  appoint  substitute  delegates  and  substitute  alter¬ 
nates  to  the  House  of  Delegates  of  the  American 
Medical  Association  when  permitted  to  do  so  by  the 
By-laws  of  the  American  Medical  Association;  it  shall 
have  the  authority  to  expend  monies  of  the  Society  to 
defray  legal  expenses  associated  with  the  defense  of 
individual  members,  groups  of  members  or  county 
societies  in  any  case  where  it  believes  the  best  inter¬ 
ests  of  a  substantial  number  of  members  are  so 
served;  and  it  shall  render  a  report  at  each  Annual 
Session  of  the  House  of  Delegates. 

CHAPTER  VIII  -  LEGAL  COUNSEL 
Section  2  -  Duties. 

Legal  Counsel  of  this  Society  shall  advise  the 
House  of  Delegates,  the  Board  of  Trustees  and  Coun¬ 
cilors,  the  Judicial  Council,  the  committees,  adminis¬ 
trative  councils  and  commissions,  and  the  staff  with 
respect  to  legal  matters.  All  referrals  of  matters  to 
legal  counsel  by  committees,  administrative  councils, 
commissions  and  the  staff  shall  first  have  the  approval 
of  the  Executive  Director  in  accordance  with  such 
discretionary  authority  as  may  be  granted  to  him 
from  time  to  time  by  the  Board  of  Trustees  and  Coun¬ 
cilors. 

[All  suits  for  alleged  malpractice  brought  against 
Members  of  this  Society  for  which  application  to  the 
Medical  Defense  Fund  has  been  or  may  be  made  shall 
be  immediately  reported  to  legal  counsel,  and  he  shall 
be  asked  to  endorse  local  counsel  suggested  by  the 
Trustee  and  Councilor  for  the  Councilor  District  to 
defend  such  suits.  All  suits  of  any  nature  against  a 
Component  Society  shall  be  immediately  reported  to 
legal  counsel.  All  proposed  appeals  in  suits  for  which 
the  expenses  are  being  paid  by  the  Medical  Defense 
Fund  and  all  appeals  in  all  cases  against  component 
societies  of  any  nature  whatsoever,  shall  be  first  sub¬ 
mitted  to  legal  counsel  of  the  Society  for  approval  and 
for  suggestions.] 

CHAPTER  IX  -  ASSESSMENTS  AND  FUNDS 

Section  3  -  Deposit  of  Monies 
in  Special  Funds. 

The  Executive  Director  shall  deposit  all  monies  of 
the  Society  received  by  him  in  such  bank  accounts  as 
the  Treasurer  shall  direct  and  it  shall  be  in  accord 
with  the  provisions  of  Section  6  of  Chapter  VI  of 
these  By-Laws. 

Monies  constituting  [the  Medical  Defense  Fund 
and]  the  Medical  Benevolence  Fund  shall  be  kept 
segregated  in  a  separate  account  [s]  and  may  be  in¬ 
vested  by  the  Treasurer  under  the  direction  of  the 
Board  of  Trustees  and  Councilors.” 

Section  6  -  [Medical  Defense  Fund. 

Each  year  out  of  the  funds  of  this  Society  the 
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Board  of  Trustees  and  Councilors  may  appropriate  a 
sum  not  to  exceed  $1 .00  for  each  Active  Member  and 
Senior  Active  Member  to  be  set  aside  by  the  Treasur¬ 
er  as  a  special  fund  to  be  known  as  the  Medical 
Defense  Fund. 

The  fund  shall  be  used  only  for  the  expenses,  as 
hereinafter  defined,  of  (a)  Members  or  the  estates  of 
physicians  who  were  members  at  the  time  of  death 
threatened  with  suit  or  sued  for  alleged  malpractice 
committed  while  an  Active  or  Senior  Active  Member 
and  while  the  member  was  in  resident  practice  in 
Pennsylvania,  provided  such  member  is  not  believed 
by  the  Committee  of  Counsel  to  be  guilty  of  criminal 
abortion,  feticide,  homicide,  any  criminal  act,  or  of 
failing  to  conform  to  recognized  ethical  principles  in 
relation  to  the  case,  and  provided  further,  that  the 
case  arises  in  connection  with  the  course  of  the  care 
and  treatment  of  patients  as  a  physician,  and  (b)  any 
group  of  Active  Members  or  any  Component  Society 
threatened  with  suit  or  sued  in  a  matter  involving  the 
professional  standing  or  conduct  of  such  members  or 
Component  Society  or  the  standards  of  the  profession 
of  medicine,  when  approved  as  to  this  clause  (b)  by 
the  Board  of  Trustees  and  Councilors.  Expenses  shall 
include  all  reasonable  expenses  necessary  to  a  proper 
defense  of  the  case  except  expenses  for  serving  sub¬ 
poenas,  expenses  of  witnesses  residing  within  the 
country  and  any  judgment  or  fine  awarded  or  im¬ 
posed  by  the  jury  or  court. 

The  Medical  Defense  Fund  shall  be  administered 
by  the  Secretary  of  this  Society,  who  shall  certify  to 
the  Treasurer  all  amounts  to  be  paid  from  the  Fund. 

When  a  member  is  sued  or  threatened  with  suit  and 
wishes  to  apply  for  medical  defense  he  shall  so  notify 
the  Trustee  and  Councilor  for  his  Councilor  District 
and  shall  request  an  application  form  from  the  Secre¬ 
tary  of  the  Society.  If  the  member  wishes  that  his  own 
attorney  be  retained,  he  shall  so  advise  his  Trustee 
and  Councilor  and  the  Secretary,  giving  the  attorney’s 
name  and  address.  He  shall  then  (a)  fill  out  and  sign 
the  application;  (b)  have  it  endorsed  by  the  unani¬ 
mous  vote  of  those  censors  of  his  component  society 
who  are  present  at  a  special  meeting  called  for  the 
consideration  thereof,  providing  a  quorum  is  present; 
(c)  secure  the  approval  of  it  by  his  Trustee  and  Coun¬ 
cilor;  and  (d)  file  it  with  all  necessary  approvals  and 
endorsements  in  the  office  of  the  Secretary  of  this  So¬ 
ciety,  at  any  time  prior  to  suit,  or  within  sixty  days 
after  service  of  summons.  The  Secretary  shall  submit 
the  application  to  the  President  for  approval  and 
promptly  notify  the  applicant  of  the  action  taken. 

If  the  member  has  insurance  which  provides  a 
defense  to  the  suit,  no  further  action  need  be  taken 
with  respect  to  his  application. 

If  the  member  does  not  have  such  insurance  or  if 
there  is  a  question  as  to  coverage: 

(a)  An  attorney  may  be  retained  on  his  behalf  by 
his  Trustee  and  Councilor  at  any  time  prior  or 
subsequent  to  suit,  pending  approval  or  disapproval 
of  his  application  for  medical  defense,  provided  that 
(i)  the  attorney  is  approved  by  Legal  Counsel  for  the 


Society,  and  (ii)  the  Executive  Director  of  this  Socie 
certifies  that  the  member  was  an  Active  or  Senior  A 
tive  Member  in  good  standing  at  the  time  of  tl 
alleged  malpractice  and  a  member  in  good  standing 
the  time  the  attorney  is  being  retained.  The  Secretai 
may  certify  the  payment  of  necessary  court  costs  ar 
fees  for  the  service  of  such  an  attorney  if  the  amoui 
thereof  has  been  approved  by  Legal  Counsel  of  tl 
Society. 

(b)  After  approval  of  the  member’s  application  ar 
determination  that  he  has  no  insurance  providing 
defense  to  the  action  (or  in  cases  of  dispute  as  to  co' 
erage,  pending  such  determination),  the  Committee  < 
Counsel,  composed  as  set  forth  in  Section  2(c)  < 
Chapter  XIV  of  these  By-laws,  shall  manage  h 
defense.  The  Committee  shall  retain  legal  counsel  f< 
the  member  with  the  approval  of  Legal  Counsel  fc 
the  Society  and  take  such  other  steps  as  it  deems  ne< 
essary  to  provide  the  member  with  an  adequa 
defense  and  to  obtain  early  disposition  of  the  case  c 
a  basis  equitable  to  the  claimant  and  the  member.  Tl 
members  of  the  Committee  of  Counsel  shall  be  pai 
from  the  Medical  Defense  Fund  for  their  time  e: 
pended  and  for  their  necessary  expenses.  The  Seen 
tary  may  certify  payments  from  the  Medical  Defens 
Fund  for  expenses  in  connection  with  such  defense  o 
the  following  conditions:  (i)  the  Committee  ( 
Counsel  has  approved  the  expense;  (ii)  no  part  of  th 
expense  is  for  services  required  to  be  furnished  to 
member  by  any  insurance  company  under  a  policy  c 
malpractice  or  other  similar  insurance;  and  (iii)  th 
amount  of  counsel  fees  has  been  approved  by  Leg; 
Counsel  for  the  Society.  With  the  specific  approval  c 
the  Board  of  Trustees  and  Councilors,  the  Secretar 
may  certify  payments  which  do  not  meet  the  abov 
conditions. 

The  application  for  medical  defense  shall  contain 
contract  signed  by  the  member  giving  the  Committe 
of  Counsel  sole  authority  to  conduct  the  defense  c 
his  suit. 

The  approval  of  any  application  for  media 
defense  by  the  Trustee  and  Councilor  and  by  th 
Censors  of  the  Component  Society  carries  with  it  nc 
only  their  moral  support  but  their  willingness  to  ac 
tively  participate  in  the  conduct  of  the  trial  in  an 
way  they  may  best  assist  and  all  without  thought  c  , 
pecuniary  return. 

Any  group  of  Active  and/or  Senior  Activ 
Members  or  any  Component  Society  sued  or  threat 
ened  with  a  suit,  the  expenses  of  which  can  be  pai»  | 
from  the  Medical  Defense  Fund,  may  apply  in  writin 
to  the  Board  of  Trustees  and  Councilors  for  th 
payment  of  such  expenses  and  for  legal  assistance  am 
advice,  but  no  such  application  will  be  considered  b 
the  Board  with  respect  to  expenses  already  incurred.] 

Secretary’s  Note:  Old  Section  7,  Medical  Be¬ 
nevolence  Fund  becomes  new  Section  6.  Old 

Section  8,  Educational  Fund  becomes  new  Sec¬ 
tion  7. 
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CHAPTER  XIV  -  COMMITTEES, 
ADMINISTRATIVE  COUNCILS 
AND  COMMISSIONS 

lection  2  -  Standing  Committees. 

|  This  Society  shall  have  the  following  standing  com- 
littees: 

Advisory  Committee  to  the 
Woman’s  Auxiliary 

Committee  on  Constitution  and  By-laws 
[Committee  of  Counsel] 

Committee  on  Medical  Benevolence 
Committee  on  Aid  to  Education 
Committee  to  Nominate  Delegates  to 
the  American  Medical  Association 
Committee  on  Objectives 
I  Committee  on  Relationships  with 
Allied  Professions 
!  Committee  on  Discipline 

CHAPTER  XVI  -  COMPONENT  SOCIETIES 

Section  1 1  -  Litigation  Reports. 

The  secretary  of  each  Component  Society  shall  im- 
nediately  report  to  the  Secretary  of  this  Society  all 
uits  for  alleged  malpractice  brought  against  members 
>f  the  Component  Society  for  which  application  to 
he  Medical  Defense  Fund  has  been  or  may  be  made. 
:>uch  report  shall  include  the  names  of  the  parties,  the 
lames  of  the  similar  reports  of  all  suits  of  any  nature 
'  iled  against  their  respective  Component  Societies.] 


Standing  committees  shall  submit  annually  a 
written  report  to  the  House  of  Delegates  to  be  deliv¬ 
ered  to  the  office  of  the  Executive  Director  before 
July  1,  and  shall  be  composed  and  have  the  functions, 
as  follows:... 

(c)  [Committee  of  Counsel.  The  Committee  of 
Counsel  shall  consist  of  the  President  and  the  Secre¬ 
tary  of  this  Society  who  shall  be  the  chairman  thereof 
and  in  addition,  when  acting  on  medical  defense 
cases,  the  Trustee  and  Councilor  for  the  Councilor 
District  of  the  member  involved  and  the  attorney  or 
attorneys  engaged  to  handle  the  case.  This  committee 
shall  perform  the  functions  prescribed  in  Section  6  of 
Chapter  IX  of  these  By-laws.] 

Secretary’s  Note:  Old  Subsection  (d),  Com¬ 
mittee  on  Medical  Benevolence,  becomes  new 
Subsection  (c).  Old  Subsection  (e),  Committee 
on  Aid  to  Education  becomes  new  Subsection 

(d) .  Old  Subsection  (f),  Committee  to  Nominate 
Delegates  to  the  American  Medical  Association 
becomes  new  Subsection  (e).  Old  Subsection  (g), 
Committee  on  Objectives  becomes  new  Subsec¬ 
tion  (f).  Old  Subsection  (h),  Committee  on 
Relationships  with  Allied  Professions,  becomes 
new  Subsection  (g).  Old  Subsection  (i),  Com¬ 
mittee  on  Discipline,  becomes  new  Subsection 
(h). 

This  Call  of  the  Annual  Session  of  the  House  of 
Delegates  has  been  issued  this  first  day  of  July,  1971. 

Raymond  C.  Grandon,  M.D., 
Secretary 


Help  the  fight  against 
chiropractic,  health  fraud 


WHAT  DO  YOU  KNOW  ABOUT  CHIROPRACTIC? 


Ralph  Lae  Smith,  author  of  The  Health  Hucksters,  and  experienced  medico/  journalist 
has  been  delving  into  chiropractic  for  many  years.  In  preparing  At  Your  Own  Risk,  he 
has  traveled  from  coast  to  coast: 

—He  has  been  treated  as  a  patient  at  famous  chiropractic  clinics. 

—He  has  visited  leading  chiropractic  schools. 

—He  has  attended  the  murder  trial  of  a  chiropractor  whose 
eight-year  old  patient  died  of  cancer. 

—He  was  present  at  a  popular  “chiropractic  research  seminar” 
where  the  principal  subject  was  how  chiropractors  could 
make  more  money. 

READ  THE  STARTLING  FACTS 
PRESENTED  ABOUT  CHIROPRACTIC 

AT  YOUR  OWN  RISK 

a  on  original  Pocket  Book  edition. 

"Chiropractic  theory  and  practice  ere  not  based  upon  the  body  of  basic  knowledge  related  to 
health,  disease,  end  health  care  that  has  been  widely  accepted  by  the  scientific  community. 
Moreover,  irrespective  of  its  theory,  the  scope  and  quality  of  chiropractic  education  do  not 
prepare  the  practioner  to  make  an  adequate  diagnosis  and  provide  appropriate  treatment. " 

-1968  Report.  US.  Department 
of  Health.  Education  and  Welfare 

To  purchase  your  personal  copy  of  AT  YOUR  OWN  RISK,  complete  the 
necessary  information  on  the  coupon  below.  Price  per  book  -  $1.00  (include  po«uf«) 


The  Lehigh  Valley  Committee  Against  Health  Fraud,  Inc.,  has  been 
organized  by  lay  and  professional  persons  interested  in  protecting 
the  public  from  quackery  and  deception  in  the  field  of  health. 

Its  chairman  is  Stephen  Barrett,  M.D.,  and  the  vice-chairman  is  H. 
William  Gross,  D.D.S.,  both  of  Allentown. 

Did  you  know  that  chiropractic  treatment  is  deductible  for  federal 
income  tax  purposes?...  that  chiropractic  services  are  covered  under 
welfare  and  workmen’s  compensation  in  many  states?...  that 
students  attend  chiropractic  schools  under  the  G.l.  bill?...  that  if 
more  is  not  done  to  wake  up  the  public,  medicare  and  Blue  Shield 
will  be  forced  to  cover  chiropractic  services? 

Won’t  you  please  invest  a  small  amount  of  time  and  money  to  as¬ 
sist  us?  We  will  make  available  a  flier  promoting  the  sale  of  two 
books,  one  an  excellent  book  about  chiropractic.  The  flier  (one  side 
of  which  is  reproduced  with  this  ad)  is  suitable  for  enclosing  with 
physicians’  statements,  hospital  employee  paychecks,  etc. 

The  fliers  (and  the  indicated  number  of  copies  of  the  book  about 
chiropractic)  are  available  for  the  nominal  charges  indicated  on  the 
coupon.  Won’t  you  clip  and  mail  it  to  us  today? 


Clip  and  Send  to: 

Lehigh  Valley  Committee  Against  Health  Fraud,  Inc. 
335  N.  8th  St.,  Allentown,  Pa.  18102 


Send  to:  LEHIGH  VALLEY  COMMITTEE  AGAINST  HEALTH  FRAUD,  INC. 
335  North  8th  Street 
Allentown,  Pennsylvania  18102 


Enclowd  it  my  chock,  money  order,  ceeh  for  $ - ,  purcheee  end  melting  co*t*  for - copies  of 

the  Pocket  Book  edition  of  AT  your  own  risk. 


Enclosed  is  (  )  $5  for  300  fliers  and  2  copies  of  the  book 

(  )  $10  for  500  fliers  and  10  copies  of  the  book 

(Additional  fliers  available  @  $3  per  1,000  for  $25  per  10,000) 


NAME 

ADORESS 

CITY  STATE  ZIP  CODE 


(name) 


A  limited  amount  of  copies  are  available.  Orders  will  be  filled  on  a  first  come  first  served  basis. 
DON’T  DELAY  -  -  -  RETURN  THIS  COUPON  TODAY ! 


(street) 


(city) 


(state) 


(zip  code) 


fULY,  1971 
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'Let  George  say  it’ 


The  FDA  and  physicians 

GEORGE  A.  ROWLAND,  M.D. 

Millville 


The  Food  and  Drug  Administration  is  regularizing  the 
pharmacopoeia.  Inexorably,  the  noose  of  federal  restriction 
is  tightening  about  the  neck  of  every  physician.  So  in¬ 
sidiously  has  this  been  carried  out  that  practically  no  objec¬ 
tion  has  been  raised.  Even  a  trustee  of  the  AMA  has  agreed 
that  it  is  right  to  drop  drug  combinations  that  are  “‘probably 
not  effective.” 

While  doctors  have  given  most  of  their  attention  to  gov¬ 
ernment  medical  insurance  plans,  this  program  has  been 
moving  forward  quietly.  Committees  of  experts  have  been 
set  up  to  evaluate  drugs.  Who  names  the  experts  is  not 
explained,  nor  how  their  fields  of  expertise  are  applied,  but 
it  appears  that  they  are  well-regarded  physicians  who 
seriously  consider  their  tasts. 

The  tasks  are  even  less  clear.  Apparently,  currently 
marketed  pharmaceuticals  are  evaluated  as —  effective, 
probably  effective,  possibly  effective,  probably  not  effec¬ 
tive,  and  not  effective.  It  is  a  subjective  evaluation  that 
places  an  item  in  one  category  rather  than  another.  It  is 
easy  to  see  that  one  man  would  weigh  one  end  of  such  a 
scale  heavier  than  would  another. 

The  next  step  is  more  interesting.  Evaluations  of  medical 
experts  are  turned  over  to  bureaucrats.  Suddenly  there  is  a 
recommendation  that  “X”  medicine,  being  doubtfully  effec¬ 
tive  should  be  “not  approved.” 


The  sad  part  about  this  is  that  “not  approved”  has  the 
same  effect  as  interdiction.  Drugs  on  this  list  will  be  forevei 
beyond  the  doctor’s  reach. 

Today  we  see  old  familiar  combination  medicine; 
outlawed.  The  succession  follows  inevitably.  As  the  work 
of  medicine  accepts  one  inroad,  the  next  is  driven  a  little 
deeper.  The  antibiotics  will  be  winnowed  away.  Perhaps  we 
will  be  left  with  one  penicillin,  one  tetracycline.  Some  grea 
allergist’s  favorite  antihistamine  will  survive  alone.  One 
steroid  will  be  enough.  The  TV  battles  of  the  pain  killer; 
will  be  no  more  when  the  directive  wipes  out  all  but  aspirin. 

Soon  even  the  names  will  be  dropped.  Since  all  allowable 
drugs  will  be  part  of  the  official  formulary,  only  a  numbei 
will  be  needed  on  a  prescription.  It  will  do  no  good  to  write 
for  anything  else.  It  would  be  illegal  and  in  any  even 
unavailable. 

The  ghost  of  Dr.  Humphrey,  the  homeopathic  paten 
medicine  king,  is  chuckling  over  us.  Soon  all  the  trium 
phant  therapeutic  achievements  of  American  medicine  wil 
be  cut  down  to  numereed  items  in  a  federal  registry. 

Because  doctors  do  not  like  to  make  a  fuss  and  becausi 
some  of  these  drugs  really  may  not  be  very  good,  Americai 
medicine  lies  back  and  suffers  a  mortal  ravishing.  If  this  rut 
scores,  medicine  and  American  civilization  will  have  lost ; 
major  baseball  game. 


AMA  counsels  doctors  on  VD  situation 


The  problems  of  VD  are  many:  Permissiveness,  limited 
staffs  in  public  health  departments,  insufficient  funds,  reluc¬ 
tance  on  the  part  of  the  public  about  the  dimensions  of  VD, 
prevention  and  treatment.  The  medical  profession  has  a  sig¬ 
nificant  role  in  reducing  the  growing  incidence  of  VD. 

In  view  of  the  alarming  increase  in  reported  cases  of  in¬ 
fectious  syphilis  and  because  gonorrhea  is  now  pandemic  in 
the  United  States,  the  Council  of  Environmental  and  Public 
Health  of  the  AMA  has  issued  the  following  statement: 

“The  American  Medical  Association  Council  on  Envir¬ 
onmental  and  Public  Health  reports  that  gonorrhea  ranks 
first  and  syphilis  third  among  the  reportable  communicable 
diseases  in  the  United  States.  For  the  year  ending  June  30, 
1970,  infectious  syphilis  rates  were  8  percent  higher  na¬ 
tionally  than  a  year  earlier,  with  annual  increases  spread 
over  33  states  and  an  estimated  incidence  between  70- 
BO, 000  reported  cases;  there  are  250,000  cases  of  all  forms 
of  syphilis  estimated  to  be  diagnosed  and  treated  each  year. 

"At  the  same  time,  gonorrhea  morbidity  exceeded 
573,000  reported  cases.  Gonorrhea  is  pandemic  in  the  Unit¬ 
ed  States,  with  an  estimated  two  million  cases. 

"The  council  urges  medical  societies  to  acquaint  their 
membership  with  the  growing  and  alarming  dimension  of 
the  VD  problem.  Physicians  should  take  all  appropriate 
measures  to  reverse  the  rise  in  venereal  disease  and  bring  it 
under  control. 


“Physicians  in  private  practice  treat  approximately  8 
percent  of  the  syphilis  and  gonorrhea  that  comes  to  dia£ 
nosis  but  report  to  public  health  departments  only  one  ou 
of  every  eight  cases  of  syphilis  and  one  out  of  every  nir 
cases  of  gonorrhea  they  treat.  Physicians  should  assis 
public  health  departments  by  reporting  the  VD  cases  the 
treat.  Medical  societies  are  urged  to  cooperate  and  giv 
broad  support  to  public  health  authorities.  Much  effot 
must  still  be  made  by  health  departments  and  media 
societies  to  foster  mutual  trust  so  that  public  and  privat 
medicine  can  work  effectively  for  the  control  of  bot 
syphilis  and  gonorrhea. 

"The  council  also  urges  medical  societies  to  continue  el 
forts  for  the  enactment  of  state  laws  to  permit  physician 
legally  to  treat  VD  cases  of  minors  without  obtainin 
parental  consent.  Currently,  thirty-five  states  have  laws  an 
six  states  have  opinions  of  attorneys  general  permittin 
treatment  of  minors  for  VD  without  permission  of  parent; 
Such  sanction  is  not  provided  in  the  states  of  Alabamt 
Arizona,  Georgia,  Mississippi,  Minnesota,  Missouri,  Ohic 
Wisconsin  and  Wyoming. 

"The  American  Medical  Association  is  making  VD  a  n; 
tional  theme  for  Community  Health  Week —  1971,  wit 
suggested  dates  of  October  17-23.  Informational  an 
promotional  material  will  be  available  for  medic; 
societies.” 
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A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


trypsin  1 00.000  N.f.  Units, Chymottypsin:  8.000  N.f.  Units; 
epu.velent  in  trypt.c  activity  to  40  mg.  of  N  F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


tablet  cf.  f.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in*. 

□  Accidental  Trauma  □  Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a  known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo¬ 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani¬ 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dotage:  One  tablet  q.i.d. 

|  THE  NATIONAL  DRUG  COMPANY 

DIVISION  Of  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19M4 

TRADEMARK  tITA&S  US.  PATENT  NO.  3.004.S93  9/70  0  009 A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  am  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


EHI 


□indications:  Known  sensitivity  to  sulfonamides, 
utions/ Adverse  Reactions:  The  usual  precautions  for  topical 
^stemic  sulfonamides  should  be  observed  because  of  the  pos- 
(  of  absorption.  Burning,  Increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  -  Four-ounce  tube  with  or  without  applicator. 
Suppositories  -  Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . .  monilia . . .  bacteria 

You  can  depend  on  AVC  — compreher 
therapy  that  combats  all  three  major  va 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul¬ 
fanilamide  1.05  Gm.,  allantoin  0.14  Gm.) 


The  causes  of  vaginitis 
are  multiple 


AVC 

The  treatment  is  singular 


PENNSYLVANIA 

MEDICINE 


cardiovascular  brief 


Chronic  Obstructive  Pulmonary  Disease 
(C.O.L.D.)  and  the  Heart 


Part  II 


Jarry  Shubin,  M.D.,  F.C.C.P.,  Medi¬ 
al  Director  and  Administrator  of 
Tenter  City  Hospital,  Philadelphia, 
’ennsylvania,  is  questioned  by  Wil¬ 
iam  G.  Leaman,  Jr.,  M.D. 

Thus  far,  you  have  not  discussed  the 
ardiac  picture.  Why? 

This  was  delayed  purposely,  since 
✓ith  early  diagnosis  and  active,  con- 
inued  therapy,  the  development  of 
teart  disease  could  be  prevented  or 
lelayed.  Untreated,  advanced  chronic 
•bstructive  pulmonary  disease  patients 
levelop  cor  pulmonale  or  right  ven- 
ricular  dilatation  and/or  hypertrophy, 
vith  or  without  cardiac  failure.  Hy- 
>oxia  and  hypercapnia  cause  elevation 
>f  pulmonary  artery  pressure  through 
aso-constriction,  with  pulmonary  hy- 
)ertension.  When  the  heart  is  no 
onger  able  to  compensate  for  the 
ncreased  work  load,  the  diastolic  pres- 
ure  in  the  right  ventricle  rises,  the  ve- 
ious  pressure  increases,  the  circulation 
ime  becomes  prolonged,  and  renal 
unction  is  impaired.  As  heart  failure 
tppears,  dilatation  of  the  main  pulmo- 
lary  arteries  and  of  the  right  side  of 
he  heart  takes  place.  At  a  late  stage, 
he  classical  findings  of  right  heart  fail- 
ire  develop:  venous  distension  in  the 
leek,  a  tender  and  enlarged  liver,  pe¬ 
ripheral  edema,  ascites,  and  hydro¬ 
thorax. 

How  should  these  patients  be  treated? 

The  effectiveness  of  therapy  is  aided 
3y  early  and  accurate  diagnosis.  The 
principles  of  management  can  be 
divided  into  prophylactic,  environ¬ 
mental,  medical,  inhalation  therapy, 
mechanical,  rehabilitative,  and  psy¬ 
chologic. 

Prophylactic  and  environmental 
aspects  include  the  avoidance  of  all 


inhaled  irritants  or  pollutants,  espe¬ 
cially  tobacco  smoke.  The  prevention 
of  respiratory  infections,  using  in¬ 
fluenza  vaccine,  dressing  properly, 
avoiding  excessive  fatigue,  eating 
properly  with  possible  supplemental 
vitamins,  and  the  early  treatment  of  all 
pulmonary  infections  will  prevent  fur¬ 
ther  damage  to  the  lungs.  Adequate 
humidification  of  the  office  and  home 
environments  to  prevent  too  dry  or  too 
humid  conditions,  plus  the  filtration  of 
offending  allergens  and  other  particles 
by  air  conditioning,  enables  the  lungs 
to  function  more  efficiently.  The 
allergic  patient  should  have  a  perenni¬ 
al  desensitization  program,  and  the 
avoidance  of  irritating  factors  tends  to 
prevent  acute  bouts  of  bronchospasm. 

Medical,  inhalation  and  mechanical 
therapies  include  prophylactic  and 
therapeutic  use  of  bronchodilators, 
such  as  theophylline  derivatives  (Lano- 
phylline,  Elixophylline,  Theokin,  etc.), 
usually  combined  with  expectorant 
drugs,  and  mucolytics  (the  iodides  are 
still  among  the  best).  Corticosteroids 
(such  as  prednisone,  5  mgm.)  may  be 
used  for  short  periods  during  acute  at¬ 
tacks  or  for  longer  terms  in  selected, 
chronic  patients.  The  use  of  humidifi¬ 
cation  by  large  volume  nebulizer,  in¬ 
termittent  positive  pressure  breathing 
(IPPB)  by  compressed  air  compressors, 
with  bronchodilators  and/or  mucolytic 
agents,  improves  ventilation  of  the 
lung  and  aids  in  the  removal  of  secre¬ 
tions.  For  severe  hypoxia,  use  continu¬ 
ous  low-flow  oxygen  via  nasal  cannula, 
usually  between  one  and  three  liters 
per  minute  to  produce  an  arterial  O2  of 
50  to  60  mm.  Hg.  In  patients  with 
upper  airway  obstruction,  tracheal 
fenestration  should  be  considered  to 
improve  pulmonary  ventilation.  Basic 
proper  breathing  exercises  may  seem 


fundamental,  but  most  of  us  are 
shallow  breathers,  and  postural 
drainage  will  aid  the  elimination  of 
bronchial  secretions. 

These  respiratory  cripples  must 
have  aggressive,  continued,  long-term 
treatment  to  maintain  the  results  of 
therapy.  Finally,  they  must  be  actively 
rehabilitated  toward  more  normal  liv¬ 
ing,  physically,  psychologically,  and 
with  vocational  guidance. 

What  is  the  prognosis? 

The  long-term  survival  of  these  pa¬ 
tients  is  related  most  closely  to  the  se¬ 
verity  of  airway  obstruction,  as  deter¬ 
mined  by  measurement  of  forced  ex¬ 
piratory  volume  in  one  second  (FEVi), 
maximum-expiratory  flow  rate  or 
maximum  voluntary  ventilation.  Pa¬ 
tients  with  an  FEVi  greater  than  1.25 
liters,  who  have  no  other  complicating 
disease,  usually  have  a  five-year  sur¬ 
vival  rate,  little  different  from  normal 
persons  of  the  same  age,  sex  and  smok¬ 
ing  history.  Patients  with  an  FEVi  less 
than  0.75  liters  have  a  much  less  favor¬ 
able  prognosis,  however,  and  if  heart 
disease  is  present  in  these  patients,  a 
five-year  survival  is  seen  in  approxi¬ 
mately  ten  percent.  As  a  group,  pa¬ 
tients  with  emphysema  tend  to  have 
progression  of  their  airway  obstruction 
despite  therapy,  although  some  pa¬ 
tients  may  actually  have  a  stable  or 
improving  course  for  five  years  or 
more. 


William  G.  Leaman,  Jr.,  M.D.  Fellow, 
Council  on  Clinical  Cardiology,  Amer¬ 
ican  Heart  Association,  edited  this 
Brief  for  the  Council  of  Education  and 
Science  in  cooperation  with  the  Penn¬ 
sylvania  Heart  Association. 
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cancer  forum 


People  help  people  through  ACS 


Your  patient  who  faces  the  prospect  of  a  laryngectomy,  and  the  difficult 
post-operative  adjustments,  may  find  help  and  inspiration  from  other  laryn¬ 
gectomees  who  have  gone  the  same  route  and  are  now  leading  useful, 
happy  lives. 

The  American  Cancer  Society  (ACS)  through  the  support  of  the  Interna¬ 
tional  Association  of  Laryngectomees  (IAL)  and  local  laryngectomy  groups 
as  part  of  its  full  service  program,  has  much  to  offer  your  patients. 

The  local  units  of  the  society  know  about  rehabilitated  laryngectomee 
patients  in  the  area,  the  laryngectomy  clubs  and  qualified  esophageal 
speech  teachers. 

The  encouragement  to  a  new  patient  which  a  competent  laryngectomy 
patient  can  give,  before  or  after  the  operation,  can  be  good  medicine.  Call 
the  local  unit  of  the  ACS  if  you  have  a  patient  who  can  benefit  from  our 
service.  With  your  referral  and  professional  guidance,  we  think  we  can 
help. 

Active  clubs  and  speech  classes  (the  starred  ones  are  affiliated  with  IAL) 
are  listed  below.  A  statewide  list  of  qualified  teachers  is  available  through 
any  local  unit  of  ACS. 


Delco  School  for  Laryngects 
ACS  Unit  Office 
2239  Garrett  Road 
Drexel  Hill,  Pa. 

Philadelphia  Laryngects 
Magee  Memorial  Hospital 
Rehabilitation  Center 
1513  Race  Street 
Philadelphia,  Pa. 


Lost  Chord  Club  of  Erie 
ACS  Unit  Office 
549  West  8th  Street 
Erie,  Pa. 

"New  Voices  of  Capital  City 
Harrisburg,  Pa. 


The  Pittsburgh  Lost  Chord  Club 
241  Fourth  Avenue 
Pittsburgh,  Pa. 

The  Lost  Chord  Club 
c/o  Mr.  Joseph  V.  Quigley 
118  Arch  Street 
Catasauqua,  Pa. 

The  Red  Rose  Nu-Voice  Club 
24  North  Lime  Street 
Lancaster,  Pa. 

New  Voice  Club 
UGI  Building 
Kingston,  Pa. 

Geisinger  New  Voice  Club 
Geisinger  Medical  Center 
Danville,  Pa. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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obituaries 


O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O  Joseph  W.  Spelman,  Philadelphia; 
Yale  University  School  of  Medicine, 
1944;  age  52;  died  February  9,  1971. 
Dr.  Spelman  was  president  of  the  Na¬ 
tional  Association  of  Medical  Ex¬ 
aminers,  and  at  the  time  of  his  death 
was  medical  examiner  for  the  city  of 
Philadelphia.  He  was  a  Rockefeller 
Fellow  in  the  department  of  legal  med¬ 
icine  at  Harvard  University  School  of 
Medicine.  He  was  a  member  of  the 
American  Association  for  the  Ad¬ 
vancement  of  Science,  the  American 
Association  for  Forensic  Medicine,  the 
College  of  American  Pathologists,  and 
the  American  Society  of  Clinical 
Pathologists.  He  is  survived  by  his 
wife,  two  sons,  a  daughter  and  a  sister. 

O  Clyde  Malvern  Stutzman,  Jr., 
Muncy;  University  of  Maryland,  1934; 
age  63;  died  January  30,  1971.  He  had 
recently  retired.  Survivors  include  his 
wife,  three  daughters,  and  a  brother. 

O  Felix  Peter  Sugint,  Philadelphia; 
Jefferson  Medical  College,  1936;  age 
61;  died  November  22,  1970.  He  is 
survived  by  his  wife. 

O  Maurice  C.  Wentz,  York;  Univer¬ 
sity  of  Maryland,  1916;  age  80;  died 
January  28,  1971.  Prior  to  his  retir¬ 
ement  in  1969,  he  was  head  of  the  ear, 
nose,  and  throat  department  at  the 
York  Hospital.  He  was  a  member  of 
the  American  College  of  Surgeons. 
Survivors  include  his  wife,  two  daugh¬ 
ters,  and  a  brother. 

O  Ellis  C.  Winters,  St.  Petersburg, 
Fla.;  Medical  Chirurgical  College  of 
Philadelphia,  1914;  age  82;  died  Feb¬ 
ruary  8,  1971.  He  practiced  in  Ford 
City  for  forty  years.  He  is  survived  by 
his  wife,  two  sons,  and  a  daughter. 

O  Maurice  A.  Aaronson,  Philadel¬ 
phia;  Medico  Chirurgical  College, 
1916;  age  78;  died  January,  1971.  No 
information  is  available  regarding  sur¬ 
vivors. 

O  John  C.  Barr,  Elizabethtown; 
University  of  Pennsylvania  School  of 
Medicine,  1951;  age  49;  died  April  1 6, 
1971.  He  was  a  member  of  the  Ameri¬ 
can  Academy  of  General  Practice.  He 
is  survived  by  his  wife,  his  parents,  one 
son,  and  one  brother. 

O  Francis  B.  Boland,  Philadelphia; 


Jefferson  Medical  School,  1933;  age 
64;  died  April  12,  1971.  He  was  on  the 
staffs  of  St.  Mary’s  and  Nazareth  Hos¬ 
pitals.  He  is  survived  by  his  wife,  six 
sons,  one  of  whom  is  Francis  B. 
Boland,  M.D.,  Philadelphia,  and  a 
brother. 

O  Francis  J.  Conlan,  Pittston;  Uni¬ 
versity  of  Pennsylvania,  1921 ;  age  74; 
died  April  5,  1971.  He  was  a  fellow  of 
the  American  College  of  Surgeons  and 
a  retired  chief  of  surgeons  at  Pittston 
Hospital.  He  was  also  a  past  president 
of  the  Luzerne  County  Medical  Soci¬ 
ety.  He  is  survived  by  his  wife,  a  son, 
three  daughters,  and  three  sisters. 

O  William  Edward  Ford,  Emlenton; 
Temple  University  School  of  Medi¬ 
cine,  1933;  age  65;  died  April  2,  1971. 
He  is  survived  by  his  wife,  a  son,  and 
two  sisters. 

O  Morris  Gallen,  Wyncote;  Hah¬ 
nemann  Medical  College  and  Hospital, 
1931;  age  74;  died  April  I,  1971.  He 
was  attending  physician  at  the  Home 
for  the  Jewish  Aged.  He  is  survived  by 
his  wife,  a  son,  and  two  sisters. 

O  Clark  G.  Grazier,  Glenside;  Jef¬ 
ferson  Medical  College,  1931;  age  69; 
died  March  25,  1971.  He  was  a  retired 
U.S.  Navy  captain.  Survivors  include 
his  wife  and  two  sons. 

O  Howard  Elliott  Milliken,  Harris¬ 
burg;  University  of  Pennsylvania 
School  of  Medicine,  1920;  age  74; 
died  April  II,  1971.  He  was  mayor  of 
Harrisburg  for  eight  years  and  was  a 
past  president  of  both  the  Dauphin 
County  Medical  Society  and  the  Har¬ 
risburg  Academy  of  Medicine.  Former 
chief  surgeon  at  the  Polyclinic  Hospi¬ 
tal,  he  was  a  member  of  the  Interna¬ 
tional  College  of  Surgeons,  the  Ameri¬ 
can  Society  of  Abdominal  Surgeons, 
and  the  American  Medical  Associa¬ 
tion.  He  is  survived  by  a  son  and  a 
daughter. 

O  William  N.  Parkinson,  Haver- 
ford;  Temple  University  School  of 
Medicine,  1911;  age  84;  died  April  1 9, 
1971.  He  was  dean  of  the  School  of 
Medicine  at  Temple  University  and 
medical  director  of  the  hospital  from 
1929-1959.  He  believed  strongly  in  the 
concept  of  a  medical  center,  and  in 


1961  the  university  formed  its  Health 
Sciences  Center.  Dr.  Parkinson  was 
vice-president  in  charge  of  the  medical 
center  from  1953  until  his  retirement. 
A  fellow  of  the  American  College  of 
Surgeons,  he  received  the  Strittmatter 
Award  from  the  Philadelphia  Medical 
Society  and  Father  Shaffrey  Award  of 
St.  Joseph’s  College.  He  is  survived  by 
two  nieces  and  two  nephews. 

O  Benjamin  Franklin  Souders, 
Wyomissing  Park;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1937; 
age  58;  died  March  24,  1971.  He  was 
head  of  the  department  of  ophthalmo¬ 
logy  at  the  Reading  Hospital  and  a 
former  president  of  the  Pennsylvania 
Academy  of  Ophthalmology  and  Oto¬ 
laryngology.  He  was  a  fellow  of  the 
American  College  of  Surgeons  and  a 
former  president  and  secretary  of  the 
Reading,  Eye,  Ear,  Nose  and  Throat 
Society.  He  is  survived  by  his  wife,  a 
son,  Thomas  B.  Souders,  M.D.,  Wyo¬ 
missing,  two  daughters,  and  a  brother. 

Robert  Neil  McAIpine,  North 
Wales;  Indiana  University  School  of 
Medicine,  1955;  age  46;  died  De¬ 
cember  27,  1970.  There  are  no  known 
survivors. 

Eugene  L.  Opie,  Bryn  Mawr;  Johns 
Hopkins  Medical  School,  1897;  age 
97;  died  March  12,  1971.  Dr.  Opie 
was  a  pathologist,  a  medical  author, 
and  former  head  of  the  pathology 
department  at  the  University  of  Penn¬ 
sylvania.  He  was  one  of  the  original 
members  of  the  Rockefeller  Institute 
for  Medical  Research,  where  he 
worked  until  last  fall.  A  son,  three 
daughters,  and  a  brother  survive  him. 

Lorraine  E.  Ramsey,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1919;  age  77;  died  March 
10,  1971.  He  practiced  general  medi¬ 
cine  for  50  years  prior  to  his  retire¬ 
ment  in  1970.  He  is  survived  by  his 
wife. 

Lorenzo  G.  Runk,  Jr.  Philipsburg; 
University  of  Pennsylvania  School  of 
Medicine,  1934;  age  62;  died  March 
12,  1971.  He  was  medical  director  for 
the  Pennsylvania  Department  of 
Health,  Region  II,  in  Williamsport.  No 
survivors  are  listed. 
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PHYSICIANS  WANTED 

Radiologist  —  Chief  and  assistant. 

Board  certified  or  eligible,  for  200  bed 
hospital.  Immediate  opening.  Salary 
negotiable.  Write  or  call:  Adminis¬ 
trator,  Sacred  Heart  General  Hospital, 
Chester,  Pa.  Telephone:  (215)  494- 
0721. 

Emergency  Room  Physicians  -  Busy 
emergency  room;  fee  for  service  with 
hourly  guarantee;  vacation;  one  of 
group  leaving  for  residency;  wish  to 
expand  to  five  men.  Write  or  call  Ad¬ 
ministrator,  Lee  Hospital,  Johnstown, 
Pa.  15901.  Phone:  (814)  535-7541. 

Physicians  Wanted:  Male  and  Female, 
licensed,  for  children’s  camps,  July 
and/or  August.  Good  salary;  free 
placement,  350  member  camps.  Write 
Dept.  P,  Association  Private  Camps, 
55  West  42  St.,  New  York,  N.Y. 
10036.  Phone  (212)  OX  5-2656. 

General  practitioners  badly  needed  in 
Columbia  County,  Pa.  Peaceful  col¬ 
lege  community  and  county  seat  on  In¬ 
terstate  80.  Modern  accredited  hospit¬ 
al,  all  specialties  handy.  Income 
limited  only  by  energy.  Due  to  recent 
deaths  of  five  physicians,  office  space 
readily  available.  Reciprocal  coverage 
and  part-time  salaried  positions  avail¬ 
able.  No  investment  needed.  Contact 
President,  Columbia  County  Medical 
Society,  C.  Perry  Cleaver,  M.D.,  Ca- 
tawissa.  Pa.  17820. 

Rural  Family  Practice —  Endless 
Mountains,  Pa.  Associated  with  mod¬ 
ern  fully  equipped  65  bed  hospital. 
Minimum  income  guarantee  of 
$25,000  per  year.  Practice  coverage 
available  with  three  other  young 
physicians.  Excellent  recreational  fa¬ 
cilities  in  area.  Contact  Harry  Lowd, 
Administrator,  Tyler  Memorial  Hospi¬ 
tal,  Tunkhannock,  Pa. 

Excellent  opportunity  for  a  general 
practioner  and  a  surgeon.  Rapidly  de¬ 
veloping  resort  area,  with  hunting, 
fishing,  and  winter  sports.  Fully 
accredited,  60-bed  hospital,  just  com¬ 
pleting  a  million  dollar  modernization 


program.  Contact  E.L.  Pritt,  Adminis¬ 
trator,  Myersdale  Community  Hospi¬ 
tal,  Myersdale,  Pa.  15552 

General  Practitioner  —  Consider  lo¬ 
cating  in  growing  Western  Pennsyl¬ 
vania  in  Darlington  area,  Beaver 
County.  New  industries.  Beaver  Falls 
(two  hospitals)  fifteen  minutes  away. 
Turnpike  ten  minutes  away.  Contact 
J.B.  Swick,  Darlington,  Pa.  161  15. 

Child  Psychology  Fellow- 
ships:  Training  program  approved  by 
the  American  Board  of  Psychiatry  and 
Neurology.  Psychoanalytic  oriented 
psychotherapy  for  suitable  children, 
adolescents,  and  parents  under  ex¬ 
cellent  supervision.  Comprehensive 
program  leading  to  board  certification. 
Individualized  intensive  study  of  par¬ 
ticular  interest  and/or  research  en¬ 
couraged.  Applicants  are  accepted 
after  completion  of  training  in  general 
psychiatry,  as  well  as  those  who  desire 
to  start  with  child  psychiatry  training. 
Stipends  competitive.  Write 
to:  Maurie  D.  Pressman,  M.D., 
Acting  Chairman,  Division  of  Psychia¬ 
try,  Philadelphia,  Pennsylvania  19141. 
Telephone  (215)  329-0700,  Ext.  6307. 

Adult  Psychiatric  Residencies  avail¬ 
able  in  1,000-bed  university-affiliated 
general  teaching  hospital.  Psycho- 
analytically  oriented  program  with 
highly  intensive  individual  supervision 


by  Board  Certified  psychiatrists  and 
senior  psychoanalysts.  Opportunity  foi 
supervised  experience  in  communit) 
mental  health  center  services  in  partia 
hospitalization,  crisis  intervention 
family  and  group  treatment  and  schoo 
consulting,  pediatric,  and  surgica 
services;  Department  of  Child  Psychia 
try,  and  Division  of  Neurology.  Indi¬ 
vidual  research  or  participation  in  on 
going  projects  on  scientific  creativity 
pre-school  cognitive  development  oi 
demographic  research  is  encouraged 
Residents  may  elect  greater  time  ir 
any  service  for  further  training  as  par 
of  the  basic  residency.  Basic  salarie: 
start  at  $7,500  for  the  first  year  ant 
increase  $1,000  yearly.  Additiona 
sources  of  income  can  increase  stiperu 
by  at  least  $2,000  annually.  Extra  al 
lowances  available  for  dependents 
Apply:  Maurie  D.  Pressman,  M.D. 
Chairman,  Division  of  Psychiatry,  Al 
bert  Einstein  Medical  Center,  Yorl 
and  Tabor  Rds.,  Philadelphia,  Pa 
19141. 

Physicians  Wanted:  Urologist.  Ortho 
pedic  Surgeon,  Pediatrician,  Internist 
Otolaryngologist,  and  General  Practi 
tioners.  250-bed  fully  accredited,  ex 
panding  hospital.  College  town  in  cen 
tral  Pennsylvania  with  huge  recrea 
tional  dam  under  development.  Office 
available,  attractive  guarantee.  Con 
tact  R.  E.  Cummings,  Blair  Hospital 
Huntingdon,  Pa.  Telephone  (814)  643 
2290. 
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name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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General  Practitioner  with  interest  in 
geriatric  medicine.  Modern  1.100  bed 
hospital  providing  dynamic  therapeu¬ 
tic  services  to  elderly  patients,  selected 
from  overcrowded  mental  institutions 
and  state  schools  and  hospitals,  who 
need  medical  rather  than  psychiatric 
care.  Aimed  at  helping  patients  most 
likely  to  be  rehabilitated  and  returned 
to  the  community.  Medical  Director, 
South  Mountain  Restoration  Center, 
South  Mountain,  Pennsylvania  17261. 

Wanted:  House  physician —  Pennsyl¬ 
vania  license,  for  100-bed  general  hos¬ 
pital,  suburban  Philadelphia.  Immedi¬ 
ate  opening.  Salary  open.  Contact  Ad¬ 
ministrator,  Haverford  General  Hospi¬ 
tal,  Havertown. 


Otolaryngologist  Wanted:  South  of 
Pittsburgh.  One  EENT  specialist 
serves  100,000  people.  Wishes  to 
reduce  work  by  transferring  Otolaryn¬ 
gology  to  board  qualified  otolaryngo¬ 
logist.  Beginning  salary  $24,000.  Only 
investments  required  are  time  and  tal¬ 
ent,  not  financial.  Two  area  hospitals 
in  process  of  merging  give  opportunity 
for  development  of  full  otolaryngology 
department.  Contact:  C.H.  Dow, 
M.D.,  529  Schoonmaker  Avenue, 

Monessen,  Pennsylvania  15062. 

Physicians  wanted  for ‘full  or  part-time 
medical  services  at  State  Mental  Hos¬ 
pital  in  vicinity  of  Reading,  Pennsyl¬ 
vania.  Variety  of  duties  available. 
Hours  adjustable.  Fringe  benefits.  Sal¬ 
ary  depends  upon  experience  and  time 
involved.  Requirements  Pennsylvania 
Medical  license.  Contact  Personnel  Of¬ 
ficer,  Wernersville  State  Hospital, 
Wernersville,  Pennsylvania  19565. 

Radiologist —  Certified  or  eligible. 
Diagnosis,  conventional  therapy  and 
isotope  scans.  To  associate  with 
Radiologist  in  160-bed  general  hospi¬ 
tal.  Small  college  community;  finan¬ 
cial  arrangements  negotiable.  Write 
Box  591,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 

Wernersville  (vicinity  of  Reading)  Psy¬ 
chiatric  Physician.  1200  bed  State 
Mental  Hospital  serving  3  counties. 


Operates  under  unit  system.  Involves 
full  clinical  program  and  direct  super¬ 
vision  of  staff  in  acute  and  chronic 
areas.  Requirements:  Pennsylvania 
Medical  license  and  3  years  residency 
or  training  program  in  psychiatry.  Sal¬ 
ary  $19,664  to  $21,672.  Full  range 
fringe  benefits.  Contact  Personnel  Of¬ 
ficer,  Wernersville  State  Hospital, 
Wernersville,  Pa.  19565. 


Accident  Ward  Physicians  Wanted: 

for  Delaware  County  Memorial  Hospi¬ 
tal,  Drexel  Hill,  Pennsylvania.  Ameri¬ 
can  graduates,  Pennsylvania  licensed. 
Liberal  income  guarantee.  Call  or 
write  Administrator.  Telephone:  (215) 
259-3800. 

POSITION  WANTED 
Ophthalmologist  and/or  Otolaryngolo¬ 
gist  wishes  to  share  office  or  assist  in 
Pittsburgh.  No  Surgery.  Write  Box 
590,  Pennsylvania  Medicine,  20  Er¬ 
ford  Rd.,  Lemoyne,  Pa.  17043. 


FOR  SALE  OR  RENT 

For  Rent:  Fully  equipped  ENT  office, 
including  audiometer.  Central  Penn¬ 
sylvania.  Lucrative  practice.  Write 
Detweiler  Real  Estate,  3310  Market 
St.,  Camp  Hill,  Pa.,  or  (7 1 7)  766-7925. 

Completely  furnished  surgeon's  office. 
Two  offices,  three  examining  rooms, 
business  office  and  waiting  room  in  a 
building  complex  with  other  physi¬ 
cians.  Prefer  board  certified.  Retiring 
due  to  ill  health.  Write:  James  W. 
Gilchrest,  M.D.,  Eastwood  Profes¬ 
sional  Center,  Pellis  Rd.,  Greensburg, 
Pa.  15601. 

Pediatrician’s  office  and  equipment 

suitable  to  any  practice —  for  sale  or 
rent.  Sudden  ill  health  causing  re¬ 
tirement  after  nine  years  from  well-es¬ 
tablished  pediatric  practice.  Excellent 
location  in  Northeast  Philadelphia. 
Walking  distance  to  shopping  area, 
school,  free  parking.  Upper  middle  in¬ 
come  area  in  vicinity  of  six  hospitals. 
Stone  ranch  house —  five  room  office, 
fully-equipped,  panelled  and  air  condi¬ 
tioned.  Easy  terms.  Telephone:  (215) 
725-7313  or  contact  Box  589,  Penn¬ 
sylvania  Medicine,  20  Erford  Rd., 
Lemoyne  17043. 


Ulcer 

Re¬ 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144’s-144  tab¬ 
lets  in  1 2  rolls. 


Q 

M 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


Are  you 
still 

holding  up 
the  U.S. 
mail? 

You  are 

if  you  don't  use 
Zip  Code! 

advertising  contributed 
for  the  public  good 
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With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 


A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  1h  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


new  members 


ALLEGHENY  COUNTY: 

A.  Ilhan  Erinco  M.D.,  McKeesport  Hosp.,  Pittsburgh 
15132. 

Michael  J.  Shaughnessy,  M.D.,  1809  West  St.,  Home¬ 
stead  15120. 

Carlos  A.  Placci,  M.D.,  381  1  O’Hara  St.,  Pittsburgh  15213. 

Margaret  A.S.  Heinz,  M.D.,  29  Old  Timber  Trail,  Pitts¬ 
burgh  15238. 

M.  Russell  Leslie,  Jr.,  M.D.,  1  1  Locust  Dr.,  Pittsburgh 
15238. 

Raymond  J.  Wojciak,  D.O.,  275  Silver  Lane,  McKees 
Rocks  15136. 

Audrey  Ann  Zelkovic,  M.D.,  St.  Francis  General  Hospital,  ' 
Pittsburgh  1  5201 . 

Phillips  P.  Wedemeyer,  M.D..  125  DeSoto  St.,  Pittsburgh 
15213. 

Hassan  J.  Tabbarah,  M.D.,  3500  Fifth  Ave.,  Pittsburgh 
15213. 

Beniamin  V.  Smith,  Jr.,  M.D.,  337  Beaver  St.,  Sewickley 
15143. 

Narasimman  Srinivasagam,  M.D.,  Dept,  of  Anesthesiology, 
St.  Francis  Hospital,  Pittsburgh  15201. 

Regis  W.  Stafford,  M.D.,  1501  Locust  St.,  Pittsburgh 
15219. 

Frank  J.  Suatoni,  Jr.,  M.D.,  St.  Joseph's  Hospital,  Pitts¬ 
burgh  15203. 

John  P.  Durbin,  M.D.,  6653  Reynolds  St.,  Pittsburgh 
15206. 

Bernard  Feinberg,  M.D.,  3811  O’Hara  St.,  Pittsburgh 
15213. 

Paul  N.  Cooper,  Jr.,  M.D.,  620  Worthington  St.. 

McKeesport  15132. 

Harold  H.  Cashman,  M.D.,  1238  Lakemont  Dr.,  Pittsburgh 
15243. 

Dolores  Jean  Boniface,  M.D.,  Montefiore  Hospital,  Pitts 
burgh  15213. 

David  F.  Archer,  M.D.,  Magee-Womens  Hospital,  Pitts 
burgh  15213. 

Phillip  Balk,  M.D.,  323  Jenkins  Bldg.,  Pittsburgh  15222. 

Thomas  W.  Bauman,  M.D.,  St.  Francis  General  Hospital 
Pittsburgh  1  5201 . 

John  H.  Sherrod,  M.D.,  Sewickley  Valley  Hospital 
Sewickley  15143. 

James  J.  Rams,  M.D.,  West  Penn  Hospital,  Pittsburgl 
15224. 

Thomas  K.  Oliver,  Jr.,  M.D.,  Children’s  Hospital,  Pitts  | 
burgh  15213. 

Ray  McKenzie,  M.D.,  Dept,  of  Anesthesiology,  Magee  | 
Womens  Hospital,  Pittsburgh  15213. 

Daniel  E.  Leb,  M.D.  1  149  Sunrise  Dr.,  Pittsburgh  15243. 

Lawrence  T.  Lobl,  M.D.,  161  N.  Dithridge  St.,  Pittsburgl  j 
15213. 

William  B.  McAvoy,  M.D.,  McKeesport  Hospita  j 
McKeesport  1 5 1 32. 

Walter  B.  Hartner,  M.D.,  121  University  Place,  Pittsburg 
15213. 
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E.  Ralph  Heinz,  M.D.,  Presbyterian  University  Hospital, 
Pittsburgh  15213. 

Susan  B.  Krienbrook,  M.D.,  Woodville  State  Hospital,  Car¬ 
negie  1 5  1 06. 

Mexander  Silverman,  M.D.,  535  Med.  Arts  Bldg.,  Pitts¬ 
burgh  15213. 

Louis  C.  Glasso,  M.D.,  4515  Pinewood  Ln.,  Allison  Park 
15101. 

\ke  Nils  Grenvik,  M.D.,  Dept,  of  Anesthesiology,  Presby¬ 
terian  University  Hospital,  Pittsburgh  15213. 

derschel  E.  Griffin,  M.D.,  Grad.  School  of  Public  Health, 
University  of  Pittsburgh,  Pittsburgh  15213. 

BERKS  COUNTY: 

berald  Paul  Malick,  M.D.,  311  W.  Penn  Ave.,  West 
Reading  19602. 

BLAIR  COUNTY: 

Robert  J.  Capriotti,  M.D.,  1212  Thirteenth  Ave.,  Altoona 
I  16601. 

Hoo  J.  Cheung,  M.D.,  2700  Seventh  Ave.,  Altoona  16602. 

BRADFORD  COUNTY: 

1.  Alan  Reid,  M.D.,  Guthrie  Clinic  Ltd..  Sayre  1  8840. 

K..  Jorg  Falkenberg,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre 

!  18840. 

lohn  L.  Wanamaker,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre 
18840. 

Edward  A.  Talmage,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre 
18840. 

Gerald  L.  Mackler,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre 
18840. 

Paul  C.  Royce,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

BUCKS  COUNTY: 

Andres  Olaciregui,  M.D.,  Brookwood  Apts.,  772  Walnut 
St.,  Cornwells  Heights  19020. 

Ronald  A.  Olson,  M.D.,  A- 12  Regency  Woods,  Old  Dublin 
Pike,  Doylestown  18901. 

BUTLER  COUNTY: 

Walter  C.  Goldstein,  M.D.,  V.A.  Hospital,  Butler  16001. 

A.  Rodolfo  J.  Barrera,  Jr.,  M.D.,  150  Alameda  Blvd.,  But¬ 
ler  16001. 

CHESTER  COUNTY: 

Harold  Konia,  M.D.,  7  Melvin  Rd.,  Phoenixville  19460. 

Thomas  L.  D'Zmura,  M.D.,  Paoli  Memorial  Medical  Bldg., 
Paoli  19301. 

COLUMBIA  COUNTY: 

Russell  J.  Pratt,  M.D.,  21 1  Main  St.,  Catawissa  17820. 


SEDATE  EFFECTIVELY 


With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  loug-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 


CRAWFORD  COUNTY: 

Edward  J.  Owens,  D.O.,  118  Railroad  St.,  Cambridge 
Springs  16403. 

DELAWARE  COUNTY: 

Ilona  R.  Ring,  M.D.,  1001  City  Line  Ave.,  Philadelphia 
19151. 

Wales  Craven,  M.D.,  8  Gen.  Wayne  Dr.,  Wyncroft,  Media 
19063. 

JULY,  1971 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 

91 


Hassan  C.  Vakil,  M.D.,  P.O.  Box  603,  Media  19063. 

Ralph  Jones,  Jr.,  M.D.,  2112  Providence  Ave.,  Chester 
19013. 

Martin  J.  Kearney,  M.D.,  1625  E.  Darby  Rd.,  Havertown 
19083. 

John  N.  Negrey,  M.D.,  553  Virginia  Ave.,  Havertown 
19083. 

ERIE  COUNTY: 

Nemesio  S.  Miguel,  M.D.,  3910  Lewis  Ave.,  Erie  16504. 

FRANKLIN  COUNTY: 

Richard  B.  Williams,  Jr.,  M.D.,  R.D.  4,  Hillcrest  Heights, 

Waynesboro  17268. 

LACKAWANNA  COUNTY: 

Joseph  J.  Giombetti,  M.D.,  1  15  W.  Drinker  St.,  Dunmore 
18512. 

LEHIGH  COUNTY: 

John  P.  Galgon,  M.D.,  901  N.  19th  St.,  Allentown  1  8104. 

Joseph  N.  Greybush,  M.D.,  Allentown  Hosp.,  17th  and 
Chew  Sts.,  Allentown  18102. 

Harry  R.  Cramer,  M.D.,  3420  Lindberg  Ave.,  Allentown 
18103. 

Murray  L.  Bruder,  M.D.,  Allentown  Hosp.,  Allentown 
18102. 

James  A.  Sheets,  M.D.,  17th  and  Liberty  Sts.,  Suite  111, 
Allentown  18104. 

David  G.  Jones,  M.D.,  20  Grandview  Rd.,  Arnold  21012. 

Donald  Eugene  Morel,  M.D.,  1433  Cedarwood  Rd.,  Allen¬ 
town  18104. 

Thomas  C.  Reis,  M.D.,  1314  W.  Union  Blvd.,  Bethlehem 
18018. 

LUZERNE  COUNTY: 

Joseph  P.  Chollak,  Jr.,  M.D.,  171  Stanton  St.,  Wilkes-Barre 
18702. 

Saverio  J.  Senape,  M.D.,  1037  Peace  St.,  Hazleton  18201. 

John  P.  Brennan,  M.D.,  50  W.  Ridge  St.,  Nanticoke  18634. 

LYCOMING  COUNTY: 

Edwin  S.  Gurdjian,  M.D.,  80  Selkirk  Rd.,  Williamsport 
17701. 

MERCER  COUNTY: 

Jesus  V.  Chaves,  Jr.,  M.D.,  Sharon  Gen.  Hosp.,  Sharon 

16146. 

MONTGOMERY  COUNTY: 

Alan  F.  Sonett,  M.D.,  2038  Ivywood  Ln.,  Villanova  19085. 

Jaime  P.  Salindong,  M.D.,  Coventryville  Rd.,  R.D.  2,  Potts- 
town  19464. 

Richard  W.  Cohen,  M.D.,  1376  Michael  Rd., 

Meadowbrook  19046. 

NORTHAMPTON  COUNTY: 

George  R.  Eichler,  M.D.,  35  E.  Elizabeth  Ave.,  Bethlehem 
18018. 

Thomas  W.  Bonekemper,  M.D.,  Sunbrook  Apts.,  Black 
River  Rd..  Bethlehem  18015. 


PHILADELPHIA  COUNTY: 

Charles  E.  Towson,  M.D.,  224  W.  Washington  Lane, 
Philadelphia  1  9144. 

Edgar  M.  Hall,  Jr.,  M.D.,  750  Old  Lancaster  Rd.,  Berwyn 
19312. 

Warren  G.  Case,  Jr.,  M.D.,  1801  J.F.K.  Blvd.,  Suite  1408,  j 
Philadelphia  19103. 

Mary  S.B.  Fisher,  M.D.,  X-Ray  Dept.,  Philadelphia  Gener¬ 
al  Hospital,  Philadelphia  19104. 

Willard  Arthur  Krehl,  M.D.,  1025  Walnut  St.,  Philadelphia 
19107. 

Athole  G.  McNeil,  M.D.,  Dept,  of  Anesthesiology,  Jef-i 
ferson  Hospital,  Philadelphia  19107. 

Misael  A.  Moreno,  M.D.,  1015  W.  Tabor  Rd.,  Philadelphia 
19141. 

VENANGO  COUNTY: 

Louis  J.  Wagner.  M.D.,  1  Parkway  Dr.,  Franklin  16323.  ; 

WESTMORELAND  COUNTY: 

John  J.  Harper,  Jr.,  M.D.,  752  Lloyd  Ave.,  Latrobe  1 5650.  I 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a  typical  "case  history”  of  one  new  drug  — or, 
rather,  a  proposed  new  drug  -  assembled  for  submis¬ 
sion  to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora¬ 
tories,  and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest¬ 


ment,  countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N.  W.,  Washington,  D.C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  ‘his  publication  on  behalf  of  the 
producers  prescription  drugs. 


in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 

DBI-TD 

(phenformin  HC1) 

timed-disintegration  capsules  50  mg.  / 


Lowers  elevated  blood  sugarwithout  increasing 
endogenous  insulin  secretion. 


Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


DBI-TD 

lowers  elevated 
blood  sugar 

low  to  prescribe  DBI®-TD  (phenformin  HCI) 
o  start  with  DBI-TD 

Week  1  1  capsule  with  breakfast  may  be  ef¬ 
fective,  or  a  second  capsule  may  be 
given  with  the  evening  meal. 

Week  2  Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap¬ 
sule  to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos¬ 
age  of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at¬ 
tained,  sulfonylurea  may  be  reduced  and/or  with¬ 
drawn. 


(phenformin  HCI) 

'  timed-disintegration  capsules  50  mg.  ' 


indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
Jres,  primary  and  secondary.  Contraindications:  Diabetes  mel- 
itus  that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
s  uncomplicated  and  well  regulated  on  insulin;  acute  compli- 
:ations  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan¬ 
grene);  surgery;  severe  hepatic  disease;  renal  disease  with 
;j  Jremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre¬ 
cautions:  Starvation  Ketosis,  which  must  be  differentiated 
from  “insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec¬ 
ommended  in  the  presence  of  azotemia  or  in  any  clinical  situa¬ 
tion  that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido¬ 
sis,  it  is  recommended  that  periodic  determinations  of  ketones 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi¬ 
lized  on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a  sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit¬ 
ing,  DBI  should  be  immediately  withdrawn.  Although  rare,  / 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1  to  3  / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


(OSV) 


anxiety: 
a  time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over¬ 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illnes 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  —  used  adjunctive 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 
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Librium 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a  sum¬ 
mary  of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma¬ 


chinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon¬ 
tinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re¬ 
ported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal  or  he¬ 
patic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em¬ 
ploy  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend¬ 


ing  depression;  suicidal  tendencies  ma 
be  present  and  protective  measures  ne< 
essary.  Variable  effects  on  blood  coagulc 
tion  have  been  reported  very  rarely  i 
patients  receiving  the  drug  and  oral  anti 
coagulants;  causal  relationship  has  n< 
been  established  clinically. 

Adverse  Reactions:  Drowsines 
ataxia  and  confusion  may  occur,  esp 
dally  in  the  elderly  and  debilitated.  The:! 
are  reversible  in  most  instances  by  propil 
dosage  adjustment,  but  are  also  occasio  1 
ally  observed  at  the  lower  dosage  range 
In  a  few  instances,  syncope  has  been  rj 
ported.  Also  encountered  are  isolated  i 
stances  of  skin  eruptions,  edema,  mini 
menstrual  irregularities,  nausea  and  co 
stipation,  extrapyramidal  symptoms,  i 
creased  and  decreased  libido— all  info 
quent  and  generally  controlled  with  del 
age  reduction;  changes  in  EEG  patter 
(low-voltage  fast  activity)  may  appej 
during  and  after  treatment;  blood  dyscrl 
sias  (including  agranulocytosis),  jaundi  i 
and  hepatic  dysfunction  have  been  i 
ported  occasionally,  making  perioc 
blood  counts  and  liver  function  tests  a 
visable  during  protracted  therapy. 


\  Roche  Laboratories 
ROCHE  /  Division  of  Hoffmann-La  Roche 
>,  /  Nutley,  N.J.  07110 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro¬ 
myographic  tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in¬ 
duction  time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi¬ 
cantly  reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a  placebo  were  alter¬ 
nated  on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a  single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A  patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
•morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys¬ 
function,  paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  ah:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
eta!.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
;  Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a  summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur¬ 
ring  insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv¬ 
ing).  Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho¬ 
logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre¬ 
hension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest¬ 
lessness,  hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka¬ 
line  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in 
rare  instances. 
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(flurazepam  hydrochloride) 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  —  except  look  scary. 

Just  one  suppository  usually  assures  a  predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a  suppository  the  next  morning  usually  cleans  the  bowel  thor¬ 
oughly.  Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax... it’s  predictable 

bisacodyl 
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DELTASONE®  TABLETS -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute-herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  effect  j 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur¬ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub¬ 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re¬ 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re¬ 
sulted  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow¬ 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There¬ 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom¬ 
mended.  Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper¬ 
tension  due  to  salt  and  water  retention.  Continued  supervision  o 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a  sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicula 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  c 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosurie 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complice 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggre 
vation  or  masking  of  infection;  increased  blood  pressurt 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  ir  ) 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomni 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes 
posterior  subcapsular  cataracts  occasionally  requiring  extractio  : 
increased  intraocular  tension;  increased  intracranial  pressure  wi 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  anc 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre 
thromboembolic  complications;  facial  erythema;  allergic  skin  rea 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myo 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usua 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored-bottles  of  100  tablets.  5  mg.,  scorec 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  1 
strips. 

For  additional  product  information,  consult  the  package  ins 
or  see  your  Upjohn  representative.  ME0  B.IS  (KC  1 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Deltasone®  5  nig. 
(prednisone,  Upjohn 

an  economical 
prednisone 
that's  made 
a  name  for  itself 


Sprigg 

codes 


Subber 

hayfeber 


Awtubb 

allerdgies 


Widder 

“Hu” 


relieve  them  all  with 
all- season  ISOCLOR 

timesule®  tablet  liquid 

-•4"  &  (j) 


TWO  ACTIVE  COMPONENTS 

give  “four  season”  sufferers  dependable  relief 

Chlorpheniramine  Maleate  dries  runny  noses  and  eyes,  quiets 
isneezing,  wheezing,  soothes  itching  and  reduces  postnasal  drip — 
all  with  a  particularly  low  index  of  side  effects  such  as  drowsiness. 
Pseudoephedrine  HCI:  decongests  throughout  entire  respiratory 
tract,  opening  nasal  passages,  dilating  bronchioles,  relaxing 
“tight  chest” — as  effectively  as  ephedrine,  but  with  much  less 
CNS  or  cardiovascular  stimulation. 

COMPOSITION:  Each  tablet  or  10  cc.  (2  teaspoonsful)  of  liquid 
contains: 


Chlorpheniramine  Maleate .  4  mg. 

Pseudoephedrine  HCI  . 1 . 25  mg. 

Each  Isoclor  Timesule  contains: 

Chlorpheniramine  Maleate . 10  mg. 

Pseudoephedrine  HCI  . 65  mg. 


In  a  special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  relief  of  upper  respiratory  and  bronchial  con¬ 
gestion  associated  with:  the  common  cold,  hay  fever  and  aller¬ 
gies,  sinusitis,  influenza,  and  vasomotor  and  allergic  rhinitis. 
CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sym¬ 


pathomimetic  agents.  Severe  hypertension  or  severe  cardiac 
disease. 

PRECAUTIONS:  Use  with  caution  in  patients  with  hyperthyroid¬ 
ism.  Patients  susceptible  to  the  soporific  effects  of  chlorphenira¬ 
mine  should  be  warned  against  driving  or  operating  machinery 
should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100;  Liquid:  Pints  and  gallons: 
Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1  q.  3-4  h. 

2  tsp.  q.  3-4  h. 

1  q.  12  h. 

Children  6-12  years 

1  tsp.  q.  3-4  h. 

40-50  pounds 

3/4-1  tsp.  q.  3-4  h. 

30-40  pounds 

1/2-3/4  tsp.  q.  3-4  h. 

20-30  pounds 

V4-V2  tsp.  q.  3-4  h. 

15-20  pounds 

1/8-V4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 

Mount  Prospect,  Illinois,  U.S.A.  60056 
Subsidiary  of  American  Hospital  Supply  Corporation 


At  last-an  answer 
to  your  malpractice 
protection  anxiety. 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


The  Pennsylvania  Medical  Society 
has  been  increasingly  concerned  about 
the  problems  faced  by  its  members  in 
securing  and  retaining  professional  lia¬ 
bility  insurance.  There  has  been  a 
growing  tendency  for  insurance  carri¬ 
ers  to  arbitrarily  cancel,  or  not  renew, 
professional  liability  insurance  con¬ 
tracts  for  reasons  entirely  beyond  the 
physician’s  control. 

The  obvious  answer  had  to  be  a 
program,  sponsored  by  the  Pennsyl¬ 
vania  Medical  Society,  designed  to  pro¬ 
vide  its  members  with  long  term  cover¬ 
age,  adequate  limits,  at  the  best  possi¬ 
ble  cost,  in  addition  to  giving  the 
Society  an  opportunity  to  participate 
in  the  policy-making  and  administra¬ 
tion  of  the  program. 

Such  a  program,  more  progressive 
and  comprehensive  than  any  that  has 
been  made  available  to  any  medical 


group,  now  exists.  It  is  being  under¬ 
written  by  the  Argonaut  Insurance 
Company,  a  well  established, 
“A+AAAA”  rated  casualty  insurance 
carrier  with  assets  in  excess  of 
$180,000,000  and  considerable  experi¬ 
ence  in  the  medical  liability  field.  The 
exclusive,  full-time  administrator  of 
the  program  is  Parker  &  Co.  Inc.  of 
Pennsylvania,  one  of  the  country’s 
leading  insurance  brokerage  firms. 

In  review,  the  major  points  of  the  pro¬ 
gram  are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a  minimum  of  five 


years.  No  other  carrier  has  offers 
such  an  agreement. 

3.  The  Society  participates  through  j 
Professional  Liability  Insuranc 
Commission  consisting  of  twelv 
members.  The  Commission  will  b 
the  ultimate  authority  in  appea 
stemming  from  disputes  betwee 
member  insureds  and  will  work  i 
close  conjunction  with  the  local  di 
trict  committees. 

4.  No  member’s  application  will  be  d 
dined  except  by  the  joint  decisio 
of  the  PMS  Commission  and  tl 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $  1 00 ,0C 
for  each  claim  with  an  annual  aggr 
gate  limit  of  $300,000  with  exce 
limits  up  to  $1,000,000  availab! 
Coverage  is  available  for  interns,  re 
idents  and  physicians’  and  surgeor 
assistants. 

6.  Rates  are  competitive  with  oth 
major  writers  of  professional  liab 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that 
member  purchase  ancillary  insi 
ance  coverages  (homeowners,  aut 
etc.)  in  order  to  participate. 

This  program  offers  PMS  memb 
a  unique  opportunity  to  stabilize  th 
professional  liability  insurance  cov- 
age  on  a  long  term  basis.  Howeveri 
broad  based,  high  degree  of  memb- 
ship  involvement  is  essential  to  m^ 
this  program  a  success.  Please  fill  <t 
the  coupon  indicating  your  interest 
participating  in  the  PMS  endorsed  p- 
gram  when  your  present  covert 
expires. 


Argonaut  Insurance  Companies 

I - 1 

I  Mail  to: 

Parker  &  Co.,  Inc.  of  Pennsylvania 
•  1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 

Attention:  Mr.  A.  John  Smither,  Vice  President 

Name - 

Office  Address _ _ 

|  Telephone  No. _ _ 

Medical  Specialty _ 

|  Date  your  professional  liability  insurance  expires _ 

Present  Carrier - 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance 
Program.  Please  send  me  an  application.  □ 
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iLUE  SHIELD  CHARGE -PAYMENT  INDEX  SYSTEM  REVEALING  Despite  public 

and  political 

ries  that  physicians’  fees  have  risen  out  of  proportion  to  any  oth- 
.r  price  rises  during  the  period  of  inflation  the  nation  is  suffer- 
-ngjj  statisticians  at  Pennsylvania  Blue  Shield,  using  actual  figures 
is  well  as .  the  Consumer  Price  Index,  have  come  up  with  the  interest- 
.ng  fact,  illustrated  on  the  chart  below,  that  by  the  end  of  1970, 
thysicians’  fees  rose  16.2  percent  over  the  base  average  year  of  1968. 
plue  Shield  payments  increased  12  percent,  while  the  All  Services 
Component  of  the  Consumer  Price  Index  rose  18.7  percent.  Be  sure  to 
’ead  the  story  on  page  63  of  this  issue  of  PENNSYLVANIA  MEDICINE. 


BaseNfear  Midpoint  1st  2nd  3rd  4  th  1st  2nd  3rd  4th 
A/erage  Qtr.  Qtr.  Qtr.  Qtr.  Qtr.  Qtr.  Qtr.  Qtr. 

(19  6  8)  1969  1969  1969  1969  1970  1970  1970  1970 


DR.  LIMBERGER  SPEAKS  ON  HMO’S  PMS  President  William  A.  Limberger, 

M.D.,  spoke  at  the  recent  dedica¬ 
tion  of  the  Mon  Valley  Community  Health  Center  in  Monessen,  and  ex¬ 
plained  HMO’s  and  the  PMS  foundation  concept.  The  health  center  was 
built  through  the  voluntary  efforts  of  a  number  of  community  organ¬ 
izations  with  the  goal  of  providing  comprehensive  health  services  to 
the  people  in  the  non-urban  valley  of  the  Monongahela  River  in 
southwestern  Pennsylvania.  The  text  of  Dr.  Limberger’ s  speech  will 
be  carried  in  the  September  issue  of  PENNSYLVANIA  MEDICINE. 


PUBLIC  EDUCATION  ON  VD  PLANNED  The  Pennsylvania  Pharmaceutical 

Association  is  conducting  a  public 

education  campaign  to  halt  the  dangerously  growing  incidence  of  vene¬ 
real  disease.  Member  pharmacists  in  the  state  will  display  during 
the  month  of  August  educational  materials  on  the  use  of  available 
devices  to  prevent  the  spread  of  VD.  Secretary  of  Health  J.  Finton 
Speller,  M.D.,  has  described  the  situation  as  one  of  the  major  health 
problems  in  the  Commonwealth,  and  throughout  the  world.  "What  is 
needed,"  Dr.  Speller  said  in  a  recent  interview,  "is  a  reliable  blood 
test  to  determine  the  presence  of  gonorrhea.  Many  people  harboring 
the  disease  are  asymptomatic."  He  said,  "Such  a  test  could  be  forth¬ 
coming  through  more  research  at  the  federal  level." 
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PENNSYLVANIA  HEALTH  CONFERENCE  SCHEDULED  The  1971  Fall  Health  Con-  !| 

ference  will  be  held  this 

year  September  12 -l4  at  the  Penn  Harris  Motor  Inn,  Camp  Hill.  An 
electronics  game  called  Stapol  will  permit  those  attending  an  oppor-  f 
tunity  to  look  into  the  future — specifically  "The  Health  Scene-1985."  1 
For  further  information  write:  Pennsylvania  Health  Conference  Com¬ 
mittee,  2  Clemson  Dr.,  Camp  Hill,  Pa.  17011. 

SOCIETY  SEEKS  ANSWERS  FROM  WELFARE  DEPARTMENT  PMS  President  William 

A.  Limberger,  M.D., 

in  a  letter  to  Secretary  of  Welfare  Helene  Wohlgemuth,  again  requested 
a  meeting  with  Welfare  Department  representatives  to  discuss  the  Com¬ 
monwealth  Medical  Assistance  Program,  and  particularly  the  utilization 
review  requirements  and  related  statements  contained  in  Medical  As¬ 
sistance  Memorandum  No.  l6,  issued  June  3  to  physicians  and  dentists. 
Dr.  Limberger1 s  letter  specifically  requested  clarification  of  the 
following  aspects  of  the  memorandum:  1.  Cumbersome  requirements  for 
processing  claims  for  medicare-medicaid  recipients;  2.  Level  of  reim¬ 
bursement  for  physicians,  particularly  those  who  treat  a  large  percent 
age  of  M.A.  recipients;  3*  Cumbersome  and  restrictive  requirements  for 
reimbursement  for  radiologists  who  elect  to  bill  separately  for  ser¬ 
vices  rendered  M.A.  recipients;  4.  Unnecessary  requirements  for  re¬ 
filling  drug  prescriptions;  5*  Undesirable  and  unnecessary  wording  on 
Invoice  Transmittal  Form  PA-259;  8.  Inadequate  claims  processing  sys¬ 
tem  which  does  not  facilitate  prompt  payment  and  does  not  itemize  ser-  . 
vices  for  which  payments  are  being  made;  7»  Grossly  inadequate  out¬ 
patient  benefits. 

ANNUAL  DINNER  SCHEDULED  The  twenty-f ourth  Annual  Dinner  of  the  Pen) 

sylvania  Medical  Society  will  be  held  at  tl 
Pittsburgh-Hilton  Hotel  on  October  5*  1971*  Further  information  and  • 
coupon  to  reserve  tickets  appear  on  page  78  of  this  issue.  The  recep 
tion  before  dinner  is  being  given  with  the  compliments  of  Parker  and 
Co.,  Inc.,  of  Pennsylvania  and  Argonaut  Insurance  Co.,  the  companies 
which  co-sponsor,  with  the  Society,  the  PMS  Group  Malpractice 
Insurance  Program. 

DIALYSIS  PROGRAM  MOVING  At  least  eleven  institutions  have  been  ap¬ 
proved  by  the  State  Renal  Dialysis  Advisor 
Committee  to  treat  Pennsylvania  citizens  suffering  from  kidney  diseas, 
Applications  from  institutions  are  being  reviewed  on  a  continuing  ba¬ 
sis.  The  Department  of  Health  is  now  processing  patient  applications 
from  approved  institutions  where,  according  to  Secretary  of  Health 
Speller,  patient  treatment  is  scheduled  to  begin  as  soon  as  applica¬ 
tions  are  approved.  The  first  institutions  approved  are:  Geisinger 
Medical  Center,  Danville;  Hahnemann  Medical  College,  Albert  Einstein 
Medical  Center,  Lankenau  Hospital,  and  Thomas  Jefferson  University 
Hospital,  all  in  Philadelphia;  Allentown  Hospital  Association;  Bryn 
Mawr  Hospital;  Crozer-Chester  Medical  Center,  Chester;  Pittsburgh 
Veterans  Administration  Hospital  and  Presbyterian-University  Hospital  1 
both  in  Pittsburgh;  and  Hamot  Hospital,  Erie. 
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Secretary  of  Health  a  ‘doer’  and  idea  man 


DR.  SPELLER 


,  Dr.  Speller,  in  your  opinion,  what  is 
e  single  most  important  health 
oblem  we  have  in  Pennsylvania? 

.  It’s  difficult  to  say  but  if  I  had  to  pick 
le  problem,  the  delivery  of  health 
.re,  especially  in  the  rural  areas,  is 
obably  the  most  important.  Some 
ays  must  be  found  to  increase  the 
nount  of  care  and  to  assure  that  the 
lality  of  care  will  remain  high  so  that 
:ople  in  the  rural  areas  have  near  the 
me  access  to  medical  care  that  people 
suburban  and  city  areas  have. 

.  What  other  health  problems  do  you 
el  need  immediate  attention? 

.  You  know,  when  we  used  to  talk 
?out  health  problems  many  years  ago, 
le  subject  was  pneumonia  or  influen- 
ji.  When  I  began  studying  medicine  the 
iggest  thing  in  the  medical  book  was 
'phoid  fever.  We  never  thought  when 
ou  and  I  were  going  to  school  that 
rug  abuse  would  be  the  problem  it  is 
)day  and  it  is  a  health  problem.  Of 
ourse,  it’s  a  social  problem  primarily, 
ut  it  is  one  about  which  the  Depart¬ 
ment  of  Health  is  very  concerned.  It  is 
ne  of  the  reasons  that  we  say  health 
an  no  longer  be  separated  from  social 
ervices.  We  are  very  interested  in  the 
rug  abuse  rate.  In  Philadelphia  alone, 
0,000  juveniles  are  addicted  to  heroin, 
nd  most  have  a  $100-a-day  habit, 
aking  two  million  dollars  a  day  out  of 
he  economy  makes  it  quite  a  problem, 
ve  been  harassed  by  colleagues  and 


David  J.  Smith,  M.D.,  medical  editor  of 
PENNSYLVANIA  MEDICINE,  inter¬ 
viewed  J.  Finton  Speller,  M.D., 
Philadelphia  urologist  who  gave  up  his 
plan  for  retirement  to  assume  the  head 
of  the  Pennsylvania  Department  of 
Health.  Farmer,  art  student  and 
collector,  lay  pastor  of  his  church,  avi¬ 
ator  and  yachting  enthusiast,  the  sec¬ 
retary  has  moved  quickly  to  revitalize 
the  department.  Some  of  his  plans  are 
expressed  in  this  interview. 


statisticians  who  tell  me  that  20,000  is  a 
low  figure.  They  say  30,000  is  more  ac¬ 
curate.  We  predict  in  1971  it  will  be  the 
highest  cause  of  death  in  the  age  group 
between  15  and  25,  killing  well  over 
55,000  people  in  the  United  States. 
Some  40,000  in  the  same  age  group  are 
killed  annually  by  automobiles  and 
even  fewer  in  the  Asian  conflict. 

Q.  The  Pennsylvania  Medical  Society 
has  just  published  a  report  on  emer¬ 
gency  medical  services.  Do  you  think 
state  government  in  the  near  future  will 
make  efforts  to  improve  emergency 
medical  care  in  Pennsylvania? 

A.  Yes.  I  don’t  know  what  steps  will  be 
taken  first.  We  have  talked  to  Dr.  John 
Howard  who  is  president  of  the  Penn¬ 
sylvania  emergency  physicians  group. 
Their  statistics  show  that  many  people 
die  who  could  have  lived  if  emergency 
medical  services  had  been  up  to  the 
standards  they  recommend.  These  are 
statistics  that  can’t  be  denied.  I  was 
surprised  at  the  numbers  of  people  in 
Pennsylvania  alone  who  were  dead  on 
arrival  at  the  hospital  because  certain 
emergency  procedures  and  transpor¬ 
tation  to  the  hospital  were  not  avail¬ 
able.  There  is  a  lot  of  pressure  on  the 
General  Assembly  to  keep  the  state  out 
of  delivering  health  care,  and  this 
includes  emergency  medical  care. 
However,  our  constitution  says  the  gov¬ 
ernment  must  do  for  the  people  what 
they  can’t  do  for  themselves.  This  is 


DR.  SMITH 


why  we  are  in  renal  dialysis  at  the 
present  time,  to  help  doctors  help  pa¬ 
tients. 

Q.  Do  you  feel  that  there  are  standards 
a  doctor  should  meet  before  his  license 
can  be  renewed? 

A.  When  I  say  emphatically  no,  you’ll 
think  it’s  because  I’m  a  doctor  but  that’s 
not  the  case.  I  know  doctors  who  feel 
they  must  go  to  every  medical  conven¬ 
tion  but  I  wonder  how  much  they  ab¬ 
sorb.  I  oppose  this  also  because  the 
supply  of  doctors  is  considered  short. 
There  is  some  question  about  whether  it 
is  a  matter  of  supply  or  distribution. 
But,  let’s  assume  that  we  need  more 
physicians.  When  you  add  more 
requirements  on  what  is  already  a  rigor¬ 
ous  medical  education  you  will  cut 
down  the  incentive  of  a  lot  of  people  to 
study  medicine. 

Q.  Dr.  Speller,  what  do  you  feel  is  the 
value  of  any  enforced  continuing  medi¬ 
cal  education? 

A.  I  have  an  idea  we  are  trying  to  get 
adopted  by  the  General  Assembly  but 
every  time  I  get  ready  to  introduce  it 
the  bottom  drops  out  of  the  fiscal  poli¬ 
cy.  I’m  really  not  as  opposed  to  con¬ 
tinuing  education  as  I  appeared  to  be 
when  I  made  my  first  statement  but  I 
wanted  to  block  out  of  your  minds  all 
the  old  ideas  and  give  you  my  thought.  I 
do  not  believe  that  you  can  get  much 
out  of  spending  an  hour  reading  a  medi¬ 
cal  journal.  Nothing  is  wrong  with  sem- 
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inars,  but  I  don’t  think  they  generate 
the  amount  of  experience  that  is  neces¬ 
sary  to  really  train  a  man.  I  think  the 
best  way  to  train  a  man  is  to  give  him  a 
residency.  In  a  residency  you  learn  by 
doing.  We  need  residents  in  the  hospi¬ 
tal;  we  need  hands  in  the  hospital.  A 
man  could  go  away  or  stay  in  his  home 
city.  He  enrolls  as  a  resident  in  a  hospi¬ 
tal  for  three  months  every  three  or  four 
years.  During  the  three  months  he 
could  rotate  through  as  many  services 
as  he  needed.  The  state  would  have  to 
underwrite  the  cost.  A  man  can’t  give 
up  his  practice.  He  must  have  an  in¬ 
come  to  maintain  him  for  those  three 
months.  If  he  is  in  a  practice  he  must 
have  somebody  to  take  over  his  practice 
during  this  time.  Two  features  in  this 
program  are  very  attractive.  Hospitals 
will  have  more  hands  at  a  salary  they 
can  afford  and  the  man  will  get  training 
in  the  institution  of  his  choice  and  it 
will  be  dynamic,  active  training.  This 
can  be  done  through  the  AM  A  or  the 
State  Society.  Those  who  have  special¬ 
ized  can  be  eliminated.  For  the 
generalist,  it  should  be  a  must.  But  you 
can’t  use  enforcement  without  giving 
advantages. 

Q.  Doctor,  will  you  reiterate  your  posi¬ 
tion  that  all  health  services  be  trans¬ 
ferred  from  various  departments, 
primarily  from  the  Department  of  Wel¬ 
fare,  to  the  Department  of  Health? 

A.  We  are  interested  at  the  present  time 
in  the  control  by  our  department  of  the 
ten  state  general  hospitals —  control  of 
their  operation,  and  in  the  control  of 
inspections  of  hospitals  and  nursing 
homes.  I  do  not  think  that  all  health 
operations  have  to  be  moved  immedi¬ 
ately  into  the  Health  Department. 
Some  of  them  can  be  operated  in  other 
departments,  but  if  they  are  operated 
elsewhere,  the  Health  Department 
should  have  some  degree  of  control 
over  them.  For  instance,  the  Board  of 
Medical  Education  and  Licensure  is  in 
the  Department  of  State  but  the  Depart¬ 
ment  of  Health  exerts  more  influence 
on  that  board  than  the  State  Depart¬ 
ment  does.  In  effect  we  control  that 
board  and  it  isn't  difficult  at  all.  One  of 
the  reasons  they  were  moved  out  of  the 
Department  of  Health  is  that  the  gener¬ 
al  public  and  consumers  as  well  as  the 
General  Assembly  didn't  feel  that  the 
people  who  provided  the  health  care 
should  completely  control  it  at  the  same 
time.  There  is  some  rationale  to  this 


thinking.  A  degree  of  control  over  them 
by  the  Department  of  Health  is  neces¬ 
sary.  The  drug  abuse  programs  that  are 
in  the  Welfare  Department  should  have 
Health  Department  input  and  have 
some  degree  of  control.  One  of  the 
reasons  these  programs  were  taken  out 
of  the  Health  Department  was  that 
there  was  a  fear  that  the  Health  Depart¬ 
ment  would  become  an  entrenched  bu¬ 
reaucracy  with  a  tremendous  amount  of 
power.  A  project  in  one  department  can 
be  controlled  in  part  by  another  depart¬ 
ment.  In  this  way  too  much  control  by 
one  department  can  be  avoided. 

Q.  What  about  inter-agency  coopera¬ 
tion?  Is  it  increasing? 

A.  I  think  this  is  growing.  And  it’s 
growing  by  mutual  consent.  Between 
health  and  welfare  and  between  labor 
and  industry,  cooperation  is  increasing. 
We  are  meeting  together  successfully. 
After  the  Temple  Health  Maintenance 
Organization  (HMO)  was  started, 
twenty-seven  other  applications  from 
around  the  state  have  been  received  by 
the  Welfare  Department.  The  Health 
Department  suggested  the  state  go  slow 
on  this.  First,  why  go  out  into  twenty- 
seven  when  we  don't  even  know  how 
the  first  one  will  go?  The  first  one  will 
give  the  state  a  little  experience.  It  is 
true  that  Governor  Shapp  mentioned 
six  pilot  HMO's,  but  he  didn't  put  a 
timetable  on  them. 

Q.  In  regard  to  HMO’s  the  one  at 
Temple  is  patterned  after  Kaiser-Per- 
manente.  The  Philadelphia  group  is  a 
high-risk  group  of  people  who  come  in 
only  in  crisis  situations.  Won’t  this 
increase  expenses? 

A.  An  HMO  presumes  that  it'll  be 
prepaid;  that  it  will  be  disease  preven¬ 
tive  and  illness  preventive  where  pos¬ 
sible.  If  you  have  a  crisis-oriented  clien¬ 
tele,  and  this  is  found  in  the  innercity 
groups,  you  might  not  be  able  to  carry 
out  the  principles  of  the  HMO  as  easily 


The  John  A.  Hartford  Foundation 
of  New  York  City  has  awarded  a  grant 
of  $95,300  for  a  year’s  continued 
research  in  preserving  organs  for  fu¬ 
ture  transplants.  Under  the  direction 
of  Herndon  B.  Lehr,  M.D.,  chief  of 
plastic  surgery  at  the  University  of 
Pennsylvania  Hospital.  additional 
studies  are  being  made  on  freezing  and 
thawing  tissues  and  organs  for  the  pur- 


as  you  can  carry  them  out  in  the  Kaiser- 
Permanente  group,  or  among  people 
who  are  motivated  to  come  in  because 
they  don't  want  to  get  sick.  Some  of  the 
innercity  dwellers,  especially  the  one: 
on  medical  assistance,  don't  have  a; 
much  stake  in  their  own  lives  as  the 
fellow  who  has  a  good  job.  What  thi 
means  is  that  they  become  crisis 
oriented.  I've  worked  in  a  comprehen 
sive  health  planning  group  and  found  i 
didn't  work  well.  The  program  didn 
make  any  significant  contribution  e> 
cept  to  offer  availability  of  crisis  trea 
ment  to  innercity  dwellers. 

Q.  What  programs  are  being  promote 
by  the  Health  Department  to  deliv 
increased  health  care  in  the  state’s  rur 
areas? 

A.  Well,  as  you  know,  we  have  tv 
problem  areas  in  health  care  delivery- 
the  innercity  and  the  rural  areas.  T 
innercity  is  not  as  devoid  of  health  ca 
facilities  as  the  rural  areas.  In  the  inm 
city  people  are  near  large  hospitals  a 
clinics,  if  they  wish  to  use  them,  but  t 
family  in  a  rural  area  where  there  isn' 
doctor  within  fifty  miles  is  in  a  trou 
area.  We  have  been  considering  in  i: 
last  few  weeks  the  best  ways  to  deli' 
care  to  the  rural  areas.  Comprehens: 
health  clinics  and  comprehens: 
groups  of  physicians  must  be  - 
couraged  with  state  backing  and  fedel  i 
backing  to  locate  in  areas  that  we  c- 
sider  medically  deprived.  But  sucla 
plan  would  require  approval  by:  1.  'e 
consumers;  2.  The  country  medical  i- 
ciety  which  represents  the  doctorsn 
the  area;  3.  The  Pennsylvania  Medil 
Society,  which  keeps  very  accu  e 
records  of  the  medically  deprived  ai is 
of  the  state;  and  4.  The  Department 
Health.  All  four  must  agree  that  this 
a  medically  deprived  area  and  >:n 
we  would  bend  every  effort  to  try  tcet  < 
established  some  form  of  health  fac  :y  J 
in  this  area  . 


pose  of  establishing  a  supply  bar  of 
organs  for  surgical  replacemen  of 
diseased  or  nonfunctioning  parts  c the 
human  body. 

A  study  supported  by  a  preuus  i 
Hartford  grant  was  reported  in  a  per 
entitled  "A  Viable  Organ  B;k. 
published  in  PENNSYLVANIA  IV Di-  | 
CINE  in  October  of  1970. 


Grant  permits  research  to  proceel 
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Physicians  Assistants  now  formally  organized 


The  Physicians  Assistant,  (PA) 
newest  professional  on  America's 
health  team,  has  formally  organized 
with  the  opening  of  a  national  office  of 
the  American  Association  of  Physi¬ 
cians  Assistants  in  Tampa,  Florida. 

The  AAPA  under  the  guidance  of 
Sanford  Pinna,  M.D.,  director,  and 
Frank  Norton,  M.D.,  executive  secre¬ 
tary,  has  embarked  on  a  program  to 
define  precisely  the  roles  of  the  P.A.  in 
health  care  delivery  systems  and  to  ex¬ 
pedite  proper,  effective  assumption 
and  maintenance  of  these  roles. 

"Flealth  care  delivery  now  lags  far 
behind  capability  in  many  areas  of  the 
country,”  said  Dr.  Pinna.  "The 
Physicians  Assistant,”  he  continued, 
“will  be  a  key  factor  in  bringing  about 
grass  roots  delivery  of  optimum  health 
care.” 

Main  elements  in  the  AAPA  pro¬ 
gram  will  be:  liason  with  educational 
and  government  institutions  and  with 
employers;  and  in-service,  function- 

Pennsylvania  chosen 

for  nursing  profession  study 

Pennsylvania  is  one  of  nine  states 
designated  by  the  National  Commis¬ 
sion  for  the  Study  of  Nursing  and 
Nursing  Education  as  model  areas  for 
the  testing  of  the  commission’s  recom¬ 
mendations  for  the  nursing  profession. 

Leroy  E.  Burney,  M.D.,  retired  U.S. 
Surgeon  General  and  president  of  the 
Milbank  Memorial  Fund,  is  president 
of  this  national  commission.  He  stated 
that  information  acquired  from  this 
pilot  program  will  be  used  in  the  es¬ 
tablishment  of  joint  state  practice  com¬ 
missions  and  a  statewide  master  plan¬ 
ning  committee  for  nursing  education 
to  improve  the  level  of  competence  in 
the  field  of  nursing. 

The  national  commission  will  serve 
as  advisors  and  consultants  to  the  sev¬ 
eral  state  committees. 


tailored  education  for  members  to 
provide  continuous  upgrading  of  their 
professional  status. 

The  AAPA  will  coordinate  its  activ¬ 
ities  closely  with  the  AMA  and  other 
physicians’  organizations  in  order  to 
promote  achievement  of  a  common 
goals. 

The  AAPA  has  established  an  infor¬ 
mation  center  for  members  in  which 
they  are  put  in  touch  with  universities 
and  hospitals  now  offering  formal 
training  programs  leading  to  certifi- 


Gateway  Farm,  a  new  alcoholic  re¬ 
habilitation  center  designed  to  serve  a 
tri-state  area  will  open  in  Western 
Pennsylvania  on  January  1,  1972, 

under  the  medical  directorship  of 
Abraham  J.  Twerski,  M.D.,  director  of 
the  department  of  psychiatry  at  St. 
Francis  General  Hospital,  Pittsburgh. 

An  outgrowth  of  the  St.  Francis  al¬ 
coholic  clinic,  it  will  be  located  in  Bea¬ 
ver  County,  serving  an  area  with  a 
ninety-mile  radius,  in  which  there  are 
an  estimated  220,000  alcoholics. 

It  will  be  a  150-bed  post-detoxifica¬ 
tion  center  based  on  the  concept  that 
the  alcoholic  cannot  be  treated,  edu¬ 
cated  to  his  problem,  and  then  released 
into  the  same  sociological  situation 
from  which  his  illness  stemmed.  After 
the  initial  rescue,  detoxication,  educa¬ 
tion,  and  rehabilitation,  he  must  re¬ 
ceive  long-term  support  so  that  he  has 
the  security  to  become  a  positive  force 
in  his  life  situation,  rather  than  a 
victim  of  it,  according  to  Dr.  Twerski. 

Secondarily,  the  facility  will  concen¬ 
trate  on  training  personnel  in  the  han¬ 
dling  of  alcoholism  and  its  related 
field,  sedativism. 

Treatment  will  begin  where  emer¬ 
gency  alcoholism  hospital  clinics  end. 
The  average  estimated  length  of  stay 
will  be  about  four  weeks.  The  staff  will 


cation.  At  present,  there  are  approxi¬ 
mately  twenty  schools  and  hospitals 
throughout  the  country  offering  such 
programs.  A  Physicians  Assistants 
Placement  Bureau  is  being  formed  to 
provide  interested  physicians  and  hos¬ 
pitals  and  prospective  assistants  with  a 
medium  through  which  they  may  con¬ 
tact  each  other. 

Further  information  is  available 
from  the  American  Association  of 
Physicians  Assistants,  1111  North 
West  Shore  Boulevard,  Tampa,  Fla. 


work  with  a  ratio  of  one  therapist  to 
each  ten  patients.  It  will  consist  of 
social  workers,  psychologists,  medical, 
religious,  and  nursing  personnel.  Vo¬ 
cational  and  recreational  therapy  is  an 
important  adjunct  of  the  program. 
About  50  percent  of  the  staff  will  be 
recovered  alcoholics. 

An  extensive  program  of  group 
therapy,  lectures,  films,  discussions, 
and  individual  sessions  are  to  be  con¬ 
ducted.  Psychological  testing,  psychia¬ 
tric  consultation,  work  therapy,  and 
family  therapy  where  indicated,  will 
form  part  of  the  routine  treatment. 

Warning  issued  on 
hexachlorophene  use 

The  American  Academy  of  Pediat¬ 
rics’  committee  on  environmental  haz¬ 
ards  has  warned  physicians  and 
parents  that  some  products  intended 
for  oral  use  (certain  toothpastes  and 
throat  lozenges)  contain  hex¬ 
achlorophene  that  has  caused  the 
death  of  a  toddler  who  ingested  a  few 
ounces  of  a  three  percent  solution.  The 
academy  statement  made  recently  said, 
“Deaths  also  have  aparently  been 
caused  when  the  chemical  was  ab¬ 
sorbed  after  application  to  badly 
burned  skin  of  children  and  adults.” 
An  additional  warning  said:  "Repeated 
washes  of  or  applications  of  wet 
dressings  to  badly  injured  skin  with 
hexachlorophene  solutions,  as  in  the 
treatment  of  burns  or  generalized  ec¬ 
zema,  are  also  potentially  dangerous 
and  are  not  recommended  by  the  Com¬ 
mittee.” 


Dr.  Clammer  Retires 

The  Greater  Delaware  Valley  Regional  Medical  Program  (GDVRMP)  has  an¬ 
nounced  the  retirement  July  1  of  George  R.  Clammer,  M.D.,  executive  director. 

Martin  Wollman,  M.D.,  former  deputy  director,  and  now  acting  executive 
director,  succeeds  him. 

William  F.  Kellow,  M.D.,  vice-president  and  dean  of  Jefferson  Medical  College, 
recently  reelected  chairman  of  the  GDVRMP  Board  of  Directors,  commended  Dr. 
Clammer  for  his  leadership  in  bringing  people  with  many  interests  within  the 
medical  profession  together  in  implementing  the  program. 


New  rehabilitation  center  to  open 
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Should  all  automobile  accident  victims  be  autopsied? 


To  The  Editor: 

The  recommendation  by  the  1970  Commission  on  Emer¬ 
gency  Medical  Services  of  the  Pennsylvania  Medical  Soci¬ 
ety,  as  reported  in  PENNSYLVANIA  MEDICINE  of  June  1971, 
that  all  victims  dying  as  a  result  of  automobile  accidents  in 
Pennsylvania  should  be  autopsied  has  the  virtue  of  recog¬ 
nizing  that  in  the  past  in  many  jurisdictions  in  the  state  out¬ 
side  our  larger  cities  autopsy  examinations  were  performed 
in  insufficient  numbers  on  the  victims  of  fatal  traffic  ac¬ 
cidents.  There  is,  however,  some  question  whether  a  law  to 
that  effect  is  really  necessary.  Nobody  will  deny  the  fact 
that  much  can  be  learned  from  thorough  autopsy  examina¬ 
tions  of  traffic  accident  victims  if  the  data  are  correlated 
with  an  on-the-scene  investigation  by  traffic  experts  as  well 
as  an  examination  of  the  death  vehicle.  The  commission 
may  be  aware  of  the  fact  that  such  a  study  was  performed  a 
number  of  years  ago  by  Gikas  and  associates.1  This  exem¬ 
plary  study  encompassing  the  experience  in  a  medical  ex¬ 
aminer's  system  in  Michigan  brought  out  some  significant 
facts  concerning  the  investigation  of  traffic  fatalities,  among 
which  were  the  importance  of  certain  design  features  in  ear¬ 
lier  model  cars  which  were  shown  by  the  authors  to  be  di¬ 
rectly  responsible  for  lethal  injuries  in  the  “second 
collision''  between  the  occupant  and  his  car,  and  also 
provided  impressive  evidence  that  the  data  collected  at  au¬ 
topsy  (apart  from  the  establishment  of  an  anatomical  cause 
of  death)  only  acquire  true  significance  if  placed  in  the  con¬ 
text  of  a  professional  traffic  accident  investigation.  If  the 
autopsy  record  is  considered  alone  it  represents  no  more 
than  a  catalogue  of  single  or  multiple  fatal  and  non-fatal  in¬ 
juries  in  varying  combinations,  the  value  of  which  in  terms 
of  accident  prevention  is  probably  limited.  One  result  of  the 
Gekas  study  was  that  the  auto  makers  in  Detroit  were  per¬ 
suaded  to  eliminate  many  of  the  hostile  projections  in  the 
car  interior  typical  of  earlier  models  and  another  was  more 


Good  Morning —  DAM  doctors  office. 


convincing  evidence  of  the  role  of  poor  road  design  or  inad 
equate  road  markings  in  traffic  fatalities  where 
comprehensive  investigation  was  carried  out  leading  to  ap 
propriate  correction  of  traffic  hazards. 

There  is  presently  a  shortage,  not  only  in  Pennsylvani 
but  nationwide,  of  pathologists  who  have  time  to  do  sue 
autopsies  in  the  way  they  should  be  done  for  the  purpose  c 
meaningful  documentation.  It  has  to  be  realized  that  an  at 
topsy  on  an  accident  victim  with  multiple  injuries  can  b 
very  time  consuming  and  complex.  The  diagnosis  of  frac 
tures  is  certainly  more  easily  established  by  X-ray  than  b 
autopsy  examination  and  further  contributes  to  the  hig 
cost  of  such  investigations.  In  most  counties  operatin 
under  the  coroner's  system  the  funds  available  for  the  inve: 
tigation  of  deaths  by  the  coroner  are  limited  and  the  use  < 
these  funds  for  the  investigation  of  traffic  deaths  woul 
result  in  a  reduction  of  available  funds  for  the  investigatio 
of  other  types  of  death  of  equal  importance,  from  a  leg; 
and  social  point  of  view.  The  serious  budgetary  difficult^ 
in  which  the  Commonwealth  finds  itself  would  make  it  le: 
than  likely  that  more  funds  will  be  made  available  by  tl 
state  to  investigate  this  type  of  fatality  more  thoroughl 
unless  the  need  for  it  can  be  clearly  demonstrated.  In  a  sut 
stantial  number  of  auto  accident  fatalities  the  cause  of  deal 
is  perfectly  obvious  and  the  cause  of  death  may  be  e 
tablished  without  a  formal  autopsy  being  performed.  Tf 
drawing  of  a  specimen  of  the  victim’s  blood  for  an  alcohi 
determination  may  be  all  that  is  necessary.  In  other  cast 
where  no  externally  visible  lethal  injuries  are  present  an 
the  cause  of  death  is  not  obvious  on  inspection,  or  whei 
there  is  a  question  whether  a  sudden  natural  illness  was  ai 
tually  the  cause  of  the  accident,  a  complete  autopsy  shou1 
be  performed.  The  danger  of  a  law  requiring  that  all  faff 
fatalities  be  examined  by  autopsy  is  that  professional  tin 
and  financial  resources  will  be  diverted  from  the  investig; 
tion  of  other  types  of  death,  not  certifiable  without  an  ai 
topsy.  Unquestionably  we  need  a  more  scientific  approac 
to  the  investigation  of  serious  or  fatal  traffic  accidents,  b; 
there  is  reason  to  believe  that  the  desired  information  C£ 
also  be  obtained  by  limited  pilot  studies,  such  as  those  t 
Gekas  in  Michigan,  which  would  give  a  reading  of  the  cha 
acter  and  the  extent  of  the  epidemiological  problem  t 
traffic  fatalities.  It  is  not  likely  that  such  data  in  Pennsy 
vania  would  be  substantially  different  from  those  that  we! 
obtained  in  Michigan. 

Anthony  E.  Maas,  M  I 
Associate  Pathologi 
Harrisburg  Polyclinic  Hospit 
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PENNSYLVANIA  MEDICIN 


Cable  TV  provides  continuing  education  for  doctors 


The  physicians  in  three  Pennsyl¬ 
vania  counties,  Berks,  Lycoming  and 
Lehigh,  have  a  unique  opportunity  for 
continuing  medical  education,  uti¬ 
lizing  closed-circuit  cable  television, 
which  has  been  tested  for  almost  a 
year  in  only  eight  counties  throughout 
the  nation.  This  is  how  it  works. 

In  Berks  County,  television  pro¬ 
grams  are  beamed  toward  physicians 
by  the  Berks  County  Medical  Society 
in  cooperation  with  the  Community 
Medical  Cable  Casting  Co.  (CMC)  of 
New  York  City,  Roche  Laboratories, 
and  a  local  CATV  cable  company 
(Berks  TV  Cable  Corporation). 

Video  tapes  designed  to  keep 
physicians  abreast  of  developments  in 
various  fields  of  medicine,  funded  by 
Roche,  and  produced  by  CMC,  are 
telecast  and  delivered  by  a  special  ar¬ 
rangement  designed  to  be  viewed  in 
physicians’  homes  or  offices  equipped 
with  demodulating  devices.  The 
physician  turns  his  set  to  Channel  12, 
then  utilizes  his  demodulator,  which 
cuts  out  the  program  in  progress  and 
brings  in  the  medical  broadcast. 

These  devices  are  furnished  free  by 
CMC  to  physicians,  the  only  require¬ 
ment  being  that  they  be  regular  cable 
^subscribers.  The  programs  are  carried 
four  evenings  a  week.  Every  two  weeks 
a  new  series  of  tapes  is  shown.  The 
series  usually  consists  of  three  seg¬ 
ments  continuously  broadcast  for  a  full 
hour’s  education. 

Begun  in  September  of  1970,  sub¬ 
jects  already  covered  have  included 


relief  of  pain,  radioisotope  ar¬ 
teriography,  rubella  immunization, 
late  developments  in  kidney  trans¬ 
plants,  diagnosis  of  education- 
ally/neurologically  handicapped  chil¬ 
dren,  and  chromosome  abnormalities. 
Programs  are  predominantly  clinical 
in  nature,  but  research  and  para¬ 
medical  programs  are  often  included. 

Sherwood  C.  Young,  executive 
director  of  the  Berks  County  Society, 
has  been  a  leader  in  the  national  pro¬ 
gram  for  developing  continued  educa¬ 
tion  programs  for  physicians.  He 
regards  the  arrangement  as  a  potential 


major  breakthrough  because  “It  en¬ 
ables  the  doctor  to  have  continuing  ed¬ 
ucation  right  in  his  own  home,  and 
pretty  much  at  the  hour  he  chooses. 
This  is  crucial  today  because  the  mod¬ 
ern  physician  finds  it  difficult  to  get 
into  a  classroom  on  a  regular 
basis.”  Mr.  Young  explained  that  the 
reason  that  only  about  fifty  doctors 
can  currently  pick  up  the  programs  at 
home  is  not  lack  of  interest  but  rather 
the  inavailability  of  cable  service  in 
areas  where  doctors  live.  Negotiations 
are  being  carried  on  with  CATV  to  ex- 
( continued  on  next  page) 


JOHN  MAXIMILLIAN,  left,  program  manager  of  Berks  TV  Cable  Co.,  Reading,  dis¬ 
cusses  a  current  production  with  Barry  Hoover,  center,  cameraman,  and  Sherwood 
C.  Young,  executive  director  of  the  Berks  County  Medical  Society. 


SHOWN  DURING  the  filming  of  a  discussion  program  are,  left  to  right,  John  E.  Marshall,  M.D.,  Stouchsburg  family  practice 
physician;  John  E.  German,  M.D.,  president  of  BCMS;  Arlington  A.  Nagle,  M.D.,  another  Stouchsburg  family  practitioner;  James 
F.  Welsh,  M.D.,  secretary  of  BCMS;  and  Sherwood  C.  Young,  executive  director  of  BCMS. 


AUGUST,  1971 
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Pennsylvania  AMA  delegates  on  camera 


New  cable  TV  use 

(continued  from  page  15) 


tend  its  facilities  as  rapidly  as  possible. 
Currently  the  county  medical  society 
has  a  set  in  its  building  for  the  benefit 
of  those  physicians  who  cannot  partici¬ 
pate  at  home.  The  Berks  CATV  sta¬ 
tion  changes  the  time  of  broadcast 
upon  request  from  the  society  in  cases 
where  doctors  may  be  attending  meet¬ 
ings  at  the  society  building  and  a 
rescheduling  will  enable  more  physi¬ 
cians  to  watch,  for  instance  at  the  close 
of  the  meeting. 

Other  applications  of  the  education¬ 
al  program  include  plans  for  a  closed 
circuit  arrangement  connecting  the 
three  Reading  hospitals  to  Berks 
County  Medical  Hall.  National  medi¬ 
cal  educators  would  appear  in  a  pro¬ 
gram  originating  at  Medical  Hall  and 
physicians  gathered  in  the  hospitals 
could  participate  in  the  dialogue,  cut¬ 
ting  time  required  in  meetings  and  still 
keeping  up  with  study  requirements. 
Negotiations  are  under  way  on  a  plan 
to  give  education  credits  to  physicians. 

Further  information  regarding  the 
cable  programs  may  be  obtained  by 
contacting  Community  Medical  Cable- 
casting,  15  Columbus  Circle,  New 
York  City  10023. 


PENNSYLVANIA  DELEGATES  met  daily  during  the  American  Medical  Association 
convention  at  breakfast  sessions.  Shown  above  are  some  scenes  of  the  breakfast 
meetings. 
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PENNSYLVANIA  MEDICINI 


PMS  rotogravure 


MRS.  ROBERT  F.  BECKLEY,  Lock 
Haven,  and  PMS  President  William  A. 
Limberger,  M.D.,  appear  above  on  the 
occasion  of  her  election  as  president¬ 
elect  at  the  48th  annual  convention  of 
the  Woman's  Auxiliary  to  the  Ameri¬ 
can  Medical  Association  on  June  23  in 
Atlantic  City,  New  Jersey.  Mrs. 
Beckley  has  served  the  AM  A  Auxiliary 
as  bylaws  chairman,  treasurer  and 
eastern  regional  vice-president.  She 
is  serving  currently  on  the  board  of  the 
Pennsylvania  Citizens’  Council  and 
the  Planning  Committee  of  the  Gover¬ 
nor’s  Conference  on  Human  Re¬ 
sources. 


SHOWN  BELOW  addressing  his  home  county  is  PMS  President  William  A.  Lim¬ 
berger,  M.D.  at  the  last  meeting  of  the  Chester  County  Medical  Society.  Dr.  Lim¬ 
berger  has  visited  the  large  majority  of  county  societies  during  his  year  in  office. 


THE  PENNSYLVANIA  DELEGATION  of  the  Woman's  Auxiliary  of  the  American  Medical  Association  are  shown,  left  to  right. 
Front  row:  Miss  Marcia  Gehris,  who  sang  for  the  memorial  service,  Mrs.  John  A.  Schneider,  Mrs.  Robert  L.  Harding,  Mrs. 
Charles  A.  Carabello,  Mrs.  William  R.A.  Boben,  Mrs.  David  J.  Keck,  Mrs.  Raymond  C.  Grandon,  Mrs.  William  A.  Limberger. 
Second  row:  Mrs.  John  H.  Eves,  Mrs.  Robert  F.  Beckley,  Mrs.  Jay  G.  Linn,  Mrs.  W.  Wayne  Babcock,  Mrs.  Paul  C.  Craig,  Mrs. 
John  M.  Wagner,  Mrs.  Leroy  A.  Gehris,  Mrs.  Ralph  S.  Blasiole.  Top  row:  Mrs.  Glenn  A.  Deibert,  Arlene  Oyler,  Mrs.  Axel  K. 
Olsen,  Mrs.  Victor  F.  Grieco,  Mrs.  Frank  J.  Corbett,  Mrs.  C.  Henry  Bloom,  Mrs.  Spencer  J.  Servoss,  Mrs.  Sydney  E.  Sinclair, 
Mrs.  Morgan  F.  Taylor,  Mrs.  William  R.  Adams,  Mrs.  P.  Ray  Meikrantz. 


AUGUST,  1971 
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County  society  'first’ 

Environmental  award  presented  to  Reading  firm 


The  Berks  County  Medical  Society 
has  presented  a  special  commen¬ 
dation —  the  first  of  its  kind  by  a  medi¬ 
cal  society  in  the  Commonwealth —  to 
Carpenter  Technology  Corp.  of 
Reading  for  its  voluntary  efforts  over  a 
long  period  of  years  to  improve  the  en¬ 
vironment. 

The  company  has  been  seeking -ways 
to  continue  production,  but  stop  pollu¬ 
tion  since  1942,  when,  together  with 
state  officials,  engineers  developed 
means  to  prevent  contamination  of  the 
Schuykill  Expressway  with  raw  acid 
waste. 

In  1965  CarTech  engineers  designed 
a  waste  disposal  system  to  prevent 
pollutants  and  detergents  from  en¬ 
tering  the  Schuykill. 

It  was  then  that  company  officials 
turned  their  attention  to  the  problem 
of  removing  the  “red  cloud"  of  oxide 
dust,  which  is  not  an  easy  task  since 
400  different  steels  and  alloys  are 
produced  there  each  year.  The  solution 
was  found  in  the  development  of 
decontamination  equipment  which  has 
brought  the  company  in  compliance 
with  the  state’s  air  quality  code,  and 
prompted  the  county  society  to  make 
the  special  award. 

Members  of  the  Berks  County  Med¬ 
ical  Society,  led  by  President  John  E. 
German,  M.D.,  toured  the  plant  on  the 
day  of  the  presentation,  and  viewed 
the  new  installation  known  as  the 
“baghouse.” 

The  eight-story  structure  is  50  by 
100  feet,  and  contains  the  air  filter 
system  that  removes  iron  oxide  dust 
from  the  atmosphere.  Within  the 
building  are  2400  dacron  bags  which 
provide  a  filtering  surface  of  more 
than  5  acres.  The  system  functions,  in 
principal,  like  a  huge  vacuum  cleaner. 
Exhaust  fans  draw  dust  from  the 
plant’s  five  electric  furnaces  to  the  bag 
house  filtering  system.  A  24-foot- 
square  steel  canopy  is  mounted  above 
each  of  the  furnaces  and  as  iron  oxide 
dust —  which  is  emitted  for  a  few 
moments  during  each  heat —  rises  to 
the  canopy,  it  is  drawn  to  the  bag 
house  through  large  ducts  made  of 
self-weathering  steel.  A  supplementary 
“scavenging”  system  situated  near  the 

18 


roofs  draws  off  furnace  emissions  that 
escape  the  canopies.  Control  consoles 
are  situated  convenient  to  each  fur¬ 
nace  to  permit  close  regulation  of  the 
system  by  furnace  operators.  After  the 
dust  is  collected  in  the  filtering  bags, 
the  bags  are  emptied  into  hoppers  by  a 
reverse  air  flow  that  backflushes  one 
compartment  of  120  filtering  bags  at  a 
time.  The  dust  is  then  removed  by  con¬ 
veyor  and  bucket  elevator  to  a  storage 
bin  from  which  it  is  hauled  in  covered 


Research  grants  totaling  $252,795 
have  been  awarded  to  Pennsylvania 
scientists,  physicians,  and  institutions 
by  the  American  Cancer  Society. 

At  the  Milton  S.  Hershey  Medical 
Center  a  two-year  grant  went  to  John 
W.  Kreider,  M.D.,  Palmyra,  assistant 
professor  of  pathology,  for  study  of 
human  resistance  to  cancer  and 
methods  of  increasing  it  through  im¬ 
munotherapy.  Walter  Ceglowski, 
PhD.,  of  the  University  Park  depart¬ 
ment  of  microbiology,  will  continue 
his  studies  at  the  medical  center  of  im¬ 
munity  processes  directed  toward  the 
development  of  a  vaccine  to  prevent 
leukemia.  Paul  J.  Fritz,  PhD.,  of  the 
department  of  pharmacology,  will 
study  protein  metabolism  in  normal 


trucks  to  a  remote  dumping  site. 

CarTech  President  “Mike”  Beaver, 
who  accepted  the  award  on  behalf  ol 
the  company,  said,  “No  one  mourns 
the  ‘red  cloud’  and  we  are  extremely 
pleased  that  it  brings  us  into  compli¬ 
ance  with  the  state’s  air  pollution  code. 
We  are  proud  that  an  organization  like 
the  Berks  County  Medical  Society, 
whose  efforts  on  behalf  of  the  health  ol 
this  community  are  well  known,  has 
recognized  our  efforts.” 


and  malignant  cells. 

At  the  University  of  Pittsburg! 
School  of  Medicine,  Paul  A.  Cher 
venick,  M.D.,  will  continue  his  stud; 
of  the  white  blood  cell  system  in  an  ef 
fort  to  lessen  or  overcome  toxic  effect: 
of  drug  treatment  of  cancer.  Richan 
Abrams,  PhD.,  Department  of  Bio 
chemistry,  will  further  his  work  ot 
basic  cell  chemistry  aimed  at  deter 
mining  why  normal  cells  turn  inti 
cancer  tissue.  Irving  Lieberman,  PhD. 
school  of  medicine,  has  received  ; 
grant  to  support  his  research  progran 
on  DNA  synthesis.  Bernard  Fisher 
M.D.,  department  of  surgery  of  th< 
school  of  medicine,  has  been  provide! 
funds  for  evaluating  total  and  radica 
mastectomy  in  treating  breast  cancer. 

PENNSYLVANIA  MEDICINE 


A  GROUP  of  Berks  County  Medical  Society  physicians  including  John  E.  German 
M.D.,  society  president,  and  Leroy  A.  Gehris,  M.D.,  PMS  trustee  from  the  Seconc 
Councilor  District,  tour  the  pollution  control  facilities. 


Cancer  society  grants  awarded  in  Commonwealth 


(diethylpropion  hydrochloride,  N.  F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a  rela¬ 
tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur¬ 
ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un¬ 
pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
m  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-W-i/ii/u  s  patent  no.  3.001.9(0 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —  Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Q103  2/71 


Qyinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


The  treatment  of 


impotence 

\  due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician's  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4  strengths: 

Android  Android-HP 

HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  ...  30  mg. 

Glutamic  Acid . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  yellow  tablet  contains: 

Methyl  Testosterone  .  .2.5  mg. 
Thyroid  Ext. (1/6  gr.)  ..10  mg. 


Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 


Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-x  Android-Plus 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Ext.  (1  gr.)  ....64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 


Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  ('/4  gr.)  ...15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCI . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .  10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin  . 5  mg. 


Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano,  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  0.  K.,  and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J  Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila¬ 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Write  lor  literature  and  samples:  (br^^  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A  Gentle  Cerebral  Stimulant  and  Vasodilator 


66°o 

■  Cerebro-Nicin 
□  Placebo 

o 

25°  o 

17% 

FAIR  GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,,  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole . 100  mg. 

Nicotinic  Acid . 100  mg. 

Ascorbic  Acid . 100  mg. 

Thiamine  HCI .  25  mg. 

1 -Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin .  2  mg. 

Pyridoxine .  3  mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  802.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  Is  transient  and  Is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patlent  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples. 
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THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St., Los  Angeles, Calif . 90057 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
class.  And  they  really  respond. 

She  has  another  plan  just 
for  herself.  A  medication  plan 
for  her  hypertension.  And  she's 
also  responding  beautifully. 

More  than  just  another 
antihypertensive,  Ser-Ap-Es 
can  be  a  whole  medication  plan 
for  living  with  hypertension. 

Does  it  get  good  marks  for 
comfort? 

Excellent.  Because 
Ser-Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of  each 
component  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz¬ 
ing  side  effects.  However,  side 
effects  may  occur  (see  prescrib¬ 
ing  information). 

Designed  with  the  kidney 
in  mind? 

Hydralazine  maintains 
or  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
cerebral  vascular  tone.  And 
reserpine  has  beneficial  calm¬ 
ing  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

Ji.  reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk  •* 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 
25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901  -2/4624-1  17 
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m.d.'s  in  the  news 


An  associate  in  dermatology  at  the 
University  of  Pennsylvania’s  School  of 
Medicine,  Lawrence  Charles  Parish, 
M.D.,  was  appointed  historian  of  the 
American  Academy  of  Dermatology. 

Lehigh  Valley’s  first  forensic  pathol- 
Dgist  will  be  Isidore  Mihalakis,  M.D., 
Bethlehem.  Included  in  his  duties  will 
be  determining  the  cause  of  injury  and 
death  in  disability  and  criminal  cases. 
He  was  formerly  forensic  pathologist 
for  the  chief  medical  examiner  for  the 
state  of  Maryland. 

The  Distinguished  Teacher  Award 
at  Harrisburg  Hospital’s  Doctor’s  Day 
was  given  to  Herbert  S.  Bowman, 
M.D.,  and  Harold  R.  Schumacher, 
M.D.,  hematologists.  Dr.  Bowman  is 
chief  of  inpatient  and  outpatient  serv¬ 
ices  in  the  hematology  section  of  the 
department  of  medicine  at  Harrisburg 
Hospital,  a  fellow  of  the  department  of 
internal  medicine  at  Jefferson  Medical 
College,  and  an  associate  professor  of 
medicine  at  Hahnemann  College  in 
Philadelphia.  Dr.  Schumacher  is  senior 
associate  hematologist,  department  of 
medicine,  section  of  hematology,  at 
Harrisburg  Hospital. 

The  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology 
has  announced  the  election  of  new  of¬ 
ficers  and  directors.  Joseph  P.  Atkins, 
M.D.,  Wynnewood,  will  serve  as  pres¬ 
ident.  He  is  clinical  professor  and 
chairman  of  the  department  of 
bronchology,  esophagology,  and  laryn¬ 
geal  surgery,  division  of  graduate  med¬ 
icine,  at  the  University  of  Pennsyl¬ 
vania  and  clinical  professor  of 
broncho-esophagology  at  the  Universi¬ 
ty  of  Pennsylvania  School  of  Medi¬ 
cine.  C.  William  Weisser,  M.D.,  Pitts¬ 
burgh,  chief  of  staff  in  ophthalmology 
at  St.  Francis  Hospital  in  Pittsburgh, 
was  selected  as  president-elect.  Vice- 
presidents  are:  Harry  S.  Weaver,  Jr., 
M.D.,  Philadelphia;  Clyde  B.  Lamp, 
M.D.,  Pittsburgh;  and  Woodrow  D. 
Schlosser,  M.D.,  Philadelphia.  Albert 
F.  Cleveland,  M.D.,  Drexel  Hill,  will 
serve  as  treasurer.  New  directors  are 
Donald  B.  Kamerer,  M.D.,  Pittsburgh, 
David  A.  Cope,  M.D.,  Reading,  and 
William  H.  Annesley,  Jr.,  M.D., 
Upper  Darby. 

E.  Raymond  Place,  M.D.,  has  been 


honored  for  34  vears  of  service  by  the 
Skippack  Lions  Club  with  the  presen¬ 
tation  of  a  plaque.  He  was  also  recog¬ 
nized  for  his  assistance  in  organizing 
the  Skippack  Ambulance  Corps. 

The  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi¬ 
ty  has  announced  the  appointment  of 
Richard  M.  Bergland,  M.D.,  as 
professor  of  surgery  and  chief  of 
neurosurgery  in  the  College  of  Medi¬ 
cine.  A  fellow  of  the  American  College 
of  Surgeons,  a  member  of  the  Ameri¬ 
can  Association  of  Neurological  Sur¬ 
geons,  the  Neurosurgical  Society  of 
America,  and  the  Research  Society  of 
Neurological  Surgeons. 


A  Topton  physician,  William  O. 
Muehlhauser,  M.D.,  was  elected  to 
serve  on  the  board  of  trustees  at 
Muhlenberg  College.  Dickinson  Col¬ 
lege  has  selected  Alexander  Rush, 
M.D.,  Philadelphia,  as  a  member  of  its 
board  of  trustees.  Dr.  Rush  is  on  the 
faculty  of  the  University  of  Pennsyl¬ 
vania  School  of  Medicine  and  chief  of 
gastroenterology  at  Pennsylvania  Hos¬ 
pital.  He  is  the  great  grandson  of  Dr. 
Benjamin  Rush,  a  leading  Philadelphia 
physician  of  his  day  and  a  signer  of  the 
Declaration  of  Independence. 

The  new  president  of  the  Pennsyl¬ 
vania  Allergy  Association  is  Martin  A. 
Murcek,  M.D.,  Greensburg.  Gilbert  A. 
Friday,  M.D.,  Pittsburgh,  has  been 
selected  as  president-elect. 

Thomas  J.  Natoli,  M.D.,  Norris¬ 
town,  will  serve  a  ninth  term  as  pres¬ 
ident  of  the  Child  Development 
Center’s  board  of  directors. 

Harry  Boretsky,  M.D.,  Pittsburgh, 
has  been  elected  president  of  the  Penn¬ 
sylvania  Society  of  Anesthesiologists. 
Harry  Wollman,  M.D.,  Narberth,  is 
president-elect,  while  Louis  J. 
Hampton,  M.D.,  Hanover,  will  serve 


DR.  RUSH 


as  secretary,  and  William  D.  Stewart* 
M.D.,  Allison  Park,  as  treasurer. 

William  F.  Donaldson,  M.D.,  Pitts¬ 
burgh,  has  been  named  chairman  of 
the  Medical  Advisory  Committee  to 
the  Hospital  Planning  Association  of 
Allegheny  County  to  succeed  J. 
Everett  McClenahan,  M.D.,  who  is  re¬ 
tiring. 

Elected  to  lead  the  University  of 
Pittsburgh  Medical  Alumni  Associa¬ 
tion  are:  Drs.  James  A.  Rock,  Johns¬ 
town,  president;  Paul  L.  McLain; 
Howard  A.  Mermelstein;  Robert  S. 
Totten;  and  Richard  H.  Horn,  pre¬ 
sident-elect,  vice-president,  secretary, 
and  treasurer  respectively,  all  of  Pitts¬ 
burgh. 

New  medical  director  of  the  Penn- 
Jersey  Regional  Red  Cross  Blood  Pro¬ 
gram  is  William  C.  Sherwood,  M.D., 
Cherry  Hill,  N.J.,  who  succeeds  Rob¬ 
ert  T.  Carroll,  M.D.  He  is  a  member  of 
the  Cardeza  Foundation  for  Hemato¬ 
logic  Research  and  assistant  professor 
of  medicine  at  Thomas  Jefferson  Uni¬ 
versity. 

The  new  chief  of  pediatric  surgical 
service  at  Thomas  Jefferson  University 
hospital  is  Louis  F.  Plzak,  Jr.,  M.D. 
He  was  formerly  assistant  professor  of 
surgery  at  Harvard  Medical  School 
and  chief  of  the  cardiac  surgical  clinic 
of  Children’s  Hospital  Medical  Center, 
Boston. 


DR.  BRENT  DR.  PLZAK 


Jefferson  Medical  College  has  an¬ 
nounced  the  appointment  of  Robert  L. 
Brent,  M.D.,  Huntingdon  Valley,  as 
visiting  lecturer  at  Fitzwilliam  College, 
Cambridge  University,  England.  Dr. 
Brent  is  chairman  of  the  department  of 
pediatrics  at  Jefferson.  Besides  lec¬ 
turing,  he  will  be  conducting  research 
at  the  biology  laboratories  at  Cam¬ 
bridge  and  will  present  a  paper  at  th^ 
first  meeting  of  the  European 
Teratology  Society. 
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Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 
System... 


Rocom  Health  History  System  __ 

provides  maximum  screening  information  about  the 
patient  with  a  minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  __  a  simpi 

but  comprehensive  method  for  keeping  a  complete 
record  on  every  one  of  your  patients.  Permits  y 
to  review  a  patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wh 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A  disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  diseas 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medil 
Record  System  helps  protect  your  good  name. 


;e  new  Rocom  Medical  Management  System*  can 
lp  you  provide  better  care  for  your  patients 
d,  at  the  same  time,  make  better  use  of  your 
fice  time.  In  designing  these  products 
ndreds  of  doctors,  nurses  and  receptionists 
re  consulted  about  their  particular  office 
oblems;  and  more  than  two  years  of  development 
der  actual  office  conditions  proved  that  they 
, tually  do  help  solve  these  difficulties 
>thout  upsetting  existing  routines. 

:ch  component  deals  with  a  specific  problem 
,ea  --  health  histories,  medical  records,  the 
lephone,  and  scheduling  appointments.  They 
iy  be  employed  alone,  in  various  combinations, 
i  preferably,  as  the  complete  Rocom  Medical 
Inagement  System,  depending  on  your  own  office 
ituation. 

1st  physicians  --  whether  they  practice  alone 
i  with  a  group  --  will  find  one  or  more  of 
ese  components  useful.  You  are  invited  to 
(tain  additional  information  about  the  Rocom 
idical  Management  System  by  sending'  us  the 

icompanying  coupon. 


Division  of  Hoffmann-La  Roche  Inc. 
Box  169 

Fairview,  New  Jersey  07022 


Gentlemen: 

I  am  interested  in  obtaining  additional 
information  about: 

□  Health  History  i — i  Medical  Record 

System  1 — I  System 

□  Telephone  System  □  Appointment  System 

Name_ Specialty 


Street 


City_ State 


Please  do  not  forget  Zip  Code 
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elephone  Systom  __  a  complete 
£3tem;  one  that  can  be  understood  quickly 
t  your  newest  office  aide;  one  that  permits 
Jar  staff  to  answer  specific  patient  questions 
Uh  confidence;  one  that  will  make  your 
lactice  more  productive  by  assuring  that  you 
<e  interrupted  only  when  you  think  it 
icessary.  Self-adhesive  backing  assures  that 
<1  incoming  calls  can  become  part  of  the 
Itient's  permanent  record. 


Rocom  Appointment  System  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ¬ 
ualized  to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a  steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


In  the  coronary  ischemic 
patient  on  cerebral  or 
peripheral  vasodilator  therapy 

no  treatment 

conflict 

reported 


VASODILAN 

SOXSUPRINE  HC 

the  compatible  vasodilator 


•  may  be  used  in  your  patients  with 
coronary  insufficiency. 

•  conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

•  complications  in  the  treatment  of  diabetes, 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica¬ 
tions  in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators' have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem¬ 
onstrated  both  by  objective  measurement M  and  observation  of  clinical  improvement.1'3 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio¬ 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HC1  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme¬ 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal¬ 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Clarkson, 

I.  S.,  and  LePere,  D.  M. :  Angiology  77:190-192  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. :  Angiology  75:70-74  (Feb.)  1964.  (3)  Dhry- 
miotis,  A.  D.,  and  Whittier,  J.  R. :  Curr.  Ther.  Res:  ■7:124-128 
(April)  1962.  (4)  Whittier,  J.  R. :  Angiology 75 :82-87  (Feb.)  1964. 

©  1971  MEAD  JOHNSON  a  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A. 
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LABOR  ATO  R  I  E  S 


1971  SCIENTIFIC  ASSEMBLY 


TEMPLE  UNIVERSITY 
HEALTH  SCIENCES 
CENTER 

presents 

THE  FIFTEENTH 
ANNUAL 
POSTGRADUATE 
COURSE 

“Recent  Advances  in  Medicine” 

On  eight  consecutive  Wednesdays, 

11  a.m.  to  4  p.m. 

October  1 3  to  December  1 , 1 971 

AIMS  OF  COURSE:  Problems  in  Clinical 
Practice. 

METHODS:  Grand  Rounds,  Clinics,  Case 
Discussions,  Office  Procedures, 
Lectures,  Panel  Discussions, 
Luncheon  with  the  Experts,  all 
with  audience  participation. 
FACULTY:  Members  of  the  Department  of 
Medicine  and  other  selected 
departments  of  Temple  University 
Health  Sciences  Center. 

Guest  Faculty 

Dr.  James  B.  Wyngaarden,  Professor  and  Chairman 
Department  of  Medicine,  Duke  University  Medical  Center 

Dr.  W.  Proctor  Harvey,  Professor  of  Medicine 

Director,  Division  of  Cardiology,  Georgetown  University  Medical  Center 

Dr.  Henry  Wagner,  Jr.,  Professor  of  Radiologic  Sciences  and 
Nuclear  Medicine,  Johns  Hopkins  Hospital  and  University 

Dr.  David  H.P.  Streeten,  Professor  of  Medicine 
State  University  of  N.Y.  at  Syracuse 

Dr.  Harold  I.  Lief,  Professor  of  Psychiatry 
University  of  Pennsylvania 

AAGP  Credit  Requested. 

For  further  information  and  curriculum  con¬ 
tact: 

Department  of  Medicine 
Temple  University  Health  Sciences  Center 
3400  N.  Broad  St.  Philadelphia,  Pa.,  19104 

Albert  J.  Finestone,  M.D. 

Director  of  Course 

Sol  Sherry,  M.D.,  Chairman 
Department  of  Medicine 


Clinical  Therapeutics  — 1971 
Emergency  Medicine 

November  8-11  Host  Farm  Mote 


Lancaster 


A  morning  session  planned  and  presented  by  eac 
of  the  following: 

•  Medical  College  of  Pennsylvania 

•  Pennsylvania  State  University  School  of  Medi¬ 
cine,  Milton  S.  Hershey  Medical  Center 

•  Temple  University  School  of  Medicine 

•  University  of  Pennsylvania  School  of  Medicine 
Four  Seminars  for  Nurses  &  Allied  Professionals 
Sixteen  Specialty  Seminars 

Luncheons  with  the  experts 

WATCH  FUTURE  ISSUES  OF 
PENNSYLVANIA  MEDICINE 
FOR  MORE  INFORMATION 

or 

Write  to: 

Council  on  Education  &  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043 
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PENNSYLVANIA  MEDICO 


JUDGE  ANTIBIOTICfOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a  clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
—  bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a  way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper¬ 
sensitivity  to  any  of  its  components. 

Supplied:  Tubes  of  1  oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN7 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


.Ivui  BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


'»  * 


when 

iM  symptoms 
ilemand 
<i  potent 
synthetic 
iinticholinergic 


move  up  to 
“the  Robinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a  potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a  highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a  profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a  “one  tract 
mind”  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2  mg. 

FortC  (glycopyrrolate) 

•NDICATIONS  Robinul  Forte  (glycopyrrolate,  2  mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
ii  cated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
ate  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
a  liable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
n'ded  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis, 'chronic 
f  creatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
sdrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
f 1  be  indicated.  ■  CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
t  ,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
fte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■  PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
Ucoma  ■  SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
b  32  mg.  of  glycopyrrolate  a  day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
bred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
tgs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
f  s,  and  rash.  ■  DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2  mg.)  or  Robinul-PH  Forte  is  one 
*  et  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
fient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
fuired  to  maintain  symptomatic  relief.  ■  SUPPLY  Robinul  Forte  (glycopyrrolate,  2  mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
H/2  in  bottles  of  100  and  500.  ■  Robinul-PH  Forte  (glycopyrrolate,  2  mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
*fe,s  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con¬ 
tinuous-release  tablets  contain  a  vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  l  •  j9  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  ▼  3-fll.SU.lli^ 

urinary  retention.  Caution  ambulatory  patients  that  drowsi-  -w- 
ness  may  result.  L  T* 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro¬ 
chloride  and  4  mg.  of  chlorpheniramine  maleate.) 


Loridine  I.M. 

Cephaloridine 


1.5  to  3  Gm.  daily 
Successfully  treats  many 
moderately  severe 
infections' 


indicated  for  use  against 
susceptible  organisms  causing : 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

relatively  painless  I.M. 
injection 


*due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 .  Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi¬ 
cated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  BUN, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4  Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3  Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A  strep¬ 
tococci,  pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con¬ 
centrations  of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus¬ 
ceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro¬ 
teus  species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood¬ 
stream,  soft  tissue,  and  skin  due  to  suscepti¬ 
ble  strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con¬ 
traindicated  (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor¬ 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa¬ 
tients  with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat¬ 
ment  of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab¬ 
sorbed  from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa¬ 
tients,  CEPHALOSPORIN  C  DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI¬ 
CILLINS  AND  THE  CEPHALOSPORINS.  IN¬ 
STANCES  OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4  Gm.  daily  (see  Adverse  Reactions),  recom¬ 
mended  doses  should  not  be  exceeded.  Pa¬ 
tients  with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re¬ 
duce  the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a  rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau¬ 
tiously  when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep¬ 
tococci,  continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur¬ 
rence  of  rheumatic  fever  or  glomerulone¬ 
phritis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a  minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ¬ 
isms  not  in  the  spectrum  of  Loridine,  par- 


I  loridine 

J  “"CEPHALORIDINE 


^  Usual  adult  dosage, 

1.5  to  3  Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog¬ 
nized  by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in¬ 
fants  under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch¬ 
ing  without  discernible  skin  changes  have 
been  observed  in  about  3  percent  of  pa¬ 
tients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1  percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A  few  instances  of  drug  fever  have  been 
reported. 

A  few  cases  of  leukopenia  have  been  re¬ 
ported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a  level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the  '5 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad¬ 
ministration  of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval¬ 
uation  before  and  after  a  ten-day  course  of 
cephaloridine  in  dosages  of  2  Gm.  per  day  de¬ 
veloped  impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a  small 
number  of  patients.  The  possi¬ 
bility  of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom 
mended  doses.  Acute  tubulai 
necrosis  has  been  found  in  affect 
ed  patients  coming  to  autopsy.  Ran 
cases  of  nausea  and  vomiting  hav. 
occurred.  Pain  in  association  with  in 
tramuscular  injection  was  noted  in  less  tha 
3  percent  of  patients.  In  only  one  patient  i 
a  series  of  623  was  the  route  changed  o 
this  account.  Phlebitis  at  the  site  of  intr; 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important — & 
fore  administering  Loridine,  see  packaj 
insert  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  us 
ally  injected  into  a  large  muscle  mass.  { 

The  usual  adult  dosage  for  many  infe 
tions  of  moderate  severity  is  500  mg.  to  1  G 
three  times  a  day  at  equally  spaced  interva 
Milder  and  more  susceptible  infections  ha 
been  treated  with  250  to  500  mg.  given  t’ 
or  three  times  a  day.  More  severe  infectic 
may  be  treated  with  500  mg.  to  1  Gm.  f( 
times  a  day.  A  single  2-Gm.  dose  is  reco 
mended  for  the  treatment  of  acute  gon 
rhea.  Early  syphilis  may  be  treated  with  ! 
mg.  to  1  Gm.  daily  for  ten  to  fourteen  dr. 

Although  some  clinical  experience  vi 
high  doses  for  life-threatening  conditi. 
has  been  reported,  it  has  been  shown  tt 
excessive  dosages  (above  4  Gm.  daily)  r.l 
cause  serious  nephrotoxic  reactions,  r 
this  reason,  Keflin®  (sodium  cephalot , 
Lilly)  may  be  preferred  when  doses  lair 
than  4  Gm.  daily  are  considered  for  :•  i 
threatening  situations.  If  more  than  2  <). 
of  cephaloridine  is  injected  daily,  the  pal  it  | 
should  be  under  close  clinical  observan  j 
for  changes  in  renal  function  or  be  hospl-  li 
ized.  In  addition,  reduced  dosage  shoulie  j 
employed  in  patients  with  known  or  s- 
pected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50  g-  i 
per  Kg.  (15  to  25  mg.  per  pound)  of  Uy 
weight,  given  in  divided  doses,  has  en  ; 
found  effective  for  mild  to  moderatelie- 
vere  infections.  A  daily  total  of  100  mger  i 
Kg.  (50  mg.  per  pound)  of  body  w;ht 
(not  to  exceed  recommended  adult  dcs)  i 
may  be  needed  for  very  severe  infecti'S.  i 

Intravenous  Injection— In  the  presen  of 
extremely  serious  infections  (such  asac- 
teremia)  or  when  any  infection  seems  er- 
whelming,  intravenous  administration iay  \ 
be  indicated. 

Total  daily  dosages  are  the  same  as'ith  j 
intramuscular  injection.  For  very  suspti- 
ble  organisms,  500  mg.  to  1.5  Gm.  pelay 
may  suffice;  for  less  susceptible  orgasms  , 
and  for  serious  infections,  2  to  4  Gr  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (oha- 
loridine,  Lilly),  500  mg.,  5-ml.  size,  riber- 
stoppered;  1  Gm.,  10-ml.  size,  riber-  i 
stoppered.  L169'  ! 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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The  physician  and  air  pollution 

KATHARINE  BOUCOT  STURGIS,  M.D.,  M.P.H. 
Philadelphia 


Editor’s  Note 

Dr.  Sturgis  is  a  member  of  the  Pennsylvania  Medical  Society’s 
Commission  on  Environmental  Health,  immediate  past  pres¬ 
ident  of  the  Delaware  Valley  Citizen’s  Council  for  Clean  Air  and 
of  the  American  College  of  Preventive  Medicine.  Her  expert  tes¬ 
timony  at  federal  hearings  was  helpful  in  changing  the  weak 
proposals  for  air  quality  control  in  the  Commonwealth  to  the 
strongest  regulations  in  the  nation. 


Two  decades  have  passed  since  air  pollution  was  recog- 
ized  as  neither  an  isolated  Los  Angeles  phenomenon  nor 
>ne  with  effects  limited  to  acute,  sporadic  episodes.  The 
nedical  profession,  as  aghast  as  the  general  public  at 
eports  from  Donora  in  1948,  relaxed  when  time  went  by 
vithout  a  recurrence.  This  was  but  the  lull  before  the 
■torm —  appreciation  that  levels  of  pollutants  were  increas- 
ng  and  were  distributed  on  a  world-wide  scale. 

As  chemotherapy  reduced  mortality  from  tuberculosis, 
:hronic  bronchitis,  emphysema,  and  lung  cancer  presented 
increasing  problems.  While  smoking  was  correctly  indicated 

Es  a  major  cause  of  these  three  grave  respiratory  diseases, 
pidemiologic  studies  suggested  that  air  pollution  plays  a 
ole  in  etiology  and  exacerbation.  In  contrast  to  control  of 
smoking  which  is  a  matter  of  self-discipline,  control  of  com¬ 
munity  air  pollution  requires  cooperative  community  ac¬ 
tion.  The  medical  profession  has  obligations  in  this  field — 
ifor  patients,  especially  those  most  affected,  those  with  car¬ 
diorespiratory  disease,  and  to  the  community  which  looks 
Jto  its  physicians  for  authoritative  statements  on  the  health 
-effects  of  air  pollution,  counseling,  and  anticipatory  guid¬ 
ance  in  healthful  living.  There  are  not  enough  physicians  to 
care  for  the  sick  among  our  burgeoning  people;  it  behooves 
( us  to  do  battle  with  the  causes  of  illness  in  order  to  stave  off 
'  the  neverending  stream  of  incapacitated. 

All  major  acute  air  pollution  episodes  have  occurred  in 
i  the  fall  of  the  year  at  the  time  of  atmospheric  inversions — 
from  the  Meuse  Valley  Smog  of  December,  1930,  to  the 
I  Eastern  Seaboard  Air  Pollution  Episode  in  the  fall  of  1966. 
j  So  it  seems  wise  to  provide  high  risk  patients  with  instruc¬ 
tions  in  the  late  summer  or  early  fall.  These  might  be,  for 
‘  example: 

“GET  SET”  INSTRUCTIONS  BEFORE 
THE  OCCURRENCE  OF 
AN  AIR  POLLUTION  EPISODE 

I.  Avoid  Exposure  to  Irritants 

A.  Don't  smoke. 
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B.  Avoid  being  in  a  room  in  which  others  are 
smoking. 

C.  Avoid  fumes  at  work,  from  automobile  exhaust, 
frying,  etc. 

II.  Provide  at  Least  One  Room  at  Home  with  Air- 
Conditioning 

Keep  filters  clean  and  units  in  proper  working 
order. 

INSTRUCTIONS  DURING  AN 
AIR  POLLUTION  EPISODE 

I.  Go  or  Remain  Indoors  with  Windows  Closed. 

II.  Turn  on  Air-Conditioning 

III.  Avoid  Exercise 

IV.  Keep  Hydrated 

A.  Drink  adequate  water  or  fruit  juice  (you  are 
drinking  inadequate  water  if  your  urine  is 
orange  colored). 

B.  Remember  that  coffee,  coke,  etc.,  remove  in¬ 
stead  of  adding  fluid. 

C.  Avoid  alcoholic  beverages  because  they  are 
"drying.” 

V.  With  the  above  program,  no  untoward  effects  from 
air  pollution  should  ensue.  If  new  or  unusual 
symptoms  occur,  contact  your  physician. 

So  far  as  the  physician’s  role  in  the  community  is  con¬ 
cerned,  he  should  set  an  example  by  not  allowing  leaf  nor 
rubbish  burning  on  his  premises,  keeping  his  car  in  good 
running  order,  and  not  smoking.  It  is  absurd  to  appear 
publicly  to  speak  against  air  pollution  while  smoking;  such 
behavior  contradicts  any  sincerity  in  statements  made 
against  pollution. 

It  is  wise  to  join  those  local,  state,  and  national  organiza¬ 
tions  most  active  in  fighting  for  clean  air.  These  may  be  the 
Tuberculosis  Associations.  In  the  vicinity  of  Philadelphia, 
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the  Delaware  Valley  Citizens'  Council  for  Clean  Air  is  very 
aggressive.  Such  memberships  serve  a  two-fold  purpose; 
they  keep  the  physician  informed  of  trends,  legislation, 
hearings,  problems,  etc.;  while  they  assure  the  public  that 
physicians  are  vitally  interested  in  restoring  our  environ¬ 
ment.  So  far  as  possible,  the  physician  should  assume  a 
leadership  role  by  serving  on  boards,  accepting  offices,  tes¬ 
tifying  at  hearings,  etc.  Most  of  our  Pennsylvania  County 
Medical  Societies  have  Air  Pollution  Control  Committees.  I 
was  proud,  at  the  King  of  Prussia  public  hearing  before  the 
Pennsylvania  Air  Pollution  Commission  on  September  10, 
1969,  that  Dr.  Charles  Myers  testified  for  the  Pennsylvania 
Thoracic  Society  as  Chairman  of  its  Advisory  Committee 
on  Air  Pollution  and  as  Chairman  of  the  Committee  on  En¬ 
vironmental  Health  of  the  Luzerne  County  Medical  Society 
and  that  I  testified  as  Chairman  of  the  Philadelphia  County 
Medical  Society’s  Committee  on  Air  Pollution  Control.  1 
am  sure  that  other  members  of  our  Society  testified  at  the 
Pittsburgh  hearing.  Pennsylvania  passed  levels  for  par¬ 
ticulates  and  sulfur  dioxide  which  allow  a  factor  of  safety 
and,  as  physicians,  we  can  feel  that  we  contributed  toward 
this  wise  decision. 

To  appear  regularly  at  meetings  of  Air  Pollution  Control 


Commissions  is  not  only  to  keep  informed  but  to  reassure  | 
the  community  of  our  concern.  To  be  willing  to  testify 
against  polluters  after  conscientious  investigation  is  to  brin§ 
the  power  of  our  profession  against  the  uninformed  or  will- 
fully  negligent.  For  instance,  in  November,  1969,  Dr.  Jar  . 
Lieben  alerted  me  to  the  "snowstorm"  of  asbestos  taking 
place  in  central  Philadelphia  due  to  the  relatively  new  us< 
of  asbestos  spray  fireproofing  in  the  construction  of  a  higf 
rise  office  building.  I  alerted  the  Air  Management  Service:  ,, 
of  the  Philadelphia  Health  Department.  After  suitable  stud; 
and  exploration  of  the  possibility  that  a  wet  slurry  might  b<  , 
safer  than  the  dry  material,  the  city  of  Philadelphia  refuset  , 
to  issue  licenses  for  building  construction  in  which  asbesto 
spray  fireproofing  was  to  be  used  because  of  the  potentia  : 
for  lung  cancer  and  mesothelioma  in  construction  workers 
the  public,  and  future  occupants  of  such  buildings.  Nev 
pertinent  regulations  are  in  process  of  legal  adoption.  Thes>  .. 
would  ban  the  use  of  asbestos  spray  fireproofing  ii 
Philadelphia.  Dr.  Norman  Williams,  professor  of  preventiv 
medicine,  occupational  medicine,  of  the  Thomas  Jeffersoi 
University,  and  I  participated  in  drafting  these  regulations.! 

An  alerted  citizenry  looks  to  us,  physicians,  for  leader 
ship.  We  should  not  fail  them! 


Boards  of  medical  licensure  say: 


Physicians  should  not  tolerate  licensed  cultism 


Some  recent  estimates  place  the  number  of  chiropractors 
practicing  their  cult  in  the  United  States  at  about  35,000. 
Others  suggest  that  there  are  less  than  half  that  number.  In 
contrast  to  the  several  hundred  thousand  physicians  who 
practice  scientific  medicine,  the  smaller  number  of  chiro¬ 
practic  cultists  might  appear  to  reduce  their  significance. 
Yet,  the  number  of  patients  consulting  chiropractors  each 
year  may  approach  three  million.  Again,  not  a  large  number 
when  compared  with  the  many  millions  who  seek  and  ob¬ 
tain  high  quality  medical  care  based  on  the  scientific 
method.  But  among  those  receiving  such  cult-based  therapy 
are  many  who  will  delay  seeking  adequate  effective  medical 
care  until  it  is  too  late.  And  others  will  sustain  physical  inju¬ 
ry  during  applications  of  the  "chiropractic  method." 

The  theory  of  chiropractic  has  never  been  supported  by 
objective  evidence  and  it  has  been  fully  refuted  by  medical 
science.  Yet,  chiropractic,  the  only  existing  cult  which  still 
constitutes  a  significant  hazard  to  the  public,  continues 
because  of  the  tolerance  of  many  otherwise  conscientious 
physicians,  as  well  as  powerful  political  pressure-groups. 

The  recent  report  of  the  Health  Manpower  Commission* 
recognizes  that  ideally  chiropractic  statutes  should  be 
repealed  to  remove  the  cult's  shield  of  legitimacy.  However, 
the  report  indicates  that  such  repeal  would  be  unlikely  at 
this  time  because  of  the  power  of  the  chiropractic  lobby! 

That  report  could  have  added  that  the  lobby  must  not  be 
considered  a  single  unit,  waiting  patiently  for  someone  to 
challenge  the  legal  sanction  given  the  cult  by  licensure  in  all 
but  a  few  jurisdictions.  For  highly  skilled  lobbyists — 
representing  the  chiropractic  cult —  now  are  reported  to  be 


active  in  state  legislative  assemblies  across  the  nation.  An 
legislative  bill,  no  matter  how  remote  its  title  may  seem  t 
be,  offers  such  lobbyists  a  vehicle  capable  of  legally  increa: 
ing  the  breadth  of  the  definition  of  the  cult.  For  chiroprat 
tors  have  proclaimed  widely  their  opposition  to  constraii 
upon  their  practice  by  statutory  definition!  It  would  appei 
that  chiropractic  has  chosen  to  follow  the  precept  that  tl 
best  defense  is  a  strong  offense.  And  meanwhile,  back  at  tl 
community  medical  workshop  level,  physician  tolerance  < 
chiropractors  continues. 

Thus,  when  physicians,  medical  associations  and  boar< 
of  medical  examiners  tolerate  the  continued  survival  of  tl 
cult,  they  bear  some  of  the  responsibility  for  diagnos< 
delayed  until  it  may  be  too  late,  for  physical  injuries  fro 
application  of  the  "method"  and  the  by-product  of  th 
practice,  an  ever-more-powerful  chiropractic  lobby. 

Therefore,  board  members  and  other  physicians  must  a 
sume  a  more  militant  posture  against  licensed  cultism,  tl 
unscientific  practice  of  chiropractic  techniques.  The  goal 
clearly  in  view,  the  ultimate  repeal  of  every  chiropract 
practice  act  in  the  nation.  But,  can  it  be  accomplished?  Ce 
tainly!  However,  it  will  take  time  and  try  the  patience 
many.  Nonetheless,  the  stakes  are  high  and  physicians  i 
longer  can  afford  the  luxury  of  overlooking  their  respon; 
bility  for  the  protection  of  the  health  of  the  public. 

Reprinted  From: 
Federation  Bullet 
May  1971 

*  Report  of  the  National  Advisory  Commission  on  Health  Manpov 
1967.  U.S.  Government  Printing  Office,  Washington,  D.C. 
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William  L.  Estes,  Jr.,  M.D.,  Bethlehem  surgeon  and 
Dast  president  of  the  Pennsylvania  Medical  Society, 
died  on  June  15,  1971,  at  the  age  of  86,  having  devoted 
nore  than  sixty-two  years  to  the  practice  of  medicine 
and  to  numerous  other  community  services. 

He  graduated  from  Lehigh  University  in  1905  and 
rom  Johns  Hopkins  University  Medical  School  in  1909. 
\fter  interning  at  Johns  Hopkins  and  serving  a 
ellowship  at  Mayo  Clinic,  Rochester,  Minn.,  he  re¬ 
amed  to  Bethlehem  in  1912  where  he  joined  the  staff 
at  St.  Luke’s  Hospital,  which  his  father  had  founded  in 
1872.  He  was  chief  of  surgery  at  St.  Luke’s  from  1930- 
1950. 

In  1942  he  was  elected  to  the  American  Medical  As¬ 
sociation  House  of  Delegates,  which  he  continued  to 
serve  for  eighteen  years.  Dr.  Estes  was  elected  pres- 
dent  of  the  Pennsylvania  Medical  Society  in  1945.  He 
also  served  at  various  times  as  president  of  the 
sJorthampton  County  Medical  Society,  president  of  the 
^erican  Association  for  the  Surgery  of  Trauma,  and 
^resident  and  chairman  of  the  Board  of  Governors  for 
he  American  College  of  Surgeons. 


He  was  a  lecturer  in  surgery  at  the  Graduate  Medical 
School  of  the  University  of  Pennsylvania  from  1945  to 
1954.  Named  chief  of  surgery  emeritus  at  St.  Luke’s  in 
1957,  he  was  also  its  first  medical  education  director  in 
1959. 

Together  with  fourteen  other  physicians,  he  helped 
to  found,  and  was  named  first  medical  director  of  the 
Diagnostic  Clinic  in  Bethlehem  in  1957. 

Dr.  Estes’  interests  went  far  beyond  the  medical  field. 
He  was  cofounder  of  the  Bethlehem  Chamber  of  Com¬ 
merce,  a  trustee  of  Lehigh  University,  and  a  president 
and  director  of  the  Bethlehem  Bach  Choir  for  many 
years.  In  1956  the  Bethlehem  Community  Chest 
honored  him  with  its  Outstanding  Citizenship  Award. 

In  addition  to  his  service  to  his  local  community  and 
to  state  and  national  medical  societies,  he  was  a 
member  of  the  International  Surgical  Society,  the 
American  Association  for  the  Advancement  of  Science, 
the  American  Board  of  Surgery,  the  Philadelphia  Patho¬ 
logical  Society,  and  the  American  Diabetic  Society. 

His  record  of  service  stands  as  his  memorial. 


'Let  George  say  if 

A  time  for  unity 

GEORGE  A.  ROWLAND,  M.D. 
Millville 


The  AMA  is  in  trouble.  Dues  are  high  and  rising.  Young 
doctors  think  the  organization  has  its  head  buried  in  the 
past,  and  refrain  from  joining.  Older  physicians  think  it  is 
remote  from  their  problems  and  it  has  sold  out  to  hippies 
and  wild-eyed  radicals.  They  find  it  easy  to  rationalize 
saving  the  cost  of  dues. 

This  is  a  dilemma.  It  is  particularly  unfortunate  that  it 
occurs  when  unity  among  physicians  is  so  vital  to  all.  Little 
more  than  50  percent  of  practicing  doctors  belong  to  the 
national  organization  today.  If  this  trend  goes  on  and 
becomes  worse  it  is  conceivable  that  the  AMA  may  become 
entirely  impotent.  With  so  much  falling  off,  it  is  becoming 
less  believable  for  organized  medicine  to  claim  to  represent 
doctors  in  dialogues  with  government  and  other  groups. 
Practically  all  physicians  belong  to  specialty  organizations, 
but  without  the  unifying  effect  of  a  common  allegience 
these  tend  to  be  at  odds.  The  voice  of  medicine  through 
many  mouths  would  be  diluted  and  weak. 

It  is  easy  to  fault  the  unfaithful  in  this  case.  They  should 
realize  the  difficulties  faced  by  the  brass  in  dealing  with  an¬ 
tagonists  of  great  power.  Even  the  country's  president,  who 
was  greeted  so  warmly  by  the  House  of  Delegates  in 
Atlantic  City,  was  less  than  open-armed.  While  he  ex¬ 
pounded  the  Administration  proposal,  he  very  pointedly 
made  no  mention  of  the  Medicredit  Plan,  that  health  insur¬ 
ance  program  worked  out  by  AMA  leaders  at  so  much  cost 
and  effort. 

The  officers  and  staff  of  the  AMA  are  selflessly  doing 
their  best  for  doctors  and  patients.  Some  of  their  actions, 
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like  the  progress  of  Medicredit,  have  been  almost 
superhuman;  but  the  average  citizen  believes  that  the  AMA 
is  run  by  black-hearted  villains  and  he  seems  to  have  con¬ 
vinced  the  average  M.D.  that  this  is  so. 

Some  splendid  efforts  to  tell  the  membership  of  the 
AMA’s  good  works  have  been  made.  It  is  hard  to  see  how 
publications  like  “Todays  Health  Guide”  and  “Drug  Evalu¬ 
ations”  can  be  overlooked.  Apparently  a  deeply  engrained 
habit  of  distrust,  plus  a  natural  tendency  to  thrift  when  the 
time  comes  to  pay  dues,  is  too  strong  a  combination.  It  is 
not  enough  just  to  do  good  for  the  membership,  the  mem¬ 
bership  must  believe  that  the  leadership  is  good. 

Organized  medicine  has  crawled  out  of  the  primordial 
ooze.  It  must  now  sell  itself  to  the  doctors  of  America.  The 
alternative  is  disolution  and  chaos,  in  the  course  of  which 
others  will  take  charge.  Medicine  will  suffer  greatly  as 
physicians  will  drop  to  the  level  of  technicians  third-grade. 
Sometime  later  they  may  attain  a  degree  of  control  again, 
but  only  when,  like  semi-skilled  workers,  they  are  unionized 
and  make  use  of  the  strike. 

Before  it  is  too  late,  the  AMA  needs  to  alert  its  members 
to  the  true  dangers  they  face  and  the  benevolent  qualities  of 
their  association.  Physicians  who,  like  the  Bourbons,  think 
that  all  men  will  honor  them  forever  need  to  learn  the  truth. 
They  must  assume  their  part  of  the  responsibility  to  make 
this  a  quality  profession  that  deserves  its  high  place.  If  they 
do  not,  leadership  must  share  the  blame  for  inadequately 
presenting  the  facts. 
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A  review  of  rubella  guidelines 


The  following  statement,  adopted  in  December  1970,  was 
prepared  by  The  National  Council  of  Obstetrics- 
Gynecology  and  The  American  College  of  Obstetricians 
and  Gynecologists  with  the  advice  of  authorities  in  pediat¬ 
rics  and  virology.  These  recommendations  are  subject  to 
change  as  further  knowledge  and  experience  are  ac¬ 
cumulated. 

STATEMENT  ON  RUBELLA  VACCINATION  AND 
CONTROL  OF  RUBELLA  VIRUS  INFECTION  IN 
WOMEN  OF  CHILDBEARING  AGE 

In  the  adult  female  population  approximately  85  percent  to 
90  percent  of  individuals  are  thought  to  have  a  high  level  of 
naturally  acquired  immunity  and  only  10  to  15  percent  are 
considered  to  be  susceptible  to  rubella  infection. 

The  current  mass  vaccination  program,  directed  at 
prepubertal  children,  seeks  to  eliminate  or  reduce  wild  virus 
rubella.  However,  at  the  present,  the  duration  of  immunity 
acquired  from  vaccination  remains  in  question.  Available 
data  indicates  that  antibodies  persist  at  least  for  four  years, 
the  period  of  time  the  present  vaccine  has  been  available.  It 
is  possible  that  adult  women  vaccinated  in  childhood  may 
be  susceptible  and  might  acquire  an  active  rubella  infection. 
This  latter  infection  may  express  itself  subclinically  with 
only  arthralgia  or  mild  malaise  and  hence  may  go  unde¬ 
tected.  Should  this  occur  in  pregnancy,  the  consequences  to 
the  fetus  may  be  comparable  to  a  rubella  infection  in  the 
absence  of  previous  vaccination.  Whether  or  not  the  vac¬ 
cine  per  se  has  any  teratogenic  capacity  is  unknown,  and 
such  knowledge  may  not  be  available  for  a  long  time. 

The  following  recommendations  pertain  to  women  in  the 
childbearing  age: 

•  Vaccination  of  the  pregnant  woman  is  contraindicated 
under  all  circumstances. 

•  No  woman  in  the  childbearing  age  should  be  routinely 
vaccinated  unless  it  can  be  determined  that  she  has  a  nega¬ 
tive  hemagglutin-inhibiting  antibody  titer  (HAI)  and  thus  is 
susceptible  to  rubella. 

•  If  a  woman  in  the  childbearing  age  has  a  negative  HAI 
test,  she  may  be  vaccinated  if  there  is  reasonable  assurance 
that  she  will  not  become  pregnant  for  a  period  of  at  least 
two  months. 

•  All  pregnant  women,  even  those  vaccinated,  should  be 
routinely  tested  for  HAI  antibodies  at  the  first  prenatal 
visit.  If  a  question  of  rubella  exposure  arises  in  the  patient 
with  a  negative  test,  a  repeat  blood  specimen  can  be  tested 
four  weeks  after  the  presumed  exposure.  A  seroconversion 
from  a  negative  to  a  positive  test  is  indicative  of  a  recent  in¬ 
fection  and  raises  the  question  of  termination  of  pregnancy. 

•  Postpartum  patients  who  had  negative  HAI  tests  prena- 
tally  can  be  vaccinated  in  the  immediate  puerperium  if 


there  is  reasonable  assurance  that  they  will  not  becon 
pregnant  for  at  least  two  months. 

•  All  Patients  seen  in  premarital  examinations  who  ha\ 
negative  HAI  tests  should  be  routinely  vaccinated  if  there 
reasonable  assurance  that  they  will  not  become  pregnant  f< 
at  least  two  months. 

•  Patients  tested  in  a  reputable  laboratory  should  be  given 
card  verifying  the  results  of  the  test. 

•  Termination  of  pregnancy  should  be  considered  in 
woman  who  initially  tests  negative  for  rubella  antiboc 
(negative  HAI)  and  who  has  a  seroconversion  after 
presumed  exposure  to  wild  type  virus. 

•  There  is  no  conclusive  evidence  that  the  attenuated  viri 
(vaccine  virus)  is  transmitted  from  person  to  person.  Henc 
termination  of  pregnancy  is  not  considered  in  women  wh 
have  been  exposed  to  recently  vaccinated  children  or  adult 

•  The  administration  of  human  immune  gamma  globulin  I 
pregnant  women  who  have  been  exposed  or  are  sufferir 
from  a  rubella  infection  is  not  usually  recommended.  Ther 
is  little  evidence  that  any  significant  prophylactic  effe< 
may  be  expected  from  gamma  globulin  in  persons  who  ai 
infected  with  a  rubella  virus. 

*The  hemagglutination-inhibition  test  becomes  positive  within  three  days 
about  two-thirds  of  cases  and  in  nearly  all  cases  within  four  to  seven  da 
after  onset  of  rash.  It  is  a  relatively  reliable  test  and  highly  useful  for  clinic 
purposes. 

The  Ultimate  Gift’ 

Giving  “the  ultimate  gift,”  helping 
others  after  your  death  by  donating 
your  body  or  body  parts,  has  been  made 
feasible  by  an  interim  project  of  the 
PMS  Council  on  Public  Service,  to  be 
operable  until  legislation  is  passed  re¬ 
structuring  the  Anatomical  Gifts  Board 
as  a  funded  state  agency  under  the 
Department  of  Health.  The  PMS  proj¬ 
ect  is  called  the  Humanity  Gifts  Center 
of  the  Pennsylvania  Medical  Society. 

Although  the  greatest  potential  for 
serving  others  comes  with  the  unre¬ 
stricted  gift  of  the  entire  body,  specific 
organ  gifts  of  kidney,  heart,  lungs,  eyes, 
etc.,  can  restore  health  and/or  prolong 
life  for  otherwise  doomed  victims  of 
disease  or  accident. 

The  procedure  is  a  simple  one. 
Physicians  can  obtain  information  and 
forms  for  their  patients  by  contacting 
the  Pennsylvania  Medical  Society,  Hu¬ 
manity  Gifts  Center,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 
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PENNSYLVANIA  MEDICIN 


psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 


Sineq 

DOXEPIN  HCll 


uan 


Starting  dosage: 

25  mg.  t.i.d. 

for  mild  to  moderate 

symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a  tranquilizer. 


RIEF  SUMMARY 
inequan  (doxepin  HCI)  Capsules 
ontraindications.  Sinequan  (doxepin  HCI)  is  con- 
aindicated  in  individuals  who  have  shown  hyper- 
'insitivity  to  the  drug. 

;  Sinequan  (doxepin  HCI)  is  contraindicated  in 
atients  with  glaucoma  or  a  tendency  to  urinary 
tention. 

arnings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
Cl)  has  not  been  studied  in  the  pregnant  patient, 
should  not  be  used  in  pregnant  women  unless, 
the  judgment  of  the  physician,  it  is  essential  for 
e  welfare  of  the  patient,  although  animal  repro- 
;jctive  studies  have  not  resulted  in  any  teratogenic 
fects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe- 
n  HCI)  in  children  under  12  years  of  age  is  not 
commended,  because  safe  conditions  for  its  use 
ave  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
aath  have  been  reported  following  the  concomi- 
nt  use  of  certain  drugs  with  MAO  inhibitors, 
lerefore,  MAO  inhibitors  should  be  discontinued 
least  two  weeks  prior  to  the  cautious  initiation  of 
erapy  with  Sinequan  (doxepin  HCI).  The  exact 
ngth  of  time  may  vary  and  is  dependent  upon  the 
articular  MAO  inhibitor  being  used,  the  length  of 
tie  it  has  been  administered,  and  the  dosage  in- 
jilved. 

■ecautions.  Since  drowsiness  may  occur  with  the 
re  of  this  drug,  patients  should  be  warned  of  that 
ossibility  and  cautioned  against  driving  a  car  or 
aerating  dangerous  machinery  while  taking  this 
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Patients  should  also  be  cautioned  that  their  re- 
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sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im¬ 
provement  has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi¬ 
cant  tranquilizing  activity,  the  possibility  of  activa¬ 
tion  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e.g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage,  75  to  150  mg.  per  day, 
Sinequan  (doxepin  HCI)  can  be  given  concomi¬ 
tantly  with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  effect.  At 
doses  of  300  mg.  per  day  or  above,  Sinequan 
(doxepin  HCI)  does  exert  a  significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera¬ 
peutic  agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has 
been  observed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther¬ 
apy  is  continued. 


Cardiovascular  Effects:  Tachycardia  and  hypo¬ 
tension  have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak¬ 
ness,  dizziness,  fatigue,  weight  gain,  edema,  pares¬ 
thesias,  flushing,  chills,  tinnitus,  photophobia,  de¬ 
creased  libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a  starting  dose  of  25  mg.  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in¬ 
creased  or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti¬ 
mum  dose  range  is  75  mg. /day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad¬ 
ual  increase  to  300  mg./day  if  necessary.  Addi¬ 
tional  therapeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a  dose  of  300  mg./day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCI)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg.,  25  mg.,  and  50  mg.  of  doxepin  in  bottles  of 
100;  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  request. 
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Cordran  tape 

Flurandrenolidelape  (4  mcg  Per  cm.) 


Additional  information  available  upon  request  •  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Surgical  Treatment  of  Pressure  Sores 


T  IS  ONLY  IN  the  past  25  years 
that  the  subject  of  paraplegia  and 
luadraplegia  received  any  more  than 
lassing  attention  from  the  medical 
rofession.  World  War  II,  by  creating 
|  large  number  of  patients  with  spinal 
ord  injuries,  made  the  problem  im- 
ortant  enough  to  be  given  consider- 
tion.  even  though  it  had  been  present 
pr  generations. 

Pressure  sore  or  ulcer  was  described 
~\  the  literature  about  1915.  Up  until 
his  time,  it  had  been  treated  mainly  by 
onservative  means.  In  1938,  John 
.taige  Davis  recommended  flap  cover¬ 
ge  to  provide  a  well  padded  tissue 
>ver  bony  prominences.  This  was  a 
lari ng  recommendation  to  make  and 
arry  out  in  the  face  of  a  grossly-con- 
aminated  wound,  with  no  antibiotic 
:overage  available  and  with  less  than 
videspread  use  of  blood  transfusion. 
The  groundwork,  however,  had  been 
aid  for  surgical  treatment  of  this 
)roblem.  Little  more  surgical  progress 
vas  made  until  1945.  During  World 
War  II  the  value  of  penicillin  in  infec- 
ion  was  demonstrated  and  more  flap 
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coverage  of  ulcers  was  used.  Wide  use 
of  surgical  treatment  followed  in  mili¬ 
tary  and  Veterans  Administration  hos¬ 
pitals,  giving  much  experience  and  es¬ 
tablishing  principles  for  the  care  of 
such  patients. 

Another  breakthrough  in  this  field 
was  the  association  of  paraplegia,  im¬ 
mobilization.  and  nitrogen  imbalance 
in  this  type  of  patient. 

Mulholland  made  this  finding  in 
1943.  Greely,  Kostrubala,  Blocksma, 
and  Griffith  from  Chicago  recom¬ 
mended  in  1947  and  again  in  1949  the 
removal  or  contouring  of  bone  promi¬ 
nences  at  the  time  of  flap  coverage. 
This  improved  their  success  rate  post- 
operatively  by  about  40  percent. 
More  radical  excision  of  bone,  even  to 
ischiectomy  and  high  thigh  amputa¬ 
tion  was  recommended  by  Georgiade 
and  Pickrell  from  Duke,  by  Case  and 
White  from  Pittsburgh,  and  by  Spiro 
and  Hardy  from  Texas.  We  feel  that 
the  middle  course  is.  however,  the  best 
approach  to  this  problem.  Useless 
removal  of  supportive  bone  and  limbs, 
to  make  an  already  paralyzed  individu¬ 


al  more  unstable,  or  to  make  rehabili¬ 
tation  in  this  individual  more 
complicated,  should  definitely  be 
avoided. 

Etiology 

In  discussing  the  etiology  of  this 
problem,  one  single  factor  is  para¬ 
mount  and  that  is  pressure.  An  effort 
has  also  been  made  to  change  the  term 
from  the  conventional  decubitus  ulcer 
to  "pressure  sore,”  which  describes  the 
lesion  more  accurately.  These  lesions 
can  occur  on  the  naterior  ribs,  the  oc¬ 
ciput,  the  anterior  iliac  spine,  as  well 
as  in  the  more  common  sacral,  ischial 
or  trochanteric  areas. 

Pressure  on  an  area  of  skin  lasting 
anywhere  from  two  to  twelve  hours  is 
enough  to  initiate  the  vicious  cycle  of 
ischemia  which  eventually  leads  to  ul¬ 
ceration.  Contributing  factors  in  the 
creation  of  pressure  sores  in  paraplegic 
patients  are  very  important.  If  the  nu¬ 
tritional  status  of  the  patient  is  lowered 
by  any  means,  such  as  prolonged  infec¬ 
tion,  starvation,  or  inanition.  This  con¬ 
tributes  to  the  formation  of  pressure 
ulcers.  Actually  a  disturbed  metabolic 
state  does  not  have  to  exist  prior  to 
formation  of  pressure  sores.  We  have 
all  seen  the  relatively  healthy  young 
person  sustain  an  injury  that  renders 
him  paraplegic  or  unconscious,  and 
within  a  few  days  pressure  ulcers  are 
present  despite  good  nursing  care.  Yet 
we  have  seen  other  patients  who  never 
develop  ulcers  despite  poor  care. 

Gross  Pathology 

Even  though  one  thinks  of  pressure 
ulcers  or  sores  more  often  in  terms  of 
chronicity,  they  also  have  acute 
phases.  Any  erythema,  cyanosis  of  the 
skin,  blister  formation,  local  swelling, 
or  superficial  necrosis  is  considered 
the  acute  form  of  pressure  sore.  The 
process  of  ulceration  can  be  reversed 
at  any  stage  of  development  up  to  su¬ 
perficial  necrosis  of  skin  by  relieving 


Figure  1 


A: ( left)  This  case  illustrates  a  direct  abdominal  flap  to  an  elbow  which  was  the  site  of 
a  severe  olecranon  bursal  infection  and  subsequent  slough.  This  problem  is  also 
seen  in  quadriplegics.  B:  (right)  Healed  flap  of  the  elbow. 
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A:  Paraplegic  female  patient  who  had  entire  left  head  and 
neck  of  femur  removed  but  has  a  persistent  large  ischial 
ulceration. 


Figure  3 


B: 


Final  appearance  after  closure  of  the  ulcer.  Wide  under 
mining  of  buttock  and  thigh  flap  and  muscle  interposition 
was  used. 


A:  Diagram  for  excision  of  trochanteric  ulceration  and 
design  of  anteriorly  based  2:1  flap. 


B:  Completed  procedure  showing  advanced  tissue  so  as 
close  bed  of  flap  rather  than  skin  graft. 


pressure,  drying  the  area,  or  treating 
local  infection  with  local  antibiotic 
ointments. 

The  chronic  form  of  pressure  ulcer 
is  the  large  area  of  ulceration  seen  over 
some  bony  parts  of  the  body.  There  is 
deep  destruction  of  tissue  including 


skin,  fat,  fascia  and  muscle,  with  ex¬ 
posure  of  bone  and  synovial  mem¬ 
brane.  The  ulcer  is  usually  under¬ 
mined  and  has  serous  or  bloody,  foul¬ 
smelling  material  draining  from  it, 
depending  on  past  care  and  hygiene  of 
the  patient.  This  large  chronic  ulcer¬ 


ation  began  with  a  minor  pressi 
point,  where  healing  and  repeat 
breakdown  occurred  until  it  destroy 
a  large  area.  Some  attempt  at  heali 
can  be  evidenced  by  marginate  si 
and  thin  shiny  epithelium.  We  do  r 
believe  that  this  ulcer  can  heal  spon 


46 


PENNSYLVANIA  MEDICI!'' 


Figure  4 


A:  Lateral  foot  ulcer  in  patient  with  meningocele. 


B:  Diagram  for  rotation  flap  of  dorsum  of  the  foot  to  lateral 
foot  and  plantar  surface. 


Flap  transposed  and  bed  covered  with  a  split  thickness 
skin  graft.  Long  sutures  are  for  Stent  Tie-over  dressing. 


D:  Final  result  shows  good  tissue  on  lateral  foot  and  plantar 
surface. 


neously  and  permit  a  reasonable  reha¬ 
bilitation  program  to  be  carried  out  at 
the  same  time.  The  depths  of  the 
wound  have  luxuriant  red  granulations 
with  whitish  areas  of  undigested  fascia 
and  exhude  an  abundant  red  or  yellow 
serum.  This  drainage  causes  the  sys¬ 
temic  protein  deficiency  and  anemia,  if 
allowed  to  continue.  Repeated  infec¬ 
tions  and  loculations  cause  purulence 


and  fever,  malaise  and  poor  appetite, 
and  a  vicious  cycle  is  begun  which  is 
very  difficult  to  reverse. 

The  organisms  present  in  pressure 
ulcer  are  the  usual  pathogens  found  in 
skin  wounds:  staphylococcus,  strep¬ 
tococcus,  escherichia  coli,  bacillus 
proteus,  pseudomonas  aeruginosa.  An¬ 
tibiotics  given  systemically  are  of  ques¬ 
tionable  value  because  of  an  abundant 


scar  tissue  barrier  and  vessel  throm¬ 
bosis  which  prevent  the  antibiotics 
from  getting  to  the  site  of  infection.  In 
septic  situations  where  recurrent  and 
elevated  temperatures  are  present,  in¬ 
dicating  bacteremia,  therapeutic  doses 
of  specific  antibiotics  are  definitely  in¬ 
dicated.  The  genito-urinary  tract  is  a 
frequent  site  for  infection  and  should 
be  investigated  periodically  as  this  may 
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Figure  5 


Diagram  on  patient  of  the  plan  for  ex¬ 
cision  of  an  ischial  pressure  ulcer  and 
an  inferomedially  based  2:1  flap. 

cause  temperature  elevation  even  with 
a  clean  wound. 

Sites 

Some  variable  factors  exist  with 
regard  to  sites  of  pressure  ulcers. 
Spastic  paraplegics  develop  knee, 
elbow,  or  malleolar  ulcers  readily 
because  of  movement  and  brush  burns 
on  sheets  from  muscle  spasm.  A  bed- 
bound  patient  develops  heel  and  sacral 
ulcers.  Prone  patients  develop  more 
costal  and  iliac  spine  ulcers.  Wheel 
chair  and  sitting  patients  develop  more 
ischial  and  pressure  ulcers  from 
braces.  Also  the  position  of  a  patient 
in  a  room  with  regard  to  roommates 
and  a  TV  set  is  an  example  of  why  a 
patient  will  develop  a  right  or  left 
sided  lesion.  A  chart  of  sites  by  various 
investigation  is  seen  in  Figure  9. 

Treatment 

We  will  consider  only  the  treatment 
as  it  pertains  to  the  patient  and  his 
pressure  ulcer.  The  treatment  of  pres¬ 
sure  ulcer  is  divided  into  two  ca¬ 
tegories.  systemic  and  local. 

Under  systemic  treatment,  a  consid¬ 
eration  of  the  nutritional  measures  are 
paramount.  A  high  protein,  high  calo¬ 
rie,  high  vitamin  diet  is  important  in 
restoring  and  maintaining  normal  ni¬ 
trogen  balance  since  most  of  these  pa¬ 
tients  are  already  in  negative  nitrogen 
balance.  Low  fat  and  low  carbohydrate 
intake  help  in  preventing  the  storing  of 
fats  in  the  body.  Stimulating  the  appe¬ 
tite  in  an  inactive  patient  can  be  a 


problem  and  can  be  accomplished  by 
methods  such  as  wine  before  meals, 
insulin,  or  anabolic  steroids.  The  ther¬ 
apeutic  vitamin  intake  also  stimulates 
a  good  diet  and  restores  the  vitamin 
pool  to  normal  balance  in  the  body. 

The  serum  protein  level  should  be  6 
gm/100  cc  or  above  before  surgery  is 
performed.  Psychologic  stimulation  or 
a  desire  on  the  part  of  the  patient  to 
get  in  better  condition  and  get  the  sur¬ 
gery  over  is  a  good  sign  and  insures 
the  patient’s  cooperation.  A  good 
nursing  and  paramedical  personnel  is 
important  in  accomplishing  this  aim. 
The  physician  in  charge  of  the  patient 
must  keep  him  interested  and  stimu¬ 
lated.  He  gives  the  patient  goals  and 
time  limits.  By  keeping  them,  he  even¬ 
tually  gains  the  patient's  confidence  no 
matter  how  depressed  or  hostile  he 
may  have  been  on  admission. 

Treatment  of  anemia,  if  present,  is 
usually  concurrent  with  correction  of 
vitamin  and  protein  deficiency.  These 
people  have  either  nutritional  or 
blood-loss  type  anemia.  If  time  is 
available,  the  preferable  method  of 
treatment  is  by  nutritious  diet  and 
therapeutic  vitamin  replacement. 
Whole  blood  or  packed  red  cell  trans¬ 
fusions  can  also  be  given  judiciously, 
but  the  hemoglobin  should  be  12 
grams  (80  percent)  or  above  before 
surgery. 


Spasm  is  a  problem  in  almost  one- 
half  of  paraplegics  and  a  higher  per¬ 
centage  of  quadraplegics.  This  may  in¬ 
terfere  with  surgery.  A  consultation 
between  the  physiatrist  and  the  neuro¬ 
surgeon  as  to  how  this  is  best  managed 
is  warranted.  It  must  be  a  judgment 
which  best  fits  each  individual  patient. 
Alcohol  injection,  rhizotomy,  or  both 
have  been  tried  in  the  past.  These 
procedures  may  abolish  some  au¬ 
tonomic  and  reflex  activity  of  bladder 
and  sexual  apparatus  and  may  be  more 
debilitating  in  a  psychologic  sense  to 
these  patients  than  the  little  good  they 
may  accomplish.  Harding,  who  studied 
and  reported  on  the  rehabilitation  of 
100  paraplegics  in  Pennsylvania  in 
1961,  felt  that  these  measures  were 
only  of  temporary  help  in  one-half  the 
cases  and  should  be  abandoned. 
Procaine  block  can  be  used,  but  more 
sophisticated  selective  neurosurgical 
procedures  are  now  available. 

The  relief  of  pressure  is  of  prime  in¬ 
terest  in  the  ulcer  area.  The  patient 
should  be  placed  on  a  turning  schedule 
which  protects  the  ulcer  as  well  as 
other  pressure  points.  The  patient 
should  be  specifically  watched  foi 
pressure  areas  and  adequate  use  ot 
pillows  and  foam  rubber  or  urethane 
plastic  in  large  blocks,  cut  to  fit  the  pa 
tient,  can  be  used.  This  is  the  responsi 
bility  of  the  physiatrist  and  the  rehabil 


Figure  6 


1  •  ..  ■  H 

Diagram  of  the  plan  for  excision  of  a  sacral  pressure  ulcer. 
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Figure  7 
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A.  Diagram  of  excision  and  design  of  flap  used  to  close  sacral  ulcer. 

B.  Ischial  pressure  ulcer. 

C.  Trochanteric  ulceration. 


Figure  8 


A:  Large  sacral  ulcer  with  bone  exposure. 

B:  Surgery  complete:  flap  rotation  and  primary  closure. 

C:  Complete  healing:  six  months  postoperative  photograph. 


itation  staff  of  nurses.  I  would  like  to 
state  emphatically  my  personal 
opinion  that  the  patients  do  better  in  a 
rehabilitation  unit  with  nursing  and 
ancillary  personnel,  who  are  better  at-  . 
tuned  to  the  specific  needs  and 
requirements  of  this  type  of  patient,  be  I 
he  paraplegic  or  quadraplegic.  A  sense 
of  team  effort  also  helps.  Trained  per-  | 
sonnel  know  better  what  is  expected  of  i 
each  type  of  patient  than  general  duty 
nurses  in  a  general  hospital  setting. 

Mattresses  designed  for  reducing 
pressure  are  used  if  needed.  The  j 
canvas  seats  and  slings  of  wheel  chairs 
are  removed  and  replaced  with  ply¬ 
wood  and  foam  blocks  which  have 
areas  cut  out  of  them  to  protect  the 
pressure  area.  Alternating  pressure  air  i 
mattresses  are  also  available  and  can 
be  ordered  if  the  patient  has  a  ten¬ 
dency  to  break  down  in  other  areas  | 
when  one  ulcer  is  under  intensive  i 
treatment.  A  water  bed  is  advocated  in  I 
patients  with  multiple  areas  of  break-  I 
down  or  threatened  breakdown,  espe-  | 
dally  if  he  is  in  poor  nutritional  state  j 
This  distributes  pressure  over  the  en 
tire  body  evenly.  A  disadvantage  of  tht  1 
water  bed  is  that  body  heat  dissipatioi  | 
is  poor  because  it  is  made  of  rubber  o  | 
plastic.  The  Stryker  or  Foster  Fram 
or  circlectric  bed  is  ideal  for  managin, 
this  severe  type  problem.  Patients  tak 
some  time  to  adjust  to  this  bed,  but  i 
is  better  to  control  turning,  and  it  give  1 
a  good  padding  to  pressure  areas.  / 
greater  variety  of  positions  is  availabl  j 
with  this  bed. 

The  newest  device  in  relieving  pres 
suring  is  the  air  bed,  which  has  pellet  j 
of  silicone  much  like  a  sand  bed.  /  I 
pump  projects  multiple  jets  of  con 
pressed  air  under  this  bed  of  silicor 
particles  on  which  the  patient  lies.  Tf 
patient  floats  on  a  bed  of  air  ar 
plastic  pellets.  The  ulcer  is  left  opt 
and  is  placed  directly  in  the  bed.  TI I 
air  has  a  drying  effect  as  well 
producing  a  massaging  effect  on  tl 
ulcer  and  pressure  free  surface.  T! 
motor  is  noisy,  but  patients  eventual 
become  accustomed  to  it  and  it  is  sa 
to  have  an  overall  relaxing  effe> 
These  beds  are  now  on  the  market  a 
are  useful  adjuncts  in  the  treatment 
this  problem.  The  individual  cost 
very  high,  however. 

The  local  treatment  of  ulcer  is  ac 
ally  nothing  more  than  the  applicati' 
of  basic  surgical  principles  to  the  sr 
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iific  needs  of  the  patient.  Begin  with 
horough  cleansing  with  a  good  an- 
iseptic  (pHisoHex®  Winthrop)  two  or 
hree  times  daily.  If  debris  is  present  or 
he  ulcer  is  undermined  widely, 
hydrogen  peroxide  is  our  choice  to 
ollow  because  its  foaming  action 
enioves  or  loosens  debris.  It  also 
lelivers  oxygen  to  the  areas  of  the 
llcer  which  are  at  a  low  oxygen  ten- 
ion  to  begin  with.  Some  authors 
prefer  zinc  peroxide  paste. 

.  If  debris  is  present  and  fascial  mate¬ 
rial  or  necrotic  tissue,  such  as 
lynovium  or  muscle,  is  still  adherent  in 
he  depths  of  the  wound,  sharp  sur- 
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gical  debridement  should  be  carried 
out.  Enzymatic  debridement  is  proba¬ 
bly  too  slow  for  this  situation.  After 
the  ulcer  is  washed  with  pHisoHex, 
rinsed  with  hydrogen  peroxide,  and 
surgically  debrided.  1  prefer  to  loosely 
pack  the  wound  with  one  inch 
iodoform  gauze.  This  chemothera¬ 
peutic  agent  does  two  things;  it  is  a 
strong  antibacterial  agent,  and  it  will 
sterilize  a  wound  in  a  short  time.  It 
also  is  a  powerful  chemical  irritant  to 
the  tissues  which  decreases  the 
thickness  of  the  granulation  tissue. 
Because  of  its  irritating  quality  to 
tissues,  it  stimulates  a  tendency  to 
close  the  undermined  area,  thus  en¬ 


couraging  scar  formation.  Incidentally, 
it  also  deodorizes  the  wound.  This  reg¬ 
imen  is  desirable  for  at  least  a  week 
prior  to  surgery  while  the  patient  is 
being  prepared  for  surgery  from  a  sys¬ 
temic  standpoint. 

Another  recent  method  of  local 
treatment  of  the  pressure  ulcer  which 
was  reported  in  Lancet  in  1969  by 
Fischer  is  the  application  of  Hyper¬ 
baric  oxygen,  applied  to  the  ulcers  by 
two  methods.  One  is  a  rubber  chamber 
similar  to  a  pair  of  pants  into  which 
the  oxygen  is  pumped  under  pressure. 
Another  apparatus  is  the  plexiglas  cup 
which  is  applied  to  the  local  ulcer  and 
is  best  adapted  to  the  sacral  area  where 
piston  pressure  regulator  is  present.  It 
was  found  to  hasten  vascularization, 
supress  bacterial  growth,  and  stimulate 
capillary  growth.  It  is  used  for  eight 
consecutive  hours  per  day  and  applied 
approximately  three  weeks  or  longer. 
It  is  a  newer  adjunct  and  is  expensive, 
requiring  specialized  equipment. 

Surgical  Treatment 

After  all  of  the  aforementioned  con¬ 
ditions  are  satisfied  and  the  patient  is 
in  the  best  of  nutritional  condition, 
when  he  is  psychologically  oriented  to 
the  surgical  treatment  and  rehabili¬ 
tation,  and  when  whole  blood  is  on 
hand,  only  then  should  surgery  be 
carried  out.  Most  patients  who  have 
paraplegia  or  quadraplegia  have  anes¬ 
thesia  over  the  operative  area.  Surgery 
can  then  be  performed  under  a  heavy 
premedication  or  intravenous  tranquil¬ 
izer  such  as  Valium.  The  intravenous 
drip  should  be  running  and  an 
anesthestist  should  be  in  attendance 
during  surgery.  The  principles  of  sur¬ 
gery  on  pressure  ulcer  listed  by  Her- 
rold  Griffith  are  followed  in  our  treat¬ 
ment  of  this  problem.  They  are: 

1 .  The  ulcer  is  excised  along  with  the 
surrounding  scar  and  underlying 
bursa,  as  in  trochanteric  and  ischial 
ulcers. 

2.  The  underlying  bony  prominence 
is  thoroughly  resected  (i.e.,  the  entire 
trochanter,  the  ischial  tuberosity). 
Some  resect  the  entire  ischium.  We  do 
not  feel  this  is  necessary  or  even  advis¬ 
able  as  it  may  be  the  cause  of  urethral 
fistulas. 

3.  Any  soft  tissue  calcification  is 
removed  from  the  area. 

4.  Careful  hemostasis  should  be 
carried  out.  Suture  ligation  of  all 


Figure  10 

CLINICAL  STAGING 


Stage  I  -  Simple  skin  erythema. 

Stage  2  -  Redness,  swelling,  induration 
with  occasional  blistering. 

Stage  3  -  Skin  destruction  with  fat 
exposure. 

Stage  4  -  Necrosis  of  skin  and  fat  extend¬ 
ing  to  fascis  and  muscle. 

Stage  5  -  Skin  fat  and  muscle  necrosis. 
Stage  6  -  The  above  with  bone  involvement. 
Stage  7  -  All  the  above  with  osteomyelitis, 
septic  arthritis,  pathologic 
fracture,  gross  dislocation  and 
septicemia  and  death. 

Most  clinicians  define  an  acute  or  chronic 
stage  of  pressure  ulcer  but  for  a  better 
understanding  and  precise  definition, 
Campbell  classified  seven  distinct  stages 
of  pressure  ulcer. 


Figure  9 

SITES  AND  INCIDENCES 
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bleeders  is  carried  out.  The  Bovie  is 
not  used  as  this  may  tend  to  produce 
more  serum  accumulation  under  the 
flap  because  of  the  electrical  stimula¬ 
tion  and  irritation  of  tissue. 

5.  Continuous  postoperative  wound 
suction  is  used  as  long  as  is  necessary, 
or  until  less  than  5  cc.  of  drainage  per 
24  hours  is  seen.  If  necessary,  some 
hemovacs  have  been  in  place  for  two 
weeks. 

6.  Fascial  or  muscular  covering  of 
the  bone  is  used  for  padding  and  for 
obliterating  dead  space. 

7.  A  large  rotation  flap  of  skin  and 
fat  is  used  to  close  the  wound.  A  1:1 
length  to  width  ratio  is  ideal.  The 
donor  site  can  usually  be  closed  by  ad¬ 
vancing  tissue.  Occasionally  a  skin 
graft  is  needed,  however. 

8.  Careful  wound  closure  is  para¬ 
mount.  A  heavy  chromic  catgut  suture 
of  No.  0  or  No.  1  chromic  catgut  in 
large  circles  in  the  fatty  layer  is  placed 
in  an  interrupted  inverted  fashion. 
This  layer  closes  the  wound,  making  it 
air  tight  and  watertight.  All  the  tension 
of  the  flap  is  placed  on  this  layer.  The 
skin  is  closed  with  3-0  monofilament 
nylon,  and  the  sutures  are  removed  in 
two  to  three  weeks.  Postoperatively,  a 
compression  dressing  of  padded  gauze, 
using  tincture  of  Benzoin  and  elas- 
toplast,  is  used.  This  seals  the  wound 
from  soilage  from  the  anus.  This  is 


changed  usually  in  five  to  seven  days  if 
no  problems  are  encountered  such  as 
fever,  drainage,  or  occlusion  of  the 
Hemovac  tubing. 

The  patient  is  placed  on  the  Stryker 
frame  postoperatively.  I  feel  that  pa¬ 
tients  are  much  better  managed  and 
controlled  here.  Psychologically  it  re¬ 
stricts  the  patient  somewhat  in  the  im¬ 
portant  postoperative  period.  Antibiot¬ 
ics  are  used  postoperatively  for  ten 
days.  Sodium  Nafcillin  is  the  choice 
because  of  its  fairly  broad  spectrum. 
Since  the  operative  site  is  contami¬ 
nated  initially,  we  believe  that  the  use 
of  prophylactic  measures,  in  this  mod¬ 
ern  day  when  excellent  drugs  are  avail¬ 
able,  should  be  used  as  an  adjunct  in 
the  whole  treatment  of  the  patient.  If 
an  infection  should  become  established 
under  a  wide,  newly-elevated  flap  of 
tissue,  the  surface  area  of  infection  is 
doubled  or  trippled  and  the  serious 
complications  and  delay  in  eventual 
rehabilitation  of  the  patient  would 
ensue  and  would  be  hazardous. 

Specific  Flap  Design 

Sacral  ulcers  require  a  large  flap 
which  is  designed  over  one  buttock 
and  is  based  infero-laterally  (Figure 
7A).  Ocasionally,  because  of  extreme 
size  of  the  ulcer,  bilateral  buttock  flaps 
are  necessary.  Occasionally  the  upper 
back  must  be  used  if  ischial  ulcers  are 
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present  and  may  be  required  for  flap:, 
in  that  area  at  a  later  time.  A  bi 
pedicle  lumbar  flap  may  be  indicated, 
at  other  times  and  may  require  one  or 
two-stage  delay.  Split  thickness  grafts 
may  be  necessary  to  cover  the  donor 
site,  depending  on  the  flaccidity  of  the 
tissues  surrounding  the  flap  bed. 
Usually  closure  can  be  accomplished  I 
by  advancing  loose  surrounding  tissue 
in  the  conventional  sacral  flap. 

Trochanteric  ulcers  require  a  large 
rotation  flap  of  1:2  length  to  width 
ratio  for  adequate  closure  (Figure  7- 
C).  It  is  preferable  to  base  this  pos-  j 
terio-laterally.  Sliding  bipedicle  flaps  ' 
may  be  used  in  smaller  ulcers.  Stellate 
closure  over  a  trochanteric  area  is 
usually  not  effective,  as  it  places  con¬ 
siderable  scar  over  a  pressure  point  ! 
and  may  break  down  later. 

Ischial  ulcers  are  best  closed  by  a  I 
large  posterior  thigh  flap  after  ischial 
tuberectomy  and  the  biceps  muscle 
flap  used  to  fill  in  the  defect.  A  linear  ; 
closure  is  suited  only  for  very  small 
ulcers  in  people  with  considerable  < 
redundant  tissue  in  the  ischial  region. 
A  length  to  width  ratio  of  1:2  or  1:3  is  ' 
needed  for  the  convential  flap  in  this 
area  (Figure  7-B).  Generally  a  medial 
based  flap  is  best  rotated  to  close  the 
defect  in  the  ischial  area. 

Other  ulcers  in  the  body  require  in¬ 
genuity  and  experience  in  planning 
and  execution  of  flaps  that  best  ac¬ 
complish  coverage  and  protection.  The 
heel  and  malleolar  areas  are  the  least 
successful  as  far  as  closure  by  local 
flap  because  of  poor  vascularity  and 
inflexible  tissue  and  considerable 
fibrous  base  over  tendons  and  fascia. 

Summary 

The  etiology  of  pressure  ulcers  are 
discussed.  Conservative  method  of 
treatment  and  preparation  of  the  pa¬ 
tient  and  the  wound  is  enumerated. 
The  details  of  surgical  treatment  with 
illustrations  are  outlined.  □ 
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Table  1.  Indications  for  Coronary  Arteriography 


I.  Diagnosis 

A.  Chest  pain  of  unexplained  origin. 

B.  Unexplained  ECG  abnormality. 

C.  Evaluation  of  the  etiology  of  obscure  arrhythmias. 

D.  Undiagnosed  heart  disease. 

E.  Recognition  of  coronary  atherosclerosis  associated  with  other 
heart  disease. 


II.  Therapy 

A.  Severe  angina  pectoris  or  coronary  disease  in  patients  consid¬ 
ered  for  coronary  artery  surgery. 

B.  Medical  therapy. 


CORONARY  arteriography  has 
become  a  technique  of  consider¬ 
able  usefulness  in  clinical  practice, 
having  evolved  from  an  occasional,  ex¬ 
perimental  tool  to  an  established, 
frequently  performed  diagnostic 
method.  The  procedure  affords  a 
highly  accurate  means  of  evaluating 
the  anatomy  of  both  normal  and 
diseased  coronary  vessels  providing 
that  the  arteriograms  are  of  high  quali¬ 
ty  and  are  interpreted  by  experienced 
personnel.1 

The  use  of  this  technique  has  con¬ 
tributed  importantly  to  our  under¬ 
standing  of  coronary  heart  disease  and, 
in  the  light  of  recent  advances,2"7  it  is 
timely  to  review  the  utility  of  coronary 
arteriography  to  the  clinician.  In  sev¬ 
eral  clinical  situations,  the  information 
that  derives  from  coronary  ar¬ 
teriography  significantly  enhances  the 
ability  to  diagnose  and  manage  the 
cardiac  patient. 


Indications  for 
Coronary  Arteriography 

Diagnosis: 

Chest  pain  of  unexplained  origin. 

Patients  with  chest  pain  in  whom 
the  etiology  is  uncertain  often  present 
a  difficult  diagnostic  problem.  The 
anxiety,  despondency,  and  fear  of 
death  that  so  often  occurs  in  these  pa¬ 
tients  can  make  them  emotional  inval¬ 
ids.  This  is  often  eliminated  by  demon¬ 
strating  a  normal  coronary  arterial  tree 
angiographically.  The  physical  disabil¬ 
ity  and  psychological  risks  of  cardiac 
neurosis  are  only  two  of  the  factors  to 
be  considered  in  this  group  of  patients. 
Thus  the  decision  to  perform  ar¬ 
teriography  must  be  made  on  an  indi¬ 
vidual  basis. 


Unexplained  ECG  Abnormality 

Nonspecific  changes  in  the  elec¬ 
trocardiogram  have  often  lead  to  the 
erroneous  diagnosis  of  coronary 
disease.  This  is  especially  true  of  non¬ 
diagnostic  abnormalities  of  the  ST  seg¬ 
ment  and  the  T  wave.  These  ECG 
diagnoses  are  often  utilized  as  the  basis 
for  job  restrictions  or  life  insurance 
disqualification.  In  addition,  a  positive 
Master’s  two-step  exercise  test  has  not 
infrequently  been  observed  in  patients 
with  a  normal  coronary  arteriogram.8 
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Thus,  it  is  often  of  value  to  establish  a 
definitive  diagnosis  in  these  patients. 

Evaluation  of  the  Etiology  of  Obscure 
Arrhythmias 

Recent  studies  have  demonstrated 
that  approximately  70  percent  of  the 
mortality  from  arteriosclerotic  heart 
disease  occurs  in  patients  who  die  so 
suddenly  that  they  never  reach  the  hos¬ 
pital.9  In  particular,  the  incidence  of 
sudden  death  is  six10  to  tenfold" 
greater  among  persons  with  ven¬ 
tricular  premature  heats  than  those 
without  ectopic  beats.  The  determi¬ 
nation  of  the  underlying  etiology  of 
this  and  other  arrhythmias  commonly 
associated  with  coronary  artery  disease 
such  as  "lone”  atrial  fibrillation  and 
bundle  branch  block  is  critical  since  it 
is  now  known  that  these  arrhythmias 
may  be  found  in  patients  with  normal 
coronary  arteries. 

The  precise  etiology  of  the  ar¬ 
rhythmia  relative  to  coronary  artery 
disease  more  clearly  identifies  the  po¬ 
tential  victim  of  sudden  death  and  will 
guide  the  degree  of  therapeutic  vigor 
of  a  prophylactic,  antiarrhythmic  drug 
program.  This  is  especially  important 
in  view  of  the  significant  incidence  of 
side  effects  associated  with  an¬ 
tiarrhythmic  drugs.12 

It  should  also  be  mentioned  that  in 
patients  with  bundle-branch  block  or 
other  forms  of  heart-block  newer  elec¬ 
trode  catheter  techniques  are  also  at 
hand  for  localizing  the  site  of  the  block 
which  can  be  ascertained  during  the 
same  catheterization  procedure.13’14 
This  additional  information  has  impor¬ 
tance  in  considering  indications  for 
pacemaker  insertion.14 

Undiagnosed  Heart  Disease 

In  the  evaluation  of  the  etiology  of 
cardiomegaly  and/or  congestive  heart 
failure  of  obscure  origin,  coronary 
arteriography  is  a  valuable  adjunct  in 
defining  the  possible  role  of  coronary 
atherosclerosis.  Many  patients  in  this 
category  carrying  the  label  of  coronary 
heart  disease  are  found  to  have  a 
myocardiopathy  with  normal  coronary 
arteries.  The  prognosis  in  the  two  cases 
is  markedly  different. 

Recognition  of  Coronary 
Atherosclerosis  Associated 
With  Other  Heart  Diseases 

This  is  especially  useful  in  managing 


the  patient  with  hypertension  or  aortic 
valve  disease.  In  the  patient  with  aortic 
stenosis  and  angina  pectoris,  it  is  criti¬ 
cal  to  define  the  relative  contributions 
of  the  valvular  stenosis  and  coronary 
artery  lesions  since  these  two  ab¬ 
normalities  frequently  co-exist.  Clearly 
the  management  of  the  patient  with 
severe  aortic  stenosis  and  minimal 
coronary  disease  will  differ  markedly 
from  the  patient  with  minimal  aortic 
stenosis  whose  anginal  symptoms  are 
caused  primarily  by  severe  coronary 
artery  disease. 

Therapy 

Severe  Angina  Pectoris  or 
Coronary  Disease  in  Patients 
Considered  for  Coronary 
Artery  Surgery 

The  development  of  selective 
coronary  arteriography  has  stimulated 
progress  in  the  application  of  surgical 
techniques  directed  toward  improving 
blood  flow  to  the  myocardium.  Sur¬ 
gical  revascularization  by  internal 
mammary  artery  implantation15  and 
more  recently  by  saphenous  vein 
bypass  of  a  severely  stenotic  coronary 
lesion11’  have  become  increasingly 
utilized  forms  of  therapy.  It  is  essential 
for  any  patient  being  considered  for 
coronary  artery  surgery  to  be  studied 
arteriographically  to  anatomically  de¬ 
fine  the  site  and  severity  of  the  stenotic 
lesions.  Without  this  anatomic  defini¬ 
tion,  the  type  of  surgery  and  the  site  of 
surgical  intervention  cannot  be  ra¬ 
tionally  planned. 

Medical  Therapy 

A  vigorous  therapeutic  program, 

Table  2 

Adjuncts  to  Coronary  Arteriography 

A.  Stress  testing 

1 .  Muscular  exercise 

2.  Right  atrial  pacing 

B.  Left  ventriculography 

1.  Vigor  and  uniformity  of  con¬ 

traction 

2.  Asynergy  and  asymmetry 

3.  Aneurysm  formation 

C.  Hemodynamics 

1.  Intracardiac  pressures 

2.  Cardiac  output 


including  coronary  vasodilators,  beta 
adrenergic  blockade,  antithrombotic 
agents,  lipid-lowering  therapy,  an-  f 
tiarrhythmic  therapy  and  supervised 
physical  exercise  programs  can  be 
more  rationally  planned  when  the  site 
and  anatomic  extent  of  coronary  : 
disease  as  well  as  its  effects  on  the 
myocardium  are  precisely  demarcated. 
This  is  especially  true  of  young  adults 
with  angina  pectoris  in  whom  a  vigor¬ 
ous  program  of  therapy  is  desirable,  i 

Contraindications 

The  major  contraindication  to 
coronary  arteriography  is  the  presence 
or  recent  occurrence  of  an  acute 
myocardial  infarction.  In  addition,  pa¬ 
tients  with  acutely  increasing  or  sud-  ■ 
denly  changed  pattern  of  angina 
should  not  be  studied  until  the  clinical 
situation  has  been  stabilized. 

Errors  in  Interpretation 

Experience  in  interpretation  and  ar- 
teriographic  studies  of  high  quality  are 
both  essential  to  prevent  incorrect 
diagnosis.  Two-dimensional  studies 
must  be  performed  and  extrapolated  to 
three-dimensions.  Failure  to  observe 
this  principle  can  cause  a  significant 
lesion  to  escape  recognition  in  a  vessel 
that  is  “end-on”  in  a  single  projection. 
This  requires  precise  knowledge  of 
coronary  arteriographic  anatomy. 

The  degree  of  coronary  artery  nar¬ 
rowing  is  an  important  gauge  of  its  sig- , 
nificance.  The  differentiation  of  signif¬ 
icant  stenosis  from  benign  spasm, 
“layering”  of  contrast  material,  or 
“myocardial  bridges”  can  be  made  by 
assessment  of  the  velocity  of  flow  past 
the  lesion  during  all  phases  of  the  car¬ 
diac  cycle,  the  presence  of  collaterals 
and  the  response  of  the  lesions  in  ques¬ 
tion  to  coronary  vasodilators. 

Adjuncts  to  Coronary  Arteriography 

It  should  be  emphasized  that  al¬ 
though  the  arteriogram  accurately 
displays  the  anatomy  of  the  coronary 
arteries,  it  tells  little  about  the  physio¬ 
logic  effects  of  the  coronary  arterial 
stenosis.  In  particular  it  is  important  to 
assess  the  impact  of  a  coronary 
stenosis  relative  to  production  of 
myocardial  ischemia  and  ab- 
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•rmalities  of  left  ventricular  contrac- 
>n  and  function. 

The  technique  of  right  atrial  pacing 
.s  been  developed1'  and  utilized  to 
jdy  the  hemodynamic  and  met- 
liolic 5,18  effects  of  coronary  artery 
sease.  Atrial  pacing  has  proved  a  safe 
ethod  of  stressing  the  myocardium 
id  of  producing  a  controlled  ischemic 
ate.  with  several  advantages  over  ex¬ 
cise  stress.18  This  technique  has  also 
ten  utilized  to  unmask  unequivocal 
/idence  of  myocardial  ischemia  in  pa¬ 
rents  with  typical  angina  pectoris  and 
normal  coronary  arteriogram.19 
An  invaluable  adjunct  to  coronary 
•teriography  is  left  ventriculography, 
hich  displays  the  effect  of  the 
pronary  artery  disease  on  the  pattern 
f  contraction  of  the  left  ventricle.20 
.bnormalities  in  the  symmetricity  of 
entricular  contractions  and  aneurysm 
)rmation  are  the  most  important 
auses  of  congestive  heart  failure  in 
atients  with  coronary  heart  disease.20 
>ften,  these  contraction  abnormalities 
an  be  unmasked  by  propranolol  ad- 
ninistration.21 

The  effects  of  the  disease  process  on 
lemodynamics  (i.e.  intracardiac  pres- 
ures  and  cardiac  output)  are  impor- 
ant  guides  to  therapy.21 

Preliminary  evidence  has  begun  to 
iccumulate  that  the  data  derived  from 
:oronary  arteriography  has  prognostic 
■ignificance.22  In  addition,  the  ar- 
eriographic  demonstration  of  a 
toronary  collateral  circulation  has 
oeen  found  to  have  important  implica- 
:ions  to  the  patient  with  coronary  arte- 
jry  disease.23 

Complications  of 
Coronary  Arteriography 

i  Many  of  the  risks  of  coronary  ar¬ 
teriography  are  similar  to  those  of  per¬ 
cutaneous  thoracic  aortography, 
namely  arterial  complications  and 
allergic  reactions.  Data  from  several 
centers  recently  compiled  in  3,312  pa¬ 
tients  indicated  an  overall  complica¬ 
tion  rate  of  1.9  percent.24  Arrhythmias 
were  the  most  common  complications 
having  occurred  in  0.82  percent  of  the 
1  studies.24  Five  patients  sustained 
myocardial  infarction  during  or  imme¬ 
diately  after  coronary  arteriography; 
death  occurred  in  two  of  them.24  Ex¬ 
perienced  personnel,  careful  moni¬ 
toring  of  cardiac  rhythm,  adequate  fa¬ 
cilities  for  immediate  resuscitation  and 


cardioversion  and  prompt  surgical  in¬ 
tervention  in  the  event  of  vascular 
complications  are  mandatory.  Under 
these  circumstances  complications 
should  be  minimal. 

Conclusions 

The  technique  of  selective  coronary 
arteriography  has  proved  of  great  im¬ 
portance  in  better  understanding  the 
patient  with  coronary  heart  disease. 
Before  the  development  of  this  tech¬ 
nique,  the  diagnosis  of  coronary  heart 
disease  rested  solely  on  indirect  evi¬ 
dence.  The  combination  of  coronary 
arteriography  with  stress  tests  to  un¬ 
mask  objective  evidence  of  ischemia, 
as  well  as  ventriculography  and 
hemodynamics  to  determine  the  effects 
of  the  coronary  disease  process  on  the 
myocardium,  enables  an  accurate  diag¬ 
nosis  to  be  made  of  the  presence,  se¬ 
verity,  and  extent  of  coronary  artery 
disease  in  living  man.  In  experienced 
hands,  this  technique  is  of  considerable 
help  to  the  clinician  enabling  accurate 
diagnosis,  more  rational  therapeutic 
planning,  and  a  better  prognostic  guide 
in  the  management  of  the  cardiac  pa¬ 
tient.  □ 
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Acute  alcoholic  myopathy  may 
present  as  an  overwhelming 
syndrome  of  muscle  pain  and  ten¬ 
derness  associated  with  myoglobinuria 
and  acute  renal  failure.  Other  patient- 
may  show  only  marked  elevations  of  i 
serum  levels  of  muscle  enzymes 
including  glutamic  oxaloacetic  tran¬ 
saminase  (GOT),  aldolase,  and  crea¬ 
tine  phosphokinase  (CPK).  Intermedi¬ 
ate  stages  of  these  two  syndromes  of 
acute  alcoholic  myopathy  may  present 
with  varying  degrees  of  muscle  pain, 
tenderness,  and  cramps.  The  case  listed 
below  presented  with  a  number  of  as¬ 
sociated  unique  features. 

Report  of  Case 

A  forty  year  old  negro  woman  with 
a  chronic  alcoholic  history  was  ad¬ 
mitted  to  Philadelphia  General  Hospi¬ 
tal  after  heavy  alcoholic  ingestion. 
Two  days  before  admission  she 
became  unable  to  move,  began  to 
vomit,  and  cough  a  whitish  sputum. 
She  had  also  been  oliguric  for  two 
days,  producing  scant  brownish  urine. 
The  patient  had  received  treatment 


Figure  1 :  Illustrates  a  rapid  ventricular  tachycardia. 
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Figure  2:  Illustrates  a  low  nodal  rhythm. 


or  a  kidney  infection  several  weeks 
arlier  and  had  developed  peripheral 
dema. 

I  There  was  no  prior  history  of  renal 
jiisease,  diabetes  mellitus,  hyperten- 
ion,  rheumatic  fever,  scarlet  fever,  or 
onvulsive  disorder.  She  had  no  prior 
:ardiac  disease  or  muscle  disorder. 

Physical  examination  revealed  a 
lyspneic  pale  Negro  female.  Blood 
)ressure  was  60/30.  Pulse  was  160  and 
.lightly  irregular.  She  displayed  diffuse 
ales  and  rhonchi  bilaterally.  No 
huchal  rigidity  was  noted.  Heart 
lounds  were  not  audible.  The  abdomen 
vas  silent.  Neurologic  examination 
■evealed  marked  motor  weakness  of  all 
ixtremeties;  no  fasciculations  were 
noted;  sensation  was  intact  as  was 
proprioception.  Cranial  nerves  were 
normal.  Reflexes  were  somewhat 
decreased  by  equal  bilaterally.  No  ab¬ 
normal  reflexes  were  noted.  Coordina¬ 
tion  was  impaired  secondary  to 
marked  muscle  weakness. 

Electrocardiogram  showed  ven¬ 
tricular  tachycardia  (see  Figure  1). 
The  CVP  determination  registered  22 
cm.  of  pressure.  At  this  time  250  mg. 
of  procaine  amide  was  given  in  a  single 
bolus  and  the  rhythm  reverted  to  a  low 
nodal  rhythm,  (see  Figure  2).  A  second 
bolus  produced  an  idioventricular 
rhythm  with  a  rate  of  twenty  per 
minute.  1  cc.  of  1/1000  epinephrine 
produced  a  tachycardia  (rate  1 10).  The 
T-waves  on  the  electrocardiogram  ap¬ 
peared  tall  and  the  serum  potassium  on 
admission  was  8.5.  With  resumption  of 
low  nodal  rhythm,  the  rales  disap¬ 
peared  and  the  CVP  measured  6-7  cm. 


of  pressure. 

The  administration  of  50  mgm.  of 
ethacrynic  acid  I.V.  produced  only 
100  cc.  of  urine  in  an  hour;  a  second 
dose  of  100  mgm.,  plus  30  cc.  of  man¬ 
nitol  (12.5  gm.)  resulted  in  10  cc.  in 
another  hour  of  urine  flow. 

At  this  time,  with  a  total  intake  of 
3500  cc.  of  fluid  and  virtually  no 
output,  peritoneal  dialysis  was  begun. 
Dialysis,  proceeded  satisfactorily,  but 
the  patient  remained  oliguric  with  only 
60-70  cc.  of  urine  per  day. 

Laboratory  data  on  admission 
showed  a  sodium  of  132,  potassium  of 
8.1,  CO2  of  12.5,  chloride  of  96,  BUN 
of  110,  hemoglobin  of  13.7,  WBC 
16,500,  SGOT  4000,  and  LDH  of 
4688.  Urinalysis  was  essentially 
normal  except  for  WBC’s.  An  initial 
urine  myoglobin  test  was  negative  but 
repeat  study  was  positive.  Serum  hap¬ 
toglobin  measured  200  mgm%.  An 
initial  CPK  was  drawn  just  prior  to 
dialysis  and  measured  1875  (normal  0- 
30). 

Following  dialysis,  the  patient 
remained  oliguric  with  only  60  cc. 
output  per  day. 

The  high  potassium  fell  to  4.7 
within  eight  hours  and  the  BUN  was 
reduced  following  dialysis.  The  SGOT 

Dr.  Cooclley  is  chief  of  medicine,  Hah¬ 
nemann  Division,  at  Philadelphia 
General  Hospital  and  a  professor  of 
medicine  at  Hahnemann  Medical  Col¬ 
lege  and  Hospital.  Dr.  Lee  is  on  medi¬ 
cal  service,  Hahnemann  Medical  Divi¬ 
sion,  at  Philadelphia  General  Hospital. 


and  LDH  remained  very  high. 

The  patient  continued  to  show 
marked  generalized  muscle  weakness 
despite  therapy.  No  localizing  signs  de¬ 
veloped  and  the  remainder  of  the 
neurologic  examination  was  un¬ 
changed.  A  Tensilon  test  was  negative. 
A  muscle  biopsy  (Figure  3)  showed 
diffuse  and  extensive  damage.  There 
was  considerable  variability  in  size  of 
fibers,  some  undergoing  degeneration 
whereas  others  were  in  the  process  of 
regeneration.  The  latter  fibers  were 
surrounded  by  numerous  sarcolemmal 
cells  with  large  nucleoli.  There  was  a 
scanty  mononuclear  and  histiocytic  in¬ 
filtration  both  within  and  around  the 
vessels. 

A  renal  arteriogram  and  an  in¬ 
travenous  pyelogram,  performed  at  the 
end  of  the  first  week,  were  entirely 
normal.  There  was  no  finding  of  ovoid 
venous  casts  of  the  renal  pyramids,  as 
would  be  expected  with  renal  vein 
thrombosis.  Both  renal  shadows  were 
markedly  and  symmetrically  enlarged. 

Dialysis  was  repeated  three  times 
after  the  initial  dialysis  to  control  the 
increasing  BUN  and  hyperkalemia; 
however,  in  approximately  two  weeks, 
the  patient  began  excreting  increasing 
volumes  of  urine  and  the  elevated 
BUN  fell  to  55  mgm%. 

During  the  entire  period  of  hospital¬ 
ization,  the  patient  maintained  a  low 
grade  fever  and  produced  tenacious 
respiratory  secretions,  finally  requiring 
tracheostomy  and  frequent  lavage  and 
aspiration. 

Repeat  enzyme  studies  showed 
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Figure  3:  Longitudinal  section  of  muscle  showing  degeneration  of  individual  fibers 
and  striking  proliferation  of  sarcolemmal  nuclei. 


marked  elevation  of  SGOT  and  SGPT 
with  levels  over  1000  and  CPK  of  775 
units.  The  muscle  weakness  became  so 
severe  that  the  patient  was  unable  to 
move  her  arms  or  legs  more  than  a  few 
inches  at  any  time  during  her  hospital 
stay.  The  weakness  involved  primarily 
the  proximal  muscle  groups.  Elec¬ 
tromyography  revealed  evidence  of 
primary  myopathy.  Neurologic  exami¬ 
nation  remained  unchanged. 

The  patient  sustained  a  cardiac  ar¬ 
rest  after  three  weeks  of  hospital¬ 
ization  and  resuscitation  efforts  were 
unsuccessful. 

Comment 

This  case  illustrated  a  number  of 
unique  features,  i.e.,  profound  and 
continued  muscle  weakness  following 
alcoholic  excess,  marked  elevation  of 
serum  muscle  enzymes,  development 
of  ventricular  tachycardia  in  associa¬ 
tion  with  the  liberation  of  large 
amounts  of  potassium  from  injured 
muscle  tissue,  development  of  revers¬ 
ible  renal  shutdown  from  myoglobin¬ 
uria,  and  development  of  progressive 
widespread  weakness  without  as¬ 
sociated  neurologic  change. 

Myerson  reported  elevated  CPK 
levels  in  twenty-one  of  twenty-four  pa¬ 
tients  with  delirium  tremens  (DT’s) 
and  in  fifteen  of  twenty  patients  with 
acute  alcoholism  without  myopathy  or 
delirium  tremens.  He  postulated  that 
alcohol  had  a  direct  toxic  effect  on 
muscle  cell  with  alteration  of  mem¬ 


brane  permeability  allowing  release  of 
intracellular  enzymes  into  the  serum. 

In  a  detailed  review  of  the  diagnosis 
and  treatment  of  muscle  diseases, 
Dowben  indicated  that  myoglobin¬ 
urias  were  usually  associated  with 
crushing  injury,  acute  ischemia  of 
muscle  due  to  vascular  disease,  follow¬ 
ing  prolonged  and  severe  muscular  ex¬ 
ertion,  or  following  ingestion  of  toxins. 
Paroxysmal  myoglobinuria  usually 
occurs  in  adolescence,  and  more  often 
in  males.  Myoglobinuria  includes  the 
acute  onset  of  muscle  tenderness  and 
pain,  followed  by  wide-spread 
weakness  and  excretion  of  myoglobin 
in  the  urine,  giving  it  a  red  to  brown 
hue. 

Klinkerfuss  described  myoglobin¬ 
uria,  with  muscle  tenderness,  fever, 
increased  levels  of  muscle  enzymes, 
and  often  acute  renal  failure,  as  occur¬ 
ring  following  acute  alcoholic  epi¬ 
sodes.  He  indicated  that  alcoholics 
may  have  minimal  muscle  symptoms 
but  still  manifest  elevated  CPK  levels 
and  a  decreased  ability  to  raise  lactic 
acid  with  ischemic  exercise.  Perkoff 
suggested  that  the  diagnosis  of  alcohol¬ 
ic  myopathy  may  include  a  history  of 
acute  alcoholism,  muscle  symptoms, 
elevation  of  the  CPK  enzyme  level, 
and  frequently  the  presence  of 
myoglobin  in  the  urine. 

Diagnostic  modalities  in  muscle 
disease  include  clinical  history,  with 
mode  of  progression  in  distribution  of 
muscle  weakness,  electromyography, 
nerve  conduction  measurements, 


serum  enzyme  levels,  and  musclt 
biopsy.  Marked  elevation  of  CPK  with 
reference  to  muscle  diseases  is  limitec 
to  muscular  dystrophy  and  acute 
myositis.  j 

The  myoglobinuric  myopathies  may 
be  classified  into  the  following  groups: 
(a)  idiopathic,  (b)  stress-induced,  (c) 
secondary  to  polymyositis,  (d)  with 
McArdle's  Disease,  (e)  with  al¬ 
coholism,  (f)  with  trauma,  and  (g)  with 
vascular  insufficiency.  The  following 
enzymes  are  frequently  elevated  in 
muscle  disease:  GOT,  GPT,  LDH, 
aldolase  and  CPK.  The  CPK  determi¬ 
nation  is  felt  to  be  the  most  reliable 
and  sensitive  indicator  of  muscle  fiber 
breakdown.  Minimal  rises  in  CPK  are 
found  in  thyroid  myopathy,  periodic 
paralysis,  and  physical  exercise. 
Marked  elevations  are  noted  in  muscle 
dystrophy  and  polymyositis. 

When  one  considers  the  large  potas¬ 
sium  store  released  by  the  potassium 
rich  muscles,  fulminant  myocardial 
potassium  intoxication  is  a  likely  cause 
of  sudden  death.  This  patient  devel¬ 
oped  a  rapid  ventricular  tachycardia 
and  later  a  nodal  rhythm  secondary  to 
acute  severe  hyperkalemia. 

Increased  concentrations  of  serum 
potassium  result  in  peaking  of  the  T- 
wave,  widening  and  disappearance  of 
the  P-wave,  prolongation  of  the  P-R 
interval,  prolongation  of  the  Q.R.S. 
complex,  and  appearance  of  prominent 
S-waves.  At  levels  above  5.5  mEq./L, 
these  changes  are  more  constantly 
present  and  there  is,  in  addition,  ' 
depression  of  the  S-T  segment. 
Arrhythmias  may  be  associated  with 
severe  abnormalities  in  electrolyte 
levels  and  the  nodal  rhythm  noted  in 
this  patient  was  probably  related  to 
hyperkalemia. 

One  of  the  unusual  features  about 
this  patient  was  the  very  severe  and 
generalized  muscle  weakness.  This  per¬ 
sisted  and  progressed  throughout  the 
hospital  stay  and  the  patient  was  vir¬ 
tually  unable  to  lift  the  extremities. 
The  biopsy  study  reflected  the  very 
severe,  diffuse  damage  in  the  muscle 
fibers.  No  neurologic  evidence  of  any 
syndrome  was  found  to  account  for  the 
muscle  weakness  other  than  the  alco¬ 
holic  myopathy. 

The  markedly  increased  enzyme 
levels  served  as  an  accurate  index  to 
the  severity  of  the  myositis  and  per¬ 
sisted  throughout  the  hospital  stay.  □ 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a  few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a  chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a  variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif¬ 
ferent  varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4  minutes  a  bowl  of  deli¬ 
cious  soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen¬ 
sive- — an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  .  .  .  and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a  soup  for  almost  every  patient  and 
diet  .  .  .  and  for  every  meal. 


A  triumph  over 
trichomoniasis 

iThe  male  urogenital  tract  is 
by  far  the  main  source  of 
reinfection  in  trichomonal 
j  vaginitis. 

It  follows  that  neglecting 
to  treat  infected  male  partners 
of  women  with  trichomonal 
vaginitis  invites  therapeutic 
failure. 

Just  as  Flagyl  is  the  best 
agent  available  for 
eradicating  trichomonal 
infection  from  extravaginal 
sites  in  women,  it  is  the 
only  agent  capable  of 
eradicating  demonstrated 
trichomonal  infection  in  men. 

Because  of  published 
reports  of  consistently  high 
cure  rates— often  up  to  100 
percent— and  a  relatively  low 
incidence  of  side  effects, 
Flagyl  has  become  the  agent 
of  choice  for  trichomonal 
vaginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a  recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a  metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a  sudden  overgrowth  of 


Monilia ,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a  sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two 
250-mg.  tablets  daily  during  the 
ten-day  course  of  treatment.  Do  not  use 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract, 
one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment 
of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
References  available  on  request. 
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Pennsylvania  Blue  Shield 

The  charge-payment  index  system, 
Its  data  base  and  how  it  works 

GENE  A.  MARKEL,  RESEARCH  DIRECTOR 
Pennsylvania  Blue  Shield 
TABLE  I 

Pennsylvania  trends  in  physician  charges  and  Blue  Shield 
payments  compared  to  consumer  price  index  trends 
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BY  THE  END  of  1970,  the  Pennsylvania  Blue  Shield  (PBS)  Index  of  Physician 
Charges  had  risen  16.2%  and  the  PBS  Index  of  Payments  to  Physicians  had  risen 
12.0%  in  relation  to  average  charges  and  payments  recorded  during  the  base  year  of 
1968.  During  the  same  time  period,  beginning  from  the  midpoint  of  the  base  year 
1968,  the  Consumer  Price  Index  (CPI)  went  up  13.8%  and  the  All  Services  Compo¬ 
nent  of  the  CPI  went  up  18.7%. 


rHE  CONCERN  over  rising  costs  of  health  care  is  na¬ 
tionwide  and  growing  ever  more  intense. 

Realizing  a  definite  and  immediate  need  to  find  out  how 
!)is  problem  is  more  specifically  affecting  the  health  in- 
ustry  in  the  Commonwealth.  Pennsylvania  Blue  Shield 
Jdressed  itself  to  at  least  one  aspect  of  the  concern  and  dis- 
overed  that  the  physician  charge  image  in  the  Keystone 
tate  is  far  more  attractive  than  the  Consumer  Price  Index 
CPI)  reveals  for  the  entire  country. 

Pennsylvania  Blue  Shield  has  developed  a  Charge/Pay- 

UGUST,  1971 


ment  Index  System  designed  to  monitor  trends  in  charges 
made  by  Pennsylvania  physicians  and  in  payments  made  to 
these  physicians  by  Blue  Shield. 

Results  obtained  from  a  recently  completed  two-year 
study  (Table  I)  using  the  index  system  indicate  that  Pennsyl¬ 
vania  physicians’  charges  increased  at  an  average  annual 
rate  of  6.8%  during  the  two-year  period  covering  1969  and 
1970.  During  this  same  period  of  time,  the  all  services  com¬ 
ponent  of  the  CPI  reported  an  average  annual  increase  of 
7.9%  nationally.  The  Pennsylvania  Blue  Shield  index  for 
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payments  to  physicians  rose  at  an  average  rate  of  5.1  %  an¬ 
nually  during  this  same  two-year  period.  During  the  1969- 
1970  period,  the  CPI  for  all  items  went  up  at  an  average  an¬ 
nual  rate  of  5.8% . 

These  figures  show  that  there  is  an  upward  trend  in  the 
cost  of  physicians  services  in  Pennsylvania,  but  that  charges 
of  physicians  in  the  Commonwealth  are  not  going  up  as 
steeply  as  the  costs  of  services  in  general. 

Observing  that  the  Pennsylvania  Blue  Shield  Payment 
Index  shows  the  least  increase  of  all,  it  may  be  noted  that 
this  is  consistent  with  Blue  Shield's  responsibility  to  exercise 
cost  controls  and  generally  to  exert  a  restraining  influence 
on  the  costs  of  medical  care  and  services. 

The  study  also  shows  that  certain  individual  categories  of 
service  behave  in  a  manner  distinctly  different  from  the 
overall  patterns  indicated  by  the  general  charge  index.  In 
this  connection,'  it  may  be  noted  that  obstetrical  delivery, 
anesthesia,  and  in-hospital  medical  care  categories  have 
shown  the  fastest  rise  in  both  charges  and  payments.  Sur¬ 
gery,  consultation,  and  diagnostic  x-ray  services  showed 
increases  that  were  slightly  less  than  the  average,  while 
diagnostic  medical  and  pathology  services  showed  the 
smallest  increases  in  average  charges  and  payments  during 
the  two-year  period  covering  1969-1970. 


How  The  Index  System  Works 

The  Charge/Payment  Index  System  is  based  upon  an 
analysis  of  the  charge  and  payment  patterns  evident  in  a 
selected  sample  of  133  commonly  performed  procedures. 
The  spectrum  of  physician  services  encompassed  by  these 
133  procedures  includes  surgery,  dental  surgery,  obstetrics, 
anesthesiology,  in-hospital  medical  care,  diagnostic  x-ray, 
pathology,  and  consultation. 

The  procedures  selected  for  inclusion  in  the  sample  cover 
well  over  half  of  the  total  number  of  physician  services  per¬ 
formed  under  Prevailing  Fee  coverage  during  the  study 
period.  They  also  cover  well  over  half  of  the  total  dollars 
paid  to  Pennsylvania  physicians  by  Blue  Shield  under  the 
Prevailing  Fee  Program  during  that  period. 

For  each  individual  procedure  in  the  sample,  data  on 
charges,  payments,  and  numbers  of  services  provided  are 
accumulated  by  retrieving  information  from  the  records  of 
actual  claims  approved  for  payment. 

For  each  of  the  133  procedures,  the  current  average 
charge  is  calculated  by  dividing  the  number  of  services  of  a 
given  procedure  into  the  total  dollar  value  accumulated  for 
those  services.  If  there  were  328  appendectomies  performed 
under  Prevailing  Fee  during  the  most  recently  completed 
quarter,  and  the  total  amount  paid  out  by  Pennsylvania 
Blue  Shield  for  these  328  services  was  $55,796,  for  ex¬ 
ample,  then  it  is  a  matter  of  simple  arithmetic  to  compute 
the  current  average  charge  for  appendectomy  as  being: 

$55,796  -5-  382  =  $170.1  1 

Current  charge  index  values  for  each  procedure  then  can 
be  determined  by  reference  to  a  previously  calculated  set  of 
average  charge  values  for  these  same  procedures  over  some 


fixed  earlier  span  of  time  selected  to  serve  as  a  ba< 
(or  reference)  period.  More  specifically,  the  chaq  I 
index  value  for  a  single  procedure  is  determined  by  dividir  ^ 
the  current  average  charge  by  the  corresponding  averaj 
charge  for  the  base  period  and  multiplying  the  answer  b  | 
100.  For  example,  if  the  average  charge  for  a  tonsillectorr  j 
now  is  $80,  but  had  been  $75  during  the  earlier  period  ( 
time  selected  as  the  base  period,  the  charge  index  for  tor 
sillectomy  would  be  calculated  as: 

(step  1 )  $80  -j-  $75  =  1.067; 

(step  2)  1.067  x  100  =  106.7 

The  first  step  expresses  the  ratio  of  the  current  averag 
charge  to  the  base  period  average  charge  in  decimal  font  1 
The  second  step  simply  accomplishes  a  change  of  scale  tha  ■ 
facilitates  interpretation  of  the  result.  In  particular,  it  ma 
be  noted  that  the  result  from  the  second  step  is  analgous  t 
expressing  the  current  average  charge  as  a  percentage  of  th 
base  period  average  charge.  Referring  to  the  above  hype 
thetical  example,  for  instance,  it  can  be  seen  that  $80  i 
106.7%  of  $75;  i.e.,  the  current  average  fee  for  a  tonsillec 
tomy  in  this  case  would  be  106.7%  of  what  the  average  fe 
used  to  be  during  the  base  period. 

This  would  indicate  that  the  price  of  a  tonsillectomy  (o; 
the  average)  has  gone  up  6.7%.  From  the  foregoing,  it  i 
clear  that  a  current  average  charge  identical  to  the  bas 
period  average  charge  would  be  indicated  by  an  index  valu 
of  100.  If  the  average  charge  for  some  procedure  happens  t< 
be  lower  than  the  base  period  average  charge,  the  inde: 
value  will  be  less  than  100,  and  the  percentage  decrease  wil 
be  the  difference  between  100  and  the  current  index  value. 

To  produce  an  index  value  for  an  entire  class  of  service 
such  as  surgery  or  obstetrics,  the  data  for  every  componen 
procedure  representing  that  category  of  service  an 
aggregated  in  a  manner  reflecting  the  relative  frequency 
with  which  each  procedure  is  performed.  This  is  done  b> 
multiplying  the  current  average  charge  for  each  componen; 
procedure  by  the  respective  number  of  services  reported  foi 
each  procedure  during  the  base  period.  The  sum  of  these 
products  is  a  weighted  aggregate  value  representing  how 
much  the  specific  mix  of  services  sampled  within  the  givei 
category  of  service  during  the  base  period  would  cost  a 
today’s  prices.  The  current  index  value  for  that  category  o 
service  then  is  obtained  by  reference  to  the  aggregate  valu< 
of  this  same  mix  of  services  and  procedures  at  base  periot 
prices. 

As  a  hypothetical  example,  suppose  that  base  period  daU 
have  been  compiled  for  three  surgical  procedures  a; 
follows: 


Average  Charge  Number  of 
During  Services  During 
Procedure  Base  Period  Base  Period 

Tonsillectomy  $  76  1000 

Cholecystectomy  $263  500 

Hemorrhoidectomy  $  1 80  1 000 
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These  are  only  a  few  of  the  procedures  included  within 
he  surgery  category  in  the  index  system.  For  the  sake  of 
llustration,  however,  suppose  that  the  above  three 
>rocedures  are  the  only  components  of  the  surgery  catego- 
•y.  The  weighted  aggregate  base  period  (reference)  value 
vould  be  calculated  as  follows: 

(step  1)$  76  x  1000  =  $  76,000 
$263  x  500  =  $131,500 
$180  x  1000  =  $180,000 

(step  2)  Surgery  sum  =  $387,500 
(base  period) 

If  the  average  charges  for  these  same  three  procedures, 
respectively,  were  $80,  $270  and  $187  during  the  most 
recently  completed  quarter,  the  weighted  aggregate  current 
value  would  be  obtained  by  applying  the  base  period  service 
frequencies  to  these  current  average  charge  figures; 

(step  1)  $  80  x  1000  =  $  80,000 
$270  x  500  =  $135,000 
$187  x  1000  =  $187,000 

(step  2)  Surgery  sum  =  $402,000 
(current) 

The  current  index  value  for  this  category  of  service  is  com¬ 
puted  to  express  the  relationship  between  the  current 
aggregate  value  and  the  base  period  aggregate  value  for  the 
Isame  mix  of  services  as  follows: 

CURRENT/BASE  SURGERY  RATIO  =  $402,000  - 
$387,500  =  1.037; 

SURGERY  INDEX  =  1.037  x  100  =  103.7 

This  would  represent  a  3.7%  increase  in  charges  for  surgery 
as  a  generic  class  of  physician  services. 

The  overall  charge  index  for  the  entire  sample  of  133 
procedures,  spanning  all  of  the  principal  categories  of  serv¬ 
ice,  is  computed  in  a  similar  manner.  The  overall  charge 
index  is  based  upon  a  ratio  of  weighted  sums  which  in  effect 
compares  the  aggregate  value  of  a  base  period  mix  of  serv¬ 
ices,  taken  at  current  average  charges,  to  the  aggregate 
value  of  this  same  mix  of  services  at  base  period  average 
charges. 

Payment  indices,  reflecting  the  quantitative  relationship 
of  current  to  base  period  average  payments  made  to 
physicians  by  Pennsylvania  Blue  Shield,  are  determined  ac¬ 
cording  to  computational  procedures  that  are  identical  to 
those  described  above  for  charge  indices.  The  payment  indi¬ 
ces  also  are  based  upon  precisely  the  same  mixes  of  services 
and  procedures  used  in  establishing  the  charge  indices. 

The  Charge/Payment  Index  System  is  designed  to 
produce  both  charge  and  payment  indices  for  selected  spe¬ 
cific  procedures,  for  each  of  several  generic  classes  of 
physician  services  (surgery,  obstetrics  and  pathology,  for  ex¬ 
ample),  and  for  the  entire  sample  of  133  procedures, 
representing  a  combination  of  several  different  categories  of 


physician  services.  In  addition  to  raw  indices,  the  system 
produces  derived  measures  indicating  the  direction  and 
amount  of  change  in  charges  and  payments  observed  over 
both  a  quarterly  and  an  annual  span  of  time.  Thus,  for  each 
of  the  several  different  kinds  of  index  which  can  be 
produced,  the  system  generates  the  value  of  the  index  itself, 
the  quantitative  change  from  the  preceding  quarter,  and  the 
direction  and  amount  of  change  from  the  index  value  for 
the  corresponding  quarter  one  year  earlier.  All  indices  and 
change  indicators  produced  by  the  system  are  tracked  over 
time  on  a  quarterly  basis. 

Data  Base 

The  system,  as  currently  conceived,  deals  only  with 
charges  and  payments  made  under  Pennsylvania  Blue 
Shield’s  Prevailing  Fee  Program. 

Developed  in  1965,  the  Prevailing  Fee  concept  was  of¬ 
fered  as  Pennsylvania  Blue  Shield's  first  attempt  to  pay 
physicians  according  to  some  mechanism  other  than  a  fixed 
fee  schedule.  It  provides  a  wide  range  of  benefits  and  deter¬ 
mines  how  much  the  Blue  Shield  payment  should  be  for  a 
given  service  on  the  basis  of  usual,  customary  or  reasonable 
(UCR)  criteria. 

The  central  concept  in  a  UCR  approach  is  that  each 
physician  should  be  paid  the  entire  fee  he  charges  for  a  par¬ 
ticular  service,  provided  it  does  not  exceed  his  own  usual 
charge  for  this  service,  nor  exceed  the  customary  fee  for  the 
same  service  performed  by  physicians  of  similar  training 
and  experience  practicing  in  similar  areas.  The  customary 
fee  for  a  service  is  calculated  to  provide  full  payment  for  at 
least  90%  of  the  charges  submitted  to  Blue  Shield  under 
this  plan.  The  reasonable  criterion  is  employed  in  cases  for 
which  there  may  be  unusual  circumstances  to  justify 
charges  and  payments  higher  than  the  usual  or  customary. 

Blue  Shield  participating  doctors  in  Pennsylvania  accept 
payment  under  the  Prevailing  Fee  Program  as  payment  in 
full  for  the  services  covered  by  a  subscriber’s  agreement. 

Claims  submitted  and  processed  under  the  Prevailing  Fee 
Program  thus  provide  a  base  of  information  in  which  there 
is  a  realistic  reflection  of  actual  charge  patterns  throughout 
the  state.  The  files  containing  these  claims  data,  derived 
from  Blue  Shield  Doctor  Service  Reports  submitted  under 
the  Prevailing  Fee  Program  and  processed  according  to 
UCR  standards,  comprise  the  most  reliable  and  comprehen¬ 
sive  repository  of  information  available  on  the  “going  rates’’ 
for  physician  services  in  Pennsylvania.  As  such,  they  may 
be  taken  to  be  a  reasonably  valid  and  appropriate  source  of 
data  for  an  ongoing  study  of  Pennsylvania  physicians’ 
charges  and  subsequent  Blue  Shield  payments. 

Experience  with  the  Charge/Payment  Index  System 
during  the  two-year  test  and  evaluation  period  was  quite 
satisfactory.  The  system  currently  is  in  a  quasi-operational 
status,  with  quarterly  index  reports  being  produced  and  dis¬ 
tributed  to  Pennsylvania  Blue  Shield  executives  on  a  regular 
basis.  Developmental  efforts,  however,  are  continuing  — 
aimed  at  further  refinement  and  expansion  of  the 
Charge/Payment  Index  System. 

Objectives  for  future  expansion  include  indexes  by 
physician  specialty  and  by  particular  geographic  regions  of 
the  state.  □ 
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INTERMITTENT  COURSES 


Listed  below  are  courses  of  continuing  medi¬ 
cal  education  which  include  a  series  of  two  or 
more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  con¬ 
tact  the  director  at  the  address  given  in  the 
course  listing. 


GASTROENTEROLOGY 


Philadelphia;  March  3  -  April  7,  1972 
AMA  —  Gastroenterology  Seminar  (Basic  Con¬ 
cepts  in  the  Modern  Diagnosis  &  Management);  at 
Hahnemann;  3V2  hrs.  per  day;  1  day  per  week;  6 
weeks;  21  hrs.  AAGP  credit  requested;  fee  =  $60. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


GENERAL  MEDICINE 


Allentown  Hospital;  September  9,  1971  -  June  8, 
1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  1  day  ea. 
mo.;  3  hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  =  none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  2  days  ea. 
mo.;  2  hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph  D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1  day  ea.  mo.;  3  hrs.  per  day;  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  -  May  16,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills. Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Gettysburg;  January  11  -  April  19,  1972  ' 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat¬ 
ing  Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital;  October  20,  1971  -  May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  one 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac¬ 
tice 

ACGP — American  College  of  General  Practi¬ 
tioners  in  Osteopathic  Medicine  and  Sur¬ 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil¬ 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi¬ 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi¬ 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Hazleton  State  General  Hospital;  September  1  - 
June  1 

AMA  (required  credit)  —  A  Program  of  Con¬ 
tinuing  Medical  Education;  by  U.  of  Pa.;  IV2  hrs. 
ea.  day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total; 
40  hrs.  AAGP  credit  approved.  Contact  Robert 
Gunderson,  M.D.,  D.M.E.,  Hazleton  State  Gen. 
Hosp.,  Hazleton  18201. 


Kittanning;  December  2-16,  1971 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at 
Armstrong  County  Memorial  Hosp.;  every  Thurs.;  6 
hrs.  AAGP  credit  requested,  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Lancaster  General  Hosp.;  September  7,  1971  - 
May  30,  1972 

Continuing  Education  Program;  1  day  per  week; 
3  hrs.  per  day;  29  days;  AAGP  credit  requested; 
fee  =  none.  Contact  John  H.  Esbenshade,  Jr., 
M.D.,  Dir.  Med.  Educ.,  Lancaster  General  Hosp., 
555  N.  Duke  St.,  Lancaster  17604. 


DuBois  Hospital;  February  10  -  April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  -  May  25,  1972 

AMA  —  Continuing  Education  Program;  by  Hah¬ 
nemann;  2  hrs.  per  day;  1  day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


East  Stroudsburg;  October,  1971  -  April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 
of  Monroe  County;  3  hrs.  per  day;  1  day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Lebanon;  November  3,  1971  -  May  2,  1972 
AMA  —  A  Continuing  Medical  Education  Pro¬ 
gram;  by  Jefferson  and  Penn  State;  at  Quentin 
Riding  Academy;  1  day  every-other  mo.;  2  hrs.  per 
day;  8  hrs.  AAGP  credit  requested;  fee  =  none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lock  Haven  Hospital;  October  20,  1971  -  April  19, 
1972 


Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  17043. 


Meadville;  September  1,  1971  -  May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
ea.  mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be 
announced.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  15,  1971  -  May  17,  1972 
Continuing  Medical  Education  Seminars;  at 
Methodist  Hospital;  1  day  ea.  mo.;  2  hrs.  per  day; 
18  hrs.  AAGP  credit  requested;  fee  =  none.  Con¬ 
tact  John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19143. 


Philadelphia;  October  13  -  December  1,  1971 
Recent  Advances  in  Medicine;  at  Temple;  1  day 
ea.  week;  4V2  hrs.  ea.  day;  AAGP  credit 
requested;  fee  =  $75.  Contact  Albert  J.  Finestone, 
M.D.,  Dept,  of  Med.,  Temple,  Broad  &  Ontario 
Sts.,  Philadelphia  19140. 


Pittsburgh;  August  5,  1971  -  June  22,  1972 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July;  1  hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  =  30; 
fee=none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  -  46th  St.,  Pitts¬ 
burgh  15201. 


Pittsburgh;  September  2,  1971  -  June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1  day  ea.  week;  2  hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  =  $50  for  ea.  10-week  series.  Con¬ 
tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  July  14,  1971  -  June  23,  1972 

Post  Graduate  Medical  Education  Lectures 
— Family  Practice;  at  St.  Margaret  Memorial 
Hosp.;  every  Wed.;  1  hr.  ea.  day;  AAGP  credit 
requested;  min.  enrollment=  20;  fee  =  none.  Con¬ 
tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  -  46th  St.,  Pittsburgh  15201. 


; 


Pottsville  Hospital;  September  2,  1971  -  June  1, 
1972 

AMA  — A  Program  of  Continuing  Medical  Edit 
cation;  by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2  hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


St.  Marys;  September  26,  1971  -  March  26,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Se I lersvi lie;  September  22,  1971  -  June  15,  1972 
AMA  — Continuing  Education  Program;  at  Grand 
View  Hosp.;  by  Hahnemann;  2  hrs.  per  day;  1  day 
per  mo.;  9  months;  18  hrs.  AAGP  and  ACGP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Lewistown  Hospital;  February  9  -  April  12,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP; 
every  Wed.;  30  hrs.  AAGP  credit  requested;  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


Sharon  General  Hospital;  October  20,  1971  - 
March  1,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  first 
and  third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  William 
M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt.,  Scaife 
Hall,  Pittsburgh  15213. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A  Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2  hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
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Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.  225  S.  Center  Ave., 
Somerset  15501. 


funkhannock;  March  8  -  May  10,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
vard  Walter  Clark  Memorial  Education  Program  of 
he  Educational  and  Scientific  Trust);  by  PMS  and 
Sreater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9  hrs.  AAGP  credit 
equested;  fee  to  be  announced.  Contact  PMS 
Continuing  Education),  20  Erford  Rd.,  Lemoyne 
7043. 


ijniontown  Hospital;  September  22,  1971  -  Febru- 
iry  23,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
jram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
)ther  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
bredit  requested;  fee  to  be  announced.  Contact 
A/i lliam  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt., 
Scaife  Hall,  Pittsburgh  15213. 


A/ellsboro;  September  15,  1971  -  March  15,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
he  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 
Vlemorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education),  20  Erford 
Sd.,  Lemoyne  17043. 


Williamsport  Hospital;  September  10,  1971  - 

March  10,  1972 

AMA  —  A  program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  second  Fri. 
ea.  mo.  except  Jan.;  3  hrs.  ea.  day;  18  hrs.  AAGP 
credit  requested;  fee  =  none.  Contact  John  H. 
Killough,  Ph.  D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


INTERNAL  MEDICINE 

Philadelphia;  October  6,  1971  -  May  31 ,  1972 
AMA — Internal  Medicine  Reviews;  at  Hah¬ 
nemann;  3  hrs.  ea.  day;  1  day  ea.  week;  32  weeks; 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty — Hematology  &  Medical  Oncology, 
October  6  to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol¬ 
ogy  &  General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Pittsburgh;  September  13  -  October  15.  1971 
AMA — Internal  Medicine  Review  Course;  by 
Pitt  and  Amer.  Coll,  of  Physicians;  at  Pitt;  3  hrs.  a 
day;  2  day  ea.  week;  5  weeks;  33  hrs.  AAGP  credit 
requested;  $50  fee.  Contact  William  M.  Cooper, 
M.D.,  Dir.  of  Cont.  Educ.,  Pitt.  Scaife  Hall,  Pitts¬ 
burgh  15213. 


MALIGNANT  DISEASE 

Reading;  Fourth  Tuesday  ea.  month 
j  Tumor  Conference;  at  Community  General  Hos¬ 
pital.  Contact  Harold  I.  Farber,  M.D.,  Dir.  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  1 9601 . 


NEUROLOGY 

Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  1V4  hrs.  per  day; 

1  day  per  week;  30  weeks;  min.  enrollment  8; 
fee=$100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris- 
'  town  19401. 


PHARMACOLOGY 

Philadelphia;  September  27,  1971  -  January  24, 
1972 

AMA  —  Experimental  Design,  Statistics  and 


Fortran;  at  Hahnemann;  2  hrs.  per  day;  2  days  per 
week;  15  weeks;  58  hrs.  AAGP  credit  requested; 
fee=$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia  General  Hospital;  September  29, 
1971  -  May  31,  1972 

AMA  —  Current  Concepts  in  Clinical  Phar¬ 
macology;  by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1  day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee  =  none.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Allentown  Osteopathic  Hospital;  September  22  - 
December  8,  1971 

AMA  —  Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
weeks;  20  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Easton  Hospital;  September  27,  1971  -  June  26, 
1972 

AMA  —  Psychiatry  in  Medical  Practice;  by  Hah¬ 
nemann;  IV2  hrs.  per  day;  1  day  per  mo.;  9  mos.; 
13’/2  hrs.  AAGP  credit  requested;  fee=none.  Con¬ 
tact  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Norristown  State  Hospital;  September  10,  1971  - 
May  12,  1972 

S — Intensive  Review  of  Psychiatry;  IV4  hrs. 
per  day;  1  day  per  week;  31  weeks;  min.  enroll- 
ment  =  8;  fee  =  $100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists, 
Norristown  State  Hosp.,  Stanbridge  &  Sterigere 
Sts.,  Norristown  19401. 


Norristown  State  Hospital;  October  1  -  December 
10,  1971 

S  —  Group  Therapy;  IV2  hrs.  per  day;  1  day  per 
week;  10  weeks;  min.  enrollment  =  8;  fee  =  $50. 
Contact  John  D.  Pruitt,  M.D.,  Dir.,  Program  for 
Cont.  Educ.  for  Psychiatrists,  Norristown  State 
Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norristown 
19401. 


Norristown  State  Hospital;  January  7  -  February 
18,  1972 

S  —  Management  of  Adolescent  Behavorial 
Disorders;  IV2  hrs.  per  day;  1  day  per  week;  7 
weeks;  min.  enrollment  =  8,  fee  =  $30.  Contact 
John  D.  Pruitt,  M.D.,  Dir.,  Program  for  Cont.  Educ. 
for  Psychiatrists,  Norristown  State  Hosp., 
Stanbridge  &  Sterigere  Sts.,  Norristown  19401. 


Norristown  State  Hospital;  March  3  -  May  19,  1972 
S  —  Family  Therapy  II;  IV2  hrs.  per  day;  1  day 
per  week;  10  weeks;  min.  enrollment  =  8; 
fee  =  $50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  1 9401 . 


Philadelphia;  September  7,  1971  -  June  6,  1972 
S/AMA  —  Advances  in  Psychiatry  and  Beha¬ 
vorial  Sciences;  by  Institute  of  Pa.  Hosp.  and  U.  of 
Pa.;  at  the  Institute;  1 V2  hrs.  ea.  day;  1  day  ea. 
mo.;  10  mos.;  fee  =  $50.  Contact  Peter  B.  Bloom, 
M.D.,  Coordinator,  Cont.  Educ.  for  Psychiatrists, 
The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  September  15  -  November  17,  1971 
AMA  —  Sexual  Problems  in  Medical  Practice; 
by  Hahnemann;  2  hrs.  ea.  day;  1  day  ea.  week;  10 
weeks;  AAGP  credit  requested;  fee  =  $75.  Contact 
F^aul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  4  -  December  6,  1971 
S/AMA  —  Family  Therapy;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Philadelphia  Child  Guid¬ 
ance  Clinic;  2V2  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6  -  December  8,  1971 

S/AMA  —  Marital  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2V2  hrs.  ea.  day;  1  day  per  week;  10 
weeks;  fee  =$100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6,  1971  -  February  16,  1972 
AMA  —  Psychiatric  Problems  of  Children;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  18 
weeks;  36  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Edu.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  13,  1971  -  May  17,  1972 
AMA  — Seminars  in  Psychotherapy:  Short-term, 
Crisis  &  Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  10  weeks  per  semi¬ 
nar;  AAGP  credit  requested;  fee  =  $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink, 
M.D.,  Dir.  of  Educ.  &  Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  January  10  -  March  13,  1972 

S/AMA  —  Behavior  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Hospital  of  U.  of  Pa.;  2 
hrs.  per  day;  1  day  per  week;  10  weeks;  fee  =  $100. 
Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Cont. 
Educ.  for  Psychiatrists,  The  Institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  -  February  14,  1972 

S/AMA  —  Psychopharmacology;  by  the  Institute 
of  Pa.  Hosp.  and  U.  of  Pa.;  IV2  hrs.  per  day;  1  day 
per  week;  6  weeks;  fee  =  $100.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi¬ 
atrists,  The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  January  11  -  February  29,  1972 

S/AMA  —  Treating  Today's  Adolescent;  by  the 
Institute  of  Pa.  Hosp.  and  U.  of  Pa.;  IV2  hrs.  per 
day;  1  day  per  week;  8  weeks;  fee=$100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for 
Psychiatrists,  The  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  March  22  -  May  24,  1972 
AMA  —  Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
weeks;  AAGP  credit  requested;  fee  =  $75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  22  -  May  24,  1972 

S/AMA  —  Advanced  Marital  Therapy  —  Treating 
Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2  Vi  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

September  6  -  October  29,  1971;  Philadelphia 
(repeat  February  7  -  March  13,  1971  and  May  1  - 
June  23,  1972) 

PG/AMA  —  Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  =  $500.  Contact  Frederick  K.  Heath,  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


ARTHRITIS  &  RHEUMATISM 

Continuous;  Philadelphia 

PG/AMA  —  Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2  days  per  week;  4 
weeks;  fee  =  $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


AUGUST.  1971 
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CARDIOVASCULAR  DISEASE 

Continous  (2  or  3  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses;  Fluid  and  Electro¬ 
lyte  Metabolism;  Hypertension  (Clinical  &  Labora¬ 
tory);  Dialysis;  Cardio-Hemodynamics;  Cardiac 
Care  Unit;  Electrophysiology;  Vector-Electrocar¬ 
diography  and  Cardiovascular  Pharmacology; 
Atherosclerosis  and  Lipid  Metabolism;  Phono- 
Echo;  Clinical  Cardiology  and  Cardiovascular  Sur¬ 
gery;  at  Hahnemann;  6,  7,  8,  or  9  hrs.  per  day;  10 
or  15  days;  fee  =  $300  ea.  sub-section.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


September  21  -  25,  1971;  Philadelphia 
C/AMA  —  Cardiac  Arrhythmias  (Pathophysio¬ 
logy,  Pharmacology  and  Treatment  by  Hah¬ 
nemann;  at  Marriott  Motor  Hotel;  7  hrs.  ea.  day; 
4V2  days;  30  hrs.  AAGP  credit  approved;  $175  fee. 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ., 
Hahnemann;  230  N.  Broad  St.,  Philadelphia  19102. 


September  27  -  28,  1971 ;  Philadelphia 
C/AMA  —  Current  Topics  in  Cardiopulmonary 
Disease  -  1971 ;  Evolving  Concepts  in  Coronary  Ar¬ 
tery  Disease;  by  American  College  of  Cardiology; 
at  Temple.  Contact  Miss  Mary  Ann  Mclnerny,  Dir., 
Dept,  of  Cont.  Educ.,  American  College  of  Car¬ 
diology,  9650  Rockvill  Pike,  Bethesda,  Md.  20014. 


December  13-17,  1971 ;  Philadelphia 

C/AMA  —  High  Blood  Pressure,  1971  (26th  Hah¬ 
nemann  Symposium);  by  Hahnemann;  at  Sheraton 
Hotel;  7  hrs.  per  day;  5  days;  35  hrs.  AAGP  credit 
approved;  fee  =  $175.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


April  10-21,  1972;  Philadelphia 

C/AMA  —  Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah¬ 
nemann;  7  hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  fee  =  $300.  Contact  Frederick 
K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Philadelphia 

C/AMA  —  Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7  hrs.  per  day;  3  days;  21  hrs. 
AAGP  credit  requested;  fee  =  $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses:  Clinical  Pulmo¬ 
nary  Disease;  Inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah¬ 
nemann;  7,  8,  or  9  hrs.  per  day;  20  days;  fee  = 
$350.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


October  4-15,  1971 ;  Wilkes-Barre  General  Hospital 
December  6-17,  1971 ;  Philadelphia  (Hahnemann) 
March  14-25,  1972;  Allentown  Hospital 

M/AMA  —  A  Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2  weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


October  24  -  28,  1971 ;  Philadelphia 

C/AMA  —  37th  Annual  Fall  Scientific  Assembly; 
American  College  of  Chest  Physicians;  at 
Sheraton  Hotel;  31  credit  hours;  Fee:  Members  = 
no  charge;  non-members  with  M.D.  degree  prior  to 
1961  =  $65  (armed  service  or  US  PHS  =  $45); 
non-members  with  M.D.  degree  received  after 
1960  =  $45  (armed  service  or  US  PHS  =  $25). 
Contact  Bradford  W.  Claxton,  M.Ed.,  Dir.  Cont. 
Educ.,  Amer.  Coll,  of  Chest  Phys.,  112  E.  Chestnut 
St.,  Chicago,  III.  60611. 


November  1-12,  1971;  Philadelphia  (repeat  Febru¬ 
ary  28  —  March  10,  1972) 

PG  —  Bronchoesophagology;  at  Temple;  $350 
fee;  planned  for  chest  physicians,  thoracic  sur¬ 
geons,  anesthesiologists  and  gastroenterologists. 
Contact  Chevalier  Jackson  Clinic,  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140. 


November  10,  1971;  Franklin 

O/AMA  —  A  program  of  Continuing  Medical  Ed¬ 
ucation;  by  Jefferson  and  Penn  State;  at  Franklin 
Hospital  and  Voyager  Motor  Inn;  3  hrs.  AAGP 
credit  approved;  fee  =  $10.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


May  3-6,  1972;  Philadelphia 

C/AMA  —  Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day;  4  days;  25 
hrs.  AAGP  credit  approved;  fee  =  $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


EMERGENCY  MEDICINE 

September  15,  1971 ;  Bloomsburg  State  College 
O  —  Malpractice  in  the  Emergency  Room;  by 
PMS;  3  hrs.  AAGP  credit  requested;  min.  enroll- 
ment  =  40;  fee  =  $10.  Contact  PMS  (Emergency 
Med.  Service),  20  Erford  Rd.,  Lemoyne  17043. 


October  4-15,  1971;  Philadelphia  (repeat  February 
7-18,  1972  and  May  2-13,  1972) 

PG/AMA  —  Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8  hrs.  ea.  day;  10  days;  fee  =  $400. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


March  11,  1972;  Hershey 
O/AMA  —  Emergency  Room  Techniques;  by 
PMS  and  Pa.  Trauma  Committee  of  ACS;  at 
Hershey;  6  hrs.;  min.  enrollment=  50;  fee  =  $10. 
Contact  PMS  (Emergency  Med.  Service),  20  Erford 
Rd.,  Lemoyne  17043. 


ENDOCRINOLOGY 

September  6  -  October  1,  1971;  Philadelphia 
(repeat  March  6-31,  1972) 

PG/AMA  —  Endocrinology  and  Metabolism  Tu¬ 
torial  Courses;  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  =  $350.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

O  —  Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Assoc.;  at  M.S.  Hershey;  6  hrs. 
AAGP  and  ACGP  credit  requested;  fee  =  $100; 
min.  enrollment=  20.  Contact  PMS  (PMS-POA 
Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 

Continuous;  Philadelphia 

PG/AMA  —  Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days;  fee=$700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Requested,  1971;  Philadelphia 

PG  —  Acute  Care  Medicine  Fellowship  (re¬ 
training  program  for  women  physicians);  by  M.C. 
of  Pa.;  6  hrs.  per  day;  1  yr.  duration.  Contact  Ethel 
Weinberg,  M.D.,  Assoc.  Dean,  MCP,  3300  Henry 
Ave.,  Philadelphia  19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi¬ 
tals  (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 

M  —  Diagnosis  and  Management  of  Hyperten¬ 
sion;  by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 


September,  1971;  Butler 
September,  1971;  Erie 
October,  1971;  Altoona 
October,  1971;  Greensburg 
October,  1971;  Scranton 
October,  1971;  Williamsport 
December,  1971;  Harrisburg 
January,  1972;  Allentown 
January,  1972;  Norristown 

M  —  The  Physician  and  Addictive  Disease;  i 
PMS,  PAGP,  Pa.  Dept,  of  Health  and  Pa.  Dept.  I 
Welfare;  8  hrs.  AAGP  credit  requested;  min.  e 
rollment=10,  fee  =  $10.  Contact  PMS,  20  Erfo 
Rd.,  Lemoyne  17043. 


November  8-11,  1971 ;  Lancaster 

C/AMA  —  Clinical  Therapeutics  1971:  Erne 
gency  Medicine;  by  PMS,  U.  of  Pa.,  Temple,  M.t 
of  Pa.  and  Hershey;  at  Host  Farm  Resort  Motel;  ; 
hrs.  AAGP  credit  requested;  min.  enrollment  =  2 
fee  =  $25.  Contact  PMS  (Scientific  Assembly),  ( 
Erford  Rd.,  Lemoyne  17043. 


December  13-17,  1971 ;  Philadelphia 

C/AMA  —  High  Blood  Pressure  -  1971;  by  Hal 
nemann;  at  Sheraton  Hotel;  8  hrs.'  ea.  day;  41 
days;  35  hrs.  AAGP  credit  requested;  $125  fe> 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ 
230  N.  Broad  St.,  Philadelphia  19102. 


May  4-6,  1972;  St.  Davids 
C  —  Annual  Main  Line  Conference  of  Bry 
Mawr  Hosp.;  at  Treadway  Inn;  2V2  days;  15  hr: 
AAGP  credit  approved;  fee  =  $35.  Contac 
Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp 
Bryn  Mawr  19010. 


INTERNAL  MEDICINE 

January  3-7,  1972;  Philadelphia 

C/AMA  —  Workshops  in  the  Physiology,  Pathci 
physiology  and  Diagnosis  of  Disorders  c 
Electrolyte  and  Acid-Base  Metabolism;  by  Amei 
Coll,  of  Physicians;  at  Hospital  of  the  U.  of  Pa 
Fee:  Members  and  F.A.C.P.  =$80,  non-member 
=  $125,  candidate  members  and  ACP  Latin  Ameri 
can  Fellows  =  $40.  Contact  Registrar,  Post 
graduate  Courses,  Amer.  Coll,  of  Physicians,  420’ 
Pine  St.,  Philadelphia  19104. 


March  20-24,  1972;  Philadelphia 

C/AMA  —  Specifically  Treatable  Diseases  (Em 
phasizing  Pathophysiology  and  Early  Clinics 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn 
sylvania  Hosp.  and  U.  of  Pa.;  Fee:  Members  am 
F.A.C.P.  =  $80,  non-members  =  $125,  candidat’ 
members  and  ACP  Latin  American  Fellows  =  $4C 
Contact  Registrar,  Postgraduate  Courses,  Amer 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


MALIGNANT  DISEASE 

October  4-29,  1971;  Philadelphia  (repea 

November  1-26,  1971,  February  7  -  March  3,  1972 
and  April  3-28,  1972) 

PG/AMA  —  Hematology  and  Medical  Oncolog; 
Tutorial  Course;  at  Hahnemann;  8-9  hrs.  per  day 
20  days;  fee  =  $400.  Contact  Frederick  K.  Heath 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broac 
St.,  Philadelphia  19102. 


NEPHROLOGY 

June  5-7,  1972;  Philadelphia 

C/AMA  —  Nephrology  for  the  Practicing  Physi 
cian;  by  Hahnemann;  at  Holiday  Inn;  7  hrs.  ea 
day;  3  days;  21  hrs.  AAGP  credit  requested;  $1 25 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


RADIOLOGY 

Continuous;  Philadelphia 

PG/AMA — Cardiac  Radiology;  at  Hahnemann; 
8  hrs.  per  day;  5  days  per  week;  3  weeks;  fee  = 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 
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Physicians’  self-assessment  programs  listed 


Listed  below  are  the  various  self-assessment  programs  that 
are  available  to  members  of  Pennsylvania  Medical  Society. 
The  major  aspects  of  each  program  are  listed.  If  you  wish  fur¬ 
ther  information  or  a  copy  of  the  self-assessment  material,  the 
name  of  the  person  to  contact  is  also  listed. 


Anesthesiology 

)ate  of  Issue:  1969. 

=a  'estArea:  Clinical  problems. 

Characteristics:  Self-Evaluation  Program  designed  in  conjunc- 
_  tion  with  the  National  Board  of  Medical  Examiners.  Each 
member  retains  a  set  of  marked  answers  that  he  grades  him¬ 
self. 

\vailable:  To  all  physicians. 

:ee:  $20  for  members  of  American  College.  $30  non-members. 

Contact:  Self-Evaluation  Program,  American  College  of  Anes¬ 
thesiologists,  515  Busse  Highway,  Park  Ridge,  III.  60068. 

Clinical  Pathology 

Oate  of  Issue:  Late  February,  1971  on  a  trial  basis  at  national 
meeting.  Subsequent  two-year  period  will  see  release  of  ad¬ 
ditional  exams. 

Test  Areas:  Initial  areas —  pathologic  anatomy  (surgical  pa¬ 
thology),  clinical  chemistry  Test  A  (emphasizing  technical 
applications),  clinical  chemistry  Test  B  (emphasizing 
clinical  applications). 

Additional  areas  shortly —  Microbiology,  Hematology,  Im- 
munohematology. 

Final  areas  (over  a  two-year  period) —  remainder  of  the  major 
laboratory  specialities. 

Characteristics:  Examination  conditions  (fixed  time,  no  books, 
proctor,  etc.) 

Scaled  scores  on  basis  identical  with  SAT  with  a  mean  of  800. 

Each  participant  will  know  his  own  scaled  score  and  will  be 
graded  against  his  own  peer  group.  He  will  be  provided  with 
the  answers  to  the  questions,  perhaps  some  comment  on  the 
answer,  and  references  to  readily  available  publications. 

Fee:  Between  $15  and  $20. 

Available:  To  local  or  regional  societies  provided  they  will  ad¬ 
minister  the  examination  under  the  same  uniform  condi¬ 
tions. 

Contact:  George  J.  Carroll,  M.D.,  Commission  on  Continuing 
Education,  The  American  Society  of  Clinical  Pathologists, 
710  S.  Wolcott  Avenue,  Chicago,  ill.  6061 2. 

Internal  Medicine 
American  College  of  Physicians 

Date  of  Issue:  1967.  Next  prospectus  release  date  to  be  an¬ 
nounced. 

Test  Area:  Various  fields  of  internal  medicine. 

Characteristics:  Next  self-assessment  program  will  include 
test  materials,  answer  sheets,  and  (in  sealed  envelope)  the 
answers  and  a  bibliography. 

Available:  To  all  physicians. 

Fee:  $20  for  ACP  members,  residents  or  fellows  in  training.  $40 
for  non-members.  $7  for  ACP  candidate  members. 

Contact:  Edward  C.  Rosenow,  Jr.,  Executive  Vice  President, 
American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 

Obstetrics  and  Gynecology 

Date  of  Issue:  May,  1971  (at  annual  clinical  meeting). 

Test  Area:  Clinical  Obstetrics. 

Characteristics:  This  project  is  being  undertaken  in  coopera¬ 
tion  with  the  National  Board  of  Medical  Examiners.  Each 
participant  will  receive  a  score  indicating  how  he  stands  in 
relation  to  others  taking  the  exam. 

Available:  At  present  primarily  to  limited  number  of  Fellows  of 


the  College  and  only  at  the  Annual  Clinical  Meetings  of  the 
College. 

Fee: $25 

Contact:  Michael  Newton,  M.D.,  Director,  The  American 
College  of  Obstetricians  and  Gynecologists,  79  W.  Monroe 
St.,  Chicago,  III.  60603. 

Orthopaedic  Surgery 

Date  of  Issue:  1963. 

Special  Note:  The  Orthopaedic  In-Training  Examination 
(designed  for  residents)  is  the  only  program  available  to 
members  of  the  Academy  at  present.  A  committee  is  at  work 
on  a  self-assessment  program  which  probably  will  not  be 
available  until  late  1971. 

Fee:  $20  for  each  resident.  $30  for  each  practicing  orthopaedic 
surgeon. 

Contact:  Charles  V.  Heck,  M.D.,  Director,  American  Academy 
of  Orthopaedic  Surgeons,  430  N.  Michigan  Ave.,  Chicago, 
III.  60611. 

Pathology 

Date  of  Issue:  1949. 

Test  Areas:  Office  Laboratory,  Small  Hospital  Laboratory, 
Large  Hospital  Laboratory,  and  Laboratories  in  Teaching  In¬ 
stitutions. 

Characteristics:  Office  Laboratory  Peer  Evaluation  Program  is 
endorsed  by  American  Society  of  Internal  Medicine.  Test 
materials  are  mailed  quarterly.  Yearly  enrollment —  fee  $80. 

Small  Hospital  Laboratory  (Basic)  meets  requirements  for 
Medicare  and  most  state  licensure  programs.  Fee  $155 
(10%  reduction  for  CAP  members). 

Large  Hospital  Laboratory  (Comprehensive —  4  parts)  meets 
and  exceeds  the  proficiency  testing  equivalency  require¬ 
ments  in  “chemistry”,  “hematology”  and  “blood  banking”. 
Fees:  $95  to  $205  (10%  reduction  as  above). 

Teaching  Institution  Laboratory  (Special —  2  parts)  meets  the 
proficiency  testing  equivalency  requirements  in  the  specific 
areas  of  Microbiology  and  “Serology”.  Fees:  $95  and  $90. 
(10%  reduction  as  above). 

You  receive  your  results,  referee  values,  selected  Youden 
plots  and  participant  manual. 

Available:  To  both  members  and  non-members  of  CAP. 

Contact:  Mr.  Edward  J.  Stygar,  Jr.,  Director  of  Administrative 
Services,  College  of  American  Pathologists,  230  N.  Michigan 
Ave.,  Chicago,  III.  60601. 

Pediatrics 

Date  of  Issue:  May,  1 970 

Characteristics:  Examination  booklets,  answer  sheets,  correct 
answer  key,  and  bibliography  are  mailed  upon  receipt  of 
request  and  check. 

Available:  To  both  members  and  non-members  of  Academy. 

Fee:  $25  (make  check  payable  to  American  Academy  of  Pedi¬ 
atrics). 

Contact:  Gerald  E.  Hughes,  M.D.,  Director,  Dept,  of  Education¬ 
al  Affairs,  American  Academy  of  Pediatrics,  1801  Hinman 
Ave.,  Evanston,  III.  60204. 

Psychiatry 

Date  of  Issue:  General  tests —  available  at  present.  Second 
Self-Assessment  Program — Spring  of  1972. 

Characteristics:  Tests,  correct  answers  and  the  accompanying 
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bibliography  are  mailed  upon  receipt  of  request  and  check. 

Available:  To  both  members  and  non-members  of  APA. 

Fee:  $15  for  general  tests.  Self-assessment  program  fees  an¬ 
nounced  with  prospectus. 

Contact:  Hugh  T.  Carmichael,  M.D.,  Director,  Office  of  Con¬ 
tinuing  Education  for  Psychiatrists,  American  Psychiatric 
Association,  1700  18th  St.  N.W.,  Washington,  D.C.  20009. 

Surgery 

Date  of  Issue:  October,  1971. 

Test  Area:  General  Surgery. 

Characteristics:  Details  will  be  explained  in  prospectus  “Sur¬ 
gical  Education  Self-Assessment  Program.” 

Available  to:  All  physicians  who  consider  surgery  their  major 
area  of  endeavor. 

Contact:  Harold  A.  Zintel,  M.D.,  Asst.  Dir.,  American  College  of 
Surgeons,  55  E.  Erie  St.,  Chicago,  III.  60611. 

Electrocardiography 

Date  of  Issue:  May,  1971 

Test  Area:  Electrocardiography  and  the  clinical  aspects  of 
myocardial  infarction. 

Characteristics:  Four  programmed  self-instruction  courses 
published  as  individual  communications  in  “Chest"  and  now 
collated  into  a  single  teaching  unit  of  52  pages. 

Available:  To  all  physicians. 

Fee:  $2.00  each;  25-50  copies  =  $1.80  each;  50-100  copies  = 
$1.60  each;  100  and  over  =  $1.50  each. 

Contact:  American  College  of  Chest  Physicians,  112  E. 
Chestnut  Street,  Chicago,  Illinois  60611. 

Family  Practice 

Date  of  Issue:  April,  1971 

Test  Area:  Three  parts  as  follows —  diagnosis,  differential 
diagnosis,  and  preventive  medicine  and  therapy. 

Characteristics:  Examination  is  designed  for  individuals  in 
practice  of  general,  clinical  medicine.  Answers  are  supplied 
with  exam:  approximately  one-fourth  of  questions  are  anno¬ 
tated  and/or  supplied  with  bibliography. 

Available:  To  all  physicians. 

Fee:  $17.50  non-members  of  Philadelphia  County  Medical  So¬ 
ciety. 

Contact:  Self  Evaluation  Committee,  Philadelphia  County  Med¬ 
ical  Society,  2100  Spring  Garden  Street,  Philadelphia,  Pa. 
19130. 

Radiology 

Date  of  Issue:  November,  1971. 

Test  Areas:  Chest  (first  test);  subsequent  tests  on  gastrointes¬ 
tinal  system,  genitourinary  system,  skeletal  system  and 
heart  and  neck  (at  3-month  intervals). 

Characteristics:  Self-evaluation  and  continuing  education  pro¬ 
gram  kits  will  contain  questions,  roentgenograms,  and  (after 
completion)  an  answer  syllabus. 

Available  to:  Any  physician. 

Fee:  $45  -  ACR  members;  $35  -  residents  or  fellows  in  training; 
$65  -  non-members. 

Contact:  Mr.  William  K.  Melton,  American  College  of 
Radiology,  6900  Wisconsin  Ave.,  Chevy  Chase,  Md.  20015. 

Ophthalmology 

Date  of  Issue:  May  6,  1 972 

Test  Area:  Resident  In-Service  Training  Examination 

Characteristics:  The  American  Academy  of  Ophthalmology  and 
Otolaryngology  is  trying  this  method  of  encouraging  self-as¬ 
sessment  by  the  practicing  ophthalmologist  instead  of  offer¬ 
ing  a  separate  self-assessment  program  for  practitioners. 
Examinations  will  be  offered  in  135  centers  in  the  United 
States  and  Canada.  Scores  of  practicing  ophthalmologists 
would  be  returned  to  them  individually  and  secretly, 
together  with  comparative  scores  of  peers. 

Fee:  Yet  to  be  determined. 

Available:  All  practicing  ophthalmologists 

Contact:  Melvin  L.  Rubin,  M.D.,  Department  of  Ophthalmology, 
University  of  Florida  College  of  Medicine,  Gainesville,  Fla. 
32601. 


Otolaryngology 

Three  choices  available  (all  developed  in  cooperation  with  t 

American  Academy  of  Ophthalmology  and  Otolaryngology); 

I.  Annual  In-Training  Examination —  first  Saturday 
April;  iq  100  sites. 

Intended  primarily  for  residents-in-training,  is  mai 
available  to  interested  practitioners  on  a  voluntE 
basis  as  a  self-assessment  examination.  Results  s* 
machine  graded,  computer  analyzed,  and  returned  i 
participant.  Fee  to  be  determined. 

II.  1971  Self-Evaluation  Examination — A.A.O.&O.  annu 
meeting,  Sept.  1971. 

Consists  of  six  different  branching  type  written  siij 
ulation  exercises —  2  in  otology,  2  in  head  and  ne> 
surgery,  2  in  plastic  and  reconstructive  surgei 
Results  will  be  machine  graded,  computer  analyze 
and  available  to  participant  24  hours  later.  No  fee. 

III.  1972  Self-Improvement  Program —  beginning  Febr 
ary,  1972. 

A  four-part  program  consisting  of  three  “patient 
the  month”  problems  (to  be  mailed  February  15,  Mi 
15  and  August  15)  and  self-assessment  examination 
November.  The  problems  will  be  self-scoring;  the  co 
fidential  results  of  the  examination  will  be  mailed  aft* 
computer  analysis. 

Contact:  George  F.  Reed,  M.D.,  Department  of  Otolaryngolog 
State  University  of  New  York,  750  East  Adams  Stref 
Syracuse,  N.Y.  13210. 


meetings 


National  Medical  Association,  August  8-12,  Philadelphi 
Pa. 


“Contemporary  Trends  in  Employee-Management  Rel 
tions,”  sponsored  by  Pennsylvania  State  Universit 
August  9-13,  Seven  Springs  Resort,  Champion,  Pa. 

Annual  Symposium  on  Sports  Medicine,  August  12  and  1 
Germantown  Academy.  Fort  Washington,  Pa. 

Annual  American  Medical  Association  Congress  on  O 
cupational  Health,  August  29-30,  Jackson  Lake  Lodgt 
Grand  Teton  National  Park,  Wyoming. 

American  Hospital  Association,  August  23-26,  Chicag 

Ill. 


SEPTEMBER 

Philadelphia  College  of  Pharmacy  and  Science,  “Dri 
Abuse  Education  for  Health  Professionals,”  weekly  for  si 
weeks  beginning  September  8  on  Wednesday  evenings.  Coi 
tact:  Dr.  Allen  M.  Kratz,  Philadelphia  College  of  Pharmac 
and  Science,  43rd  St.  and  Kingsessing  Ave.,  Philadelph 
19104. 

American  Electroencephalographic  Society  and  tf 
American  Society  of  EEG  technologists  (ASET),  Septemb« 
13-18,  Hotel  Radisson  South,  Bloomington,  Minn.  A  coun 
on  current  practice  of  clinical  electroencephalography  an 
scientific  sessions.  Contact:  Mrs.  Margaret  H.  Henry,  exe< 
utive  secretary.  The  American  EEG  Society,  36391  Map 
Grove  Rd.,  Willoughby  Hills,  Ohio  44094. 
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For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres¬ 
sants.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a  motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence :  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre¬ 
scribed.  Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in¬ 


crease  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos¬ 
ages,  there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder¬ 
ate  gastric  upset  (including  diarrhea,  esoph¬ 
agitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a  very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 
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Surgical  Treatment  of  Coronary  Sclerosis 

Part  1 


William  H.  Sewell,  M.D.,  chief  of 
cardiac  surgery,  Guthrie  Clinic,  and 
Robert  Packer  Hospital,  Sayre,  is 
questioned  by  William  G.  Leaman,  Jr., 
M.D. 

What  type  of  coronary  patient  can  be 
helped  by  surgery? 

We  feel  we  can  help  the  patient  who 
would  be  in  the  good  risk  group  and 
who  has  arteriographically  demon¬ 
strated  constrictions  of  75  percent  or 
worse  in  main  coronary  arterial 
trunks,  such  as  the  right,  anterior  de¬ 
scending,  or  circumflex  arteries.  We 
consider  surgery  indicated  if  two  or 
more  main  trunks  are  involved  to  this 
extent,  whether  collateral  circulation  is 
present  or  not.  It  is  not  indicated  if  a 
single  major  trunk  is  completely 
occluded  with  good  collateral  develop¬ 
ment.  It  is  usually  indicated  by  a  single 
tight  constriction  with  only  meager 
collateral  development.  In  actual  prac¬ 
tice,  most  surgical  patients  have  two  or 
more  major  trunks  involved. 

What  do  you  mean  by  a  “good  risk 
group”? 

Such  a  patient  is  one  with  an  es¬ 
timated  physiologic  age  under  about 
sixty-five  who  is  not  more  than  ten 
pounds  overweight,  who  has  not 
smoked  for  a  month,  and  who  is  free 
of  organ  damage  that  would  influence 
the  risk  of  major  surgery. 

What  is  the  operative  mortality  in  the 
good  risk  group? 

It  has  been  consistently  reported 
from  major  centers  doing  coronary 
surgery  to  be  under  five  percent.  We 
lost  only  two  of  seventy-nine  cases. 

Does  the  ventricular  function  influ¬ 
ence  the  surgical  risk? 

Even  a  patient  with  very  poor  ven¬ 


tricular  function  can  be  accepted  in 
the  good  risk  group  if  there  is  good 
reason  to  believe  that  surgical  treat¬ 
ment  will  improve  the  function 
markedly. 

Does  surgery  offer  any  hope  for  pa¬ 
tients  who  do  not  quality  for  your 
good  risk  group  but  have  only  a  dismal 
prognosis  on  medical  management? 

There  have  been  a  few  dramatic  sal¬ 
vages  of  such  patients.  However,  oper¬ 
ative  risks  have  been  reported  as  high 
as  30  to  75  percent  in  these  cases.  Un¬ 
fortunately,  such  risks  discourage  re¬ 
ferring  cardiologists,  hospital  teams, 
and  prospective  patients;  and  I  believe 
they  are  better  avoided  until  the  place 
of  surgery  in  the  management  of 
coronary  disease  becomes  more  firmly 
established. 

What  are  your  indications  for 
coronary  arteriography? 

It  is  indicated  to  establish  or  rule 
out  the  diagnosis  of  coronary  scierosis 
in  most  patients  under  the  age  of  65  or 
70  thought  to  have  coronary  disease, 
but  who  have  not  proved  this  diagnosis 
by  having  a  transmural  infarction  or  a 
1.5  mm.  horizontal  ST  depression 
during  exercise.  It  is  indicated  on  sur¬ 
gical  candidates,  which  includes  all  pa¬ 
tients  who  are  or  could  be  in  the  good 
risk  group  and  who  have  a  definite  or 
suspected  diagnosis  of  coronary 
disease. 

fs  coronary  arteriography  dangerous? 

The  risk  should  be  no  greater  than 
for  any  other  angiographic  procedure. 

How  soon  can  coronary  arteriography 
be  done  after  a  myocardial  infarction? 

We  recommend  waiting  two  to  four 
months,  unless  emergency  surgery  is 


being  considered. 

What  operations  do  you  use? 

Usually  we  do  a  single  or  doub 
saphenous  vein  graft  from  the  aorta  I 
distal  coronary  arteries,  resection  of ; 
ventricular  aneurysm,  and  o< 
casionally  both.  A  mammary  arter 
usually  can  be  anastomosed  to  the  at 
terior  descending  or  right  coronary  a 
teries  if  the  saphenous  veins  ar 
unusable. 

What  do  you  think  of  endarterectomy 

I  am  watching  the  reports  with  ii 
terest.  So  far  we  have  successful) 
anastomosed  vein  grafts  to  the  poster 
or  descending  or  other  distal  rig! 
coronary  branches  for  patients  i 
whom  some  surgeons  would  choosi 
endarterectomy.  My  tentative  conch 
sion  is  that  the  vein  grafts  are  more  rc 
liable. 

Does  the  clinical  picture  influence  th 
indications  for  surgery? 

Only  if  the  arteriographic  indica 
tions  are  borderline. 

Does  this  mean  you  advise  surgery  fc 
asymptomatic  patients? 

Yes,  if  the  arteriographic  indies 
tions  are  strong.  I  believe  that  a  patien 
with  tight  constriction  in  a  dominan 
right  or  proximal  anterior  descendin 
coronary  artery  is  likely  to  have  an  in 
farction  or  arrhythmic  death  if  th 
lesion  is  not  by-passed. 

William  G.  Leaman,  Jr.,  M.D. 
Fellow,  Council  on  Clinical  Car 
diology,  American  Heart  Association 
edited  this  Brief  for  the  Council  o» 
Education  and  Science,  in  cooperatioi 
with  the  Pennsylvania  Heart  Associa 
tion. 
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cancer  forum 


he  multidisciplinary  approach  to  cancer 

Psychological  Considerations 


The  patient  faced  with  the  possibili¬ 
ty  or  certainty  of  having  cancer  is  sub¬ 
set  to  an  emotional  strain  of  unique 
ntensity.  Depending  somewhat  on 
iow  well  or  ill  informed  he  is,  there  is 
,n  almost  uniform  sense  of  being  in 
he  grip  of  an  implacable,  painful, 
nevitably  fatal  disease.  The  other 
liseases,  regardless  of  their  seriousness 
>r  incurability,  produce  far  less 
nervous  shock.  Whether  it  be  acute  in¬ 
actions,  diabetes,  hypertension,  or 
Mheart  disease;  they  can  always  think  of 
Usomeone  who  has  had  these  conditions 
■  and  who  is  alive  and  well.  But  they  are 
oJhard  put  to  comfort  themselves  with 
enisimilar  examples  when  cancer  is  the 
^diagnosis. 

at  Certainly  in  few  other  diseases  is  an 
^understanding  of  the  patient's  psychol¬ 
ogy  so  important  if  optimum  care  is  to 
i  be  provided.  The  anxiety  which  is  so 
prominent  a  feature  of  the  cancer  pa¬ 
tient  is  matched  by  that  of  the  family 
and  the  physician  as  well.  Thus  the 
physician  must  not  only  secure  the  co¬ 
operation  of  the  patient  for  treatment 
and  rehabilitation,  but  must  be  able  to 
'  work  closely  with  family,  clergy  and 
'  supportive  organizations.  All  can  be 
helpful  to  his  patient. 

W.  S.  Greene  of  the  University  of 
i  Rochester  has  outlined  the  main 
i  factors  which  determine  a  patient's 
psychological  reaction  to  being  a 
cancer  victim.  First  of  all  is  the  pa¬ 
tient's  attitude  to  cancer.  This  is  deter¬ 
mined  partly  by  what  he  has  heard, 
read,  or  knows  of  friends’  experiences. 
He  may  know  of  one  who  has 
recovered  and  be  hopefully  confident, 
or  one  who  had  died  and  be  depressed. 
In  looking  for  a  cause  of  his  disease, 
guilt  feelings  are  common.  He  may 
have  been  sinful,  worked  too  hard, 
smoked  too  much.  Often  he  will 
discuss  these  possibilities  with  his 
physician  and  get  comfort  from  reas¬ 
surance. 

The  second  factor  determining  psy¬ 


chologic  response  is  the  specific  signs 
of  the  disease  itself.  Some  people  can 
tolerate  high  levels  of  discomfort, 
weakness,  and  pain.  Most  patients 
react  poorly  to  interference  with 
breathing,  eating,  and  defecation.  Loss 
of  organs  with  sexual  connotation 
produces  depression  and  anxiety  that 
may  last  years.  Loss  of  the  anal 
sphincter  can  also  result  in  a  surgical 
triumph  and  a  psychological  disaster. 
Visible  lesions  and  disfiguring  treat¬ 
ments  are  associated  with  distress, 
while  internal  lesions  that  are  invisible 
can  often  be  forgotten  by  the  patient. 

Methods  available  for  treatment 
also  affect  his  thinking.  Some  welcome 
surgery  if  available,  while  others 
approach  it  with  great  dread.  The  same 


It  could  lead  to  skin  cancer. 
Learn  more  about  this,  the  most 
common  form  of  cancer.  Our 
pamphlet  “Cancer  of  the  Skin” 
has  the  facts.  Learn  the  dangers 
of  over-exposure  to  the  sun.  Our 
film,  “Sense  in  the  Sun,”  has  the 
story.  Both  are  available  free 
from  your  local  ACS  Unit. 

It’s  your  hide.  Save  it. 

american 

cancer 

society 


is  true  of  their  response  to  the  radia¬ 
tion  modalities.  Chemotherapy  usually 
produces  less  fear  since  it  is  so  often 
associated  with  the  more  benign 
diseases. 

Of  course  the  patient’s  personality 
has  a  great  deal  to  do  with  his  psy¬ 
chologic  response.  The  depressed,  sus¬ 
picious,  dependent  patient  will  need 
much  support.  The  attitude  towards 
life  will  vary  with  their  feeling  as  to 
whether  they  have  accomplished  their 
mission  in  society  or  still  have  impor¬ 
tant  goals  to  reach. 

The  fifth  factor  relates  to  the  social 
resources  available  to  the  patient.  If  he 
can  be  kept  working  at  home  or  in 
business,  if  he  can  be  kept  in  the  active 
social  stream,  his  psychological  well¬ 
being  is  tremendously  enhanced.  If  he 
is  a  religious  person,  his  minister  can 
give  much  support.  As  Greene  points 
out,  however,  if  he  has  been  remiss  in 
his  religious  duties,  this  could  instead 
be  a  source  of  more  anxiety. 

Most  cancer  victims  are  fearful  of 
the  withdrawal  of  their  family  and  ac¬ 
quaintances.  Confinement  to  a  hospi¬ 
tal,  restricted  visitors,  orders  to  stop 
work  are  all  threats  to  his  emotional 
stability. 

Finally  the  attitude  and  personality 
of  the  attending  physician  is  an  impor¬ 
tant  factor.  While  some  physicians  do 
not  wish  to  treat  cancer  patients  there 
are  others  who  do  and  have  become 
quite  skillful.  Such  physicians  vary 
their  approach  with  the  personality  of 
the  patient.  Some  patients  respond  to 
the  omnipotent,  paternal  doctor  while 
others  are  comfortable  with  an  in¬ 
timate,  concerned  and  cautious  atti¬ 
tude.  Versatility  on  the  part  of  the 
physician  is  of  great  importance. 

It  seems  clear  that  among  the  many 
variables  that  must  be  considered  in 
the  management  of  the  patient  with 
cancer,  the  psychologies  of  the  people 
involved  must  receive  prime  consider¬ 
ation  by  the  physician. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 

AUGUST,  1971 
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O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


Clarence  J.  McCullough,  Wash¬ 
ington;  University  of  Pennsylvania 
School  of  Medicine,  1914;  age  80; 
died  June  7,  1971.  He  was  a  member 
of  the  American  Roentgen-ray  Society, 
the  American  Academy  of  Ophthal¬ 
mology,  and  a  diplomate  of  the  Ameri¬ 
can  Board  of  Ophthalmology  and  the 
American  Board  of  Otolaryngology. 
Dr.  McCullough  was  one  of  the  found¬ 
ers  and  served  as  president  of  the 
Washington  County  unit  of  the  Ameri¬ 
can  Cancer  Society,  and  president  of 
the  Washington  County  Medical  Soci¬ 
ety.  He  was  chairman  of  the  Board  of 
Trustees  of  the  Pennsylvania  Medical 
Society.  His  wife  and  a  sister  survive 
him. 

O  Charles  Irvine  Shaffer,  Somerset; 
Baltimore  Medical  College,  1907;  age 
92;  died  March  28,  1971.  He  was  a 
president  of  the  Somerset  County 
Medical  Society  and  a  delegate  to  the 
Pennsylvania  Medical  Society  for 
forty-five  years.  There  is  no  informa¬ 
tion  regarding  survivors. 

O  Samuel  Sheldon  Steffler,  Pitts¬ 
burgh;  University  of  Pennsylvania 
School  of  Medicine,  1911;  age  83; 
died  March  25,  1971.  He  was  on  the 
staff  of  St.  Francis  General  Hospital 
for  the  past  60  years.  He  is  survived  by 
his  wife  and  a  daughter. 

O  Herbert  Unterberger,  Philadel¬ 
phia;  Jefferson  Medical  College,  1945; 
age  50;  died  April  5,  1971.  He  was 
director  of  medicine  and  surgery  at 
Haverford  State  Hospital,  chief  of 
medicine  at  Haverford  Hospital,  and 
assistant  chief  of  medicine  at  Philadel¬ 
phia  General  Hospital.  He  was  a 
member  of  the  American  College  of 
Physicians,  and  a  fellow  in  the  Ameri¬ 
can  College  of  Cardiology  and  the 
American  College  of  Gastroen¬ 
terology.  Survivors  include  his  wife,  a 
son,  two  daughters,  his  mother,  and  a 
sister. 

O  Charles  Ward  Bethune,  Pitts¬ 
burgh;  Jefferson  Medical  College, 
1918;  age  78;  died  April  22,  1971.  He 
is  survived  by  his  wife  and  a  daughter. 

O  David  Beveridge,  Washington; 
Baltimore  College  of  Physicians  and 


Surgeons,  1906;  age  91 ;  died  April  20, 
1971.  A  fellow  of  the  American  Medi¬ 
cal  Association,  he  is  survived  by  his 
wife. 

O  Frederick  Webster  Byrod,  Lewis- 
berry,  Medico-Chirurgical  College, 
1915;  age  79;  died  April  25,  1971.  He 
is  survived  by  his  wife,  four  daughters, 
and  three  step-daughters. 

O  Marlin  Shimpff  Cargill,  Somerset; 
Temple  University  Medical  School, 
1934;  age  66;  died  April  22,  1971.  He 
was  a  past  president  of  the  Somerset 
County  Medical  Society.  Surviving  are 
his  wife  and  two  daughters. 

O  Hyman  Seymour  Denberg,  Pitts¬ 
burg;  University  of  Pennsylvania 
School  of  Medicine,  1935;  age  60; 
died  April  22,  1971.  Survivors  include 
his  wife,  two  daughters,  and  a  son. 

O  Matthew  M.  Douglas,  Harris¬ 
burg;  University  of  Buffalo  School  of 
Medicine,  1926;  age  75;  died  April  26, 
1971.  He  is  survived  by  his  wife,  a 
daughter,  a  son,  and  two  sisters. 

O  W.  Frank  Gemmill,  York;  Uni¬ 
versity  of  Maryland,  1913;  age  84; 
died  May  1  1,  1971.  He  was  a  diplomate 
of  the  American  Board  of  Surgeons. 
Survivors  include  a  daughter  and  a 
sister. 

O  Stuart  B.  Gibson,  Jersey  Shore, 
George  Washington  University  School 
of  Medicine,  1930;  age  66;  died  April 
23,  1971.  He  practiced  medicine  in 
Williamsport  until  his  retirement.  He 
is  survived  by  his  wife,  a  son,  two 
daughters,  a  stepson,  a  stepdaughter,  a 
brother,  and  a  sister. 

O  Creed  Cornelius  Glass,  Myers- 
dale;  Jefferson  Medical  College,  1919; 
age  78;  died  April  20,  1971.  He  had 
operated  the  Hazel  McGilvery  Hospi¬ 
tal  in  Myersdale  for  30  years.  He  is 
survived  by  his  wife  and  three 
children. 

O  Francis  G.  Harrison,  Philadel¬ 
phia;  University  of  Pennsylvania 
School  of  Medicine,  1913;  age  80; 
died  May  12,  1971.  He  is  survived  by 
a  son,  Francis  G.  Harrison,  Jr.,  M.D., 
Philadelphia. 

John  Dwight  Allen,  Media;  Jef¬ 
ferson  Medical  College,  1944;  age  56; 
died  April  9,  1971.  He  was  a  surgeon 


and  medical  director  of  E.I.  Du  Pc 
de  Nemours.  He  was  a  member  of  t 
National  Industrial  Medical  Socie 
the  American  College  of  Surgeons,  a 
a  fellow  in  the  National  College  ;'i 
Surgeons.  He  is  survived  by  his  wife 
son.  a  daughter,  two  step  children,  a 
two  brothers. 

Philip  J.  Brings.  Duquesne;  Univ« 
sity  of  Pittsburgh  School  of  Medicii 
1928;  age  68;  died  January  29,  19", 
Survivors  are  unknown. 

Nora  Marie  McNerney  Log£ 
Dubois;  University  of  Pittsbur 
School  of  Medicine,  1921;  age  8 
died  January  4,  1971.  There  is  no  >s 
formation  regarding  survivors. 

Joseph  D.  Brown.  Wyncote;  Ji 
ferson  School  of  Medicine,  1929;  a 
66;  died  April  19,  1 97 1 .  He  was  on  t 
staff  at  Jefferson,  Chestnut  Hill,  a 
Roxborough  Memorial  Hospitals,  a; 
Woman’s  Medical  College  of  Penns; 
vania.  Survivors  are  unknown. 

Louis  Vincent  Miller,  Elkins  Par 
Ohio  State  University  College  of  Mel 
icine,  1959;  age  44;  died  January  1 
1971.  There  is  no  information  l 
garding  survivors. 

Ralph  C.  Kell,  Berwyn;  Jeffers* 
Medical  College,  1905;  age  88;  df 
April  24,  1971.  He  was  a  member 
the  Dercum  Neurological  Society  ai 
the  Pennsylvania  Railroad  Surgeo 
Assn.  Survivors  include  his  wife  and 
daughter. 

Caleb  H.  Smith,  Wilmington,  De 
University  of  Pennsylvania  School 
Medicine,  1933;  age  62;  died  April  2 
1971.  He  practiced  in  Wilmington  ai 
in  Bradford.  Survivors  include  a  son, 
daughter,  and  a  brother. 

Morris  Smith,  Bethlehem;  Univen 
ty  of  Vermont  College  of  Medicin 
1925;  age  72;  died  May  3,  1971.  He 
survived  by  his  wife,  a  son,  thr> 
sisters,  and  two  brothers,  Drs.  Josef 
Smith  and  Jacob  Smith,  both  of  Bat 
Maine. 

Armand  Grant  Sprecher,  Ocet 
City,  N.J.;  University  of  Pennsylvan 
School  of  Medicine,  1926;  age  6 
died  April  22,  1971.  He  practiced 
Philadelphia  for  40  years.  He  is  su 
vived  by  his  wife,  two  daughters,  and 
brother. 
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PHYSICIANS  WANTED 
xcellent  opportunity  for  a  general 
•ractioner  and  a  surgeon.  Rapidly  de- 
eloping  resort  area,  with  hunting, 
ishing,  and  winter  sports.  Fully 
ccredited,  60-bed  hospital,  just  com- 
leting  a  million  dollar  modernization 
Program.  Contact  E.L.  Pritt.  Adminis- 
-ator,  Myersdale  Community  Hospi¬ 
tal,  Myersdale,  Pa.  15552. 

.  beneral  Practitioner  —  Consider  lo- 
i  Dating  in  growing  Western  Pennsyl- 
/ania  in  Darlington  area,  Beaver 
^County.  New  industries.  Beaver  Falls 
ur;!two  hospitals)  fifteen  minutes  away. 
‘Turnpike  ten  minutes  away.  Contact 
1  B.  Swick,  Darlington.  Pa.  16115. 

Community  Medicine  — Exception- 
al  opportunity  exists  for  a  Pennsyl- 
ania  licensed  physician  interested  in 
ommunity  Medicine.  Position  in- 
ar  volves  direction  of  a  satellite  health 
services  center  of  Allegheny  General 
Hospital.  Director  will  work  with  com¬ 
munity  organizations,  County  Health 
Department  and  other  health  agencies 
in  providing  comprehensive  health 
care.  Excellent  compensation  package 
provided;  40-44  hour  work  week.  If  in¬ 
terested  please  call  (collect)  or  write: 
Richard  S.  Evans,  M.D.,  Head;  Divi¬ 
sion  of  Emergency  Medicine,  Al¬ 
legheny  General  Hospital,  320  E. 
North  Avenue,  Pittsburgh,  15212. 
Telephone:  (412)  322-0100,  ext.  292. 


Full-time  emergency  room  physi¬ 
cian  to  complete  four-man  team 
providing  emergency  coverage  in  225- 
bed  hospital  in  town  of  20,000  in  cen¬ 
tral  Pennsylvania.  Write  or  call  col¬ 
lect:  J.R.  Johnston,  M.D.,  telephone 
(717)  249-4918  or  N.D.  Krawciw,  Ad¬ 
ministrator,  telephone  (717)  249-1212. 
Carlisle  Hospital,  Carlisle,  Pa.  17013. 

General  Practitioner —  Needed  to 
head  new  Medical  Center  (completion 
October  1)  in  picturesque  Berks 
County,  Pa.  Located  halfway  between 
Allentown  and  Reading.  Carefully 
designed  for  2  doctors  with  8  treat¬ 
ment  rooms.  Communities  totaling 
13,000  population  offer  tremendous 
potential.  For  prospectus  and  addi¬ 
tional  information,  write  Reverend 
J  R.  Henrich,  Mertztown  Rt.  1,  Pa. 
19539. 


Coatesville  —  Physicians  needed  for 
psychiatric  service  (full  or  part-time) 
in  accredited  VAH  —  38  miles  west  of 
Philadelphia.  Affiliated  with  Thomas 
Jefferson  University  School  of  Medi¬ 
cine.  Psychiatric  experience  desirable 
but  not  mandatory.  License  any  state. 
Salary  range  is  $17,761  through 
$31,523,  commensurate  with  training 
and  experience.  Excellent  fringe  ben¬ 
efits.  Contact  Chief  of  Staff,  VAH, 
Coatesville  19320.  Equal  opportunity 
employer. 

Physicians  wanted  for  full  or  part-time 
medical  services  at  State  Mental  Hos¬ 
pital  in  vicinity  of  Reading,  Pennsyl¬ 
vania.  Variety  of  duties  available. 
Hours  adjustable.  Fringe  benefits.  Sal¬ 
ary  depends  upon  experience  and  time 
involved.  Requirements  Pennsylvania 
Medical  license.  Contact  Personnel  Of¬ 
ficer,  Wernersville  State  Hospital, 
Wernersville,  Pennsylvania  19565. 

Radiologist —  Certified  or  eligible. 
Diagnosis,  conventional  therapy  and 
isotope  scans.  To  associate  with 
Radiologist  in  160-bed  general  hospi¬ 
tal.  Small  college  community;  finan¬ 
cial  arrangements  negotiable.  Write 
Box  591,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 

Wernersville  (vicinity  of  Reading)  Psy¬ 
chiatric  Physician.  1200  bed  State 
Mental  Hospital  serving  3  counties. 


Operates  under  unit  system.  Involves 
full  clinical  program  and  direct  super¬ 
vision  of  staff  in  acute  and  chronic 
areas.  Requirements:  Pennsylvania 
Medical  license  and  3  years  residency 
or  training  program  in  psychiatry.  Sal¬ 
ary  $19,664  to  $21,672.  Full  range 
fringe  benefits.  Contact  Personnel  Of¬ 
ficer,  Wernersville  State  Hospital, 
Wernersville,  Pa.  19565. 

Accident  Ward  Physicians  Wanted: 

for  Delaware  County  Memorial  Hospi¬ 
tal,  Drexel  Hill,  Pennsylvania.  Ameri¬ 
can  graduates,  Pennsylvania  licensed. 
Liberal  income  guarantee.  Call  or 
write  Administrator.  Telephone:  (215) 
259-3800. 

FOR  SALE  OR  RENT 

Completely  furnished  surgeon  s  office. 
Two  offices,  three  examining  rooms, 
business  office  and  waiting  room  in  a 
building  complex  with  other  physi¬ 
cians.  Prefer  board  certified.  Retiring 
due  to  ill  health.  Write:  James  W. 
Gilchrest,  M.D.,  Eastwood  Profes¬ 
sional  Center,  Pellis  Rd.,  Greensburg, 
Pa.  15601. 

Modern  fully-equipped  clinic.  Stone 
with  large  parking  area  across  front  of 
clinic.  10  rooms.  Modern  x-ray,  full 
spine,  physiotherapy  room.  Building 
for  rent,  equipment  for  sale.  M.D. 
deceased.  Address:  J.M. Weber,  Saxon- 
burg.  Pa.  16056.  Telephone:  (401) 
352-1 112. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi¬ 
cal  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 


A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  ik  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


W  new  members 

ALLEGHENY  COUNTY: 

Gerhard  Werner,  M.D.,  660  Scaife  Hall,  Pittsburgh  15213. 
William  R.  Morton,  M.D.,  220  Overdale  Rd.,  Pittsburgh  15221. 
Usha  S.  Rishi,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 
Walter  W.  Hiller,  Jr.,  M.D.,  574  Dorseyville  Rd.,  Pittsburc 
15238. 

Walter  Solis,  M.D.,  Montefiore  Hospital,  Pittsburgh  15213 
James  P.  Zaccardi,  M.D.,  Mercy  Hospital,  Pittsburgh  15219.  1 
Jerry  Weissman,  M.D.,  885  Mirror  St.,  Pittsburgh  15217. 

Albert  Wong,  M.D.,  3547  Beechwood  Blvd.,  Pittsburgh  15217.  ; 
Howard  M.  Tanning,  M.D.,  455  E.  Bruceton  Rd.,  Pittsburc 
15236. 

George  M.  Thoma,  M.D.,  2630  Sunnyfield  Dr.,  Bridgevil 
15017. 

Siroos  R.  Samadani,  M.D.,  211  N.  Whitfield  St.,  Pittsburc 
15206. 

Stanislav  Paulter,  M.D.,  Presbyterian-University  Hospital,  Pitt 
burgh  15213. 

Leonard  P.  Merkow,  M.D.,  Allegheny  General  Hospital,  Pitt 
burgh  15212. 

Manuel  G.  Calvelo,  M.D.,  Mercy  Hospital,  Pittsburgh  15219.  ! 
Drupadi  G.  Bhagwanani,  M.D.,  West  Penn  Hospital,  Pittsburg 
15224. 

Michael  P.  Balmuth,  M.D.,  West  Penn  Hospital,  Pittsburc 
15224. 

Roy  D.  Johnston,  M.D.,  St.  Francis  General  Hospital,  Pittsburg 
15201. 

David  Gitlin,  M.D.,  Children’s  Hospital,  Pittsburgh  15213. 
Stephen  A.  Gick,  M.D.,  940-B  Adam  Dr.,  Pittsburgh  15216. 
Richard  E.  Easier,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224 
Dale  A.  Danneker,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224 
Tapan  D.  Datta,  M.D.,  V. A.  Hospital,  Pittsburgh  15240. 

BERKS  COUNTY: 

Nancy  Ann  Shuman,  M.D.,  16  Wendy  Rd.,  Greenfields,  Readin 
19601. 

Barton  L.  Smith,  M.D.,  280  Woodcrest  Rd.,  Key  Biscayne,  FI* 
33149. 

Stephen  G.  Weiner,  M.D.,  1111  Penn  Ave.,  Wyomissing  19610. 
Ellis  F.  Friedman,  M.D.,  1818  N.  16th  St.,  Reading  19604. 

CAMBRIA  COUNTY: 

Robert  H.  Tomhave,  M.D.,  1 01  Antonia  St.,  Johnstown  1 5905.  } 
John  J.  Vecchio,  M.D.,  112  Orchard  St.,  Johnstown  15905. 
Gregory  T.  Sobczak,  M.D.,  314  Bantell  St.,  Johnstown  15905. 
Eugene  R.  Zehren,  M.D.,  Conemaugh  Valley  Memorial  Hosp 
tal,  Johnstown  15905. 

William  R.  Wynert,  M.D.,  215  Dell  St.,  Johnstown  15905. 

John  H.  Zabkar,  M.D.,  122  Montour  St.,  Johnstown  15905. 
Frank  A.  Thomas,  M.D.,  Conemaugh  Valley  Memorial  Hospita 
Johnstown  15905. 

Nathan  O.  Thomas,  M.D.,  Conemaugh  Valley  Memorial  Hosp 
tal,  Johnstown  15905. 

Otis  P.  Tibbetts,  M.D.,  1169  McKinley  Ave.,  Johnstown  15905. 
Naseer  M.  Raja,  M.D.,  Memorial  Hospital,  Johnstown  15905. 
James  F.  Mayhew,  M.D.,  601  Indiana  St.,  Johnstown  15905. 
James  M.  Moses,  M.D.,  1086  Franklin  St.,  Johnstown  15905. 
Gerald  L.  Meester,  M.D.,  108  Leila  St.,  Johnstown  15905. 
William  M.  Cseh,  M.D.,  1086  Franklin  St.,  Johnstown  15905. 
Robert  Cantor,  Jr.,  M.D.,  752  Viewmont,  Johnstown  15905. 
Dorryl  L.  Buck,  Jr.,  M.D.,  469  Girard  St.,  Johnstown  15905. 
Thomas  J.  Bondy,  M.D.,  1 1 1  Leon  St.,  Johnstown  15905. 
William  H.  Bowers,  M.D.,  Box  175,  Salix  15952. 

Dwight  A.  Kauffman,  M.D.,  Conemaugh  Valley  General  Hospi 
tal,  Johnstown  15905. 

Steve  P.  Griffin,  M.D.,  Memorial  Hospital,  Franklin  St.,  Johns 
town  1 5905. 

John  P.  Delich,  M.D.,  Conemaugh  Valley  Memorial  Hospita 
Johnstown  15905. 

CENTRE  COUNTY: 

Renato  R.  Macaranas,  M.D.,  10  N.  2nd  St.,  Philipsburg  16866. 
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:RAWFORD  COUNTY: 

John  N.  Veronesi,  D.O.,  118  Railroad  St.,  Cambridge  Springs 
16403. 

DAUPHIN  COUNTY: 

M.  Elain  Eyster,  M.D.,  51  Woodland  Ave.,  Hershey  17033. 

Desmond  J.  Reilly,  M.D.,  1809  Cortland  Rd.,  Harrisburg  171 10. 

William  P.  Graham  III,  M.D.,  500  University  Dr.,  Hershey  17033. 

J.  Hoffman  Garber,  M.D.,  2320  N.  Second  St.,  Harrisburg 
17110. 

Nicholas  M.  Nelson,  M.D.,  M.S.  Hershey  Medical  Center, 
Hershey  17033. 

DELAWARE  COUNTY: 

Donald  DeSantis,  M.D.,  4001  State  Rd.,  Drexel  Hill  19026. 

William  H.  Green,  M.D.,  359  Sedgewood  Rd.,  Springfield 
19064. 

John  T.  Warrington,  Jr.,  M.D.,  503  Walnut  Lane,  Swarthmore 
19081. 

HUNTINGDON  COUNTY: 

William  McBrine,  Jr.,  M.D.,  8  Twentieth  St.,  Huntingdon  16652. 

LANCASTER  COUNTY: 

Clarence  H.  Rutt,  Jr.,  M.D.,  235  N.  West  End  Ave.,  Lancaster 
17603. 

Trevor  J.  Pearman,  M.D.,  202  St.  Thomas  Rd.,  Lancaster  17601. 

LEHIGH  COUNTY: 

Henry  A.  Magnant,  M.D.,  35  East  Elizabeth  Ave.,  Suite  30-B 
Bethlehem  18018. 

Jere  P.  Smith,  M.D.,  811  N.  19th  St.,  Allentown  18104. 

LUZERNE  COUNTY: 

Sam  C.  DePasquale,  M.D.,  1 1 5  Parke  St.,  West  Pittston  1 8634. 

LYCOMING  COUNTY: 

Feliciano  C.  Nora,  M.D.,  1724  Four  Mile  Dr.,  Williamsport 
17701. 

MONTGOMERY  COUNTY: 

Harry  D.  Snyder,  M.D.,  1120  N.  Easton  Rd.,  Willow  Grove 
19090. 

NORTHUMBERLAND  COUNTY: 

Dennis  R.  Mychak,  M.D.,  1 30  N.  Market  St.,  Mt.  Carmel  1 7851 . 

WARREN  COUNTY: 

Anthony  L.  Nicotera,  M.D.,  Box  249,  Warren  16365. 

Joseph  A.  Concello,  M.D.,  67  Sussex  Rd.,  Camp  Hill  17011. 

WESTMORELAND  COUNTY: 

Salah  G.  Hanna,  M.D.,  Fairhaven  Apts.  11,  924  Wildlife  Dr., 
Lowell  Burrell  15068. 


With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


YORK  COUNTY: 

Danilo  U.  Escaro,  M.D.,  York  Hospital,  York  17405. 

David  J.  Jones,  M.D.,  1001  S.  George  St.,  York  17405. 

Gilbert  B.  Myers,  M.D.,  3230  Eastern  Blvd.,  York  17402. 

John  A.  Merritt,  Jr.,  M.D.,  1001  S.  George  St.,  York  17405. 

PHILADELPHIA  COUNTY: 

Charles  V.  Burton,  M.D.,  1 71 8  Sylvan  Lane,  Gladwyne  1 9035. 
Schuyler  Armstrong,  M.D.,  168  Hunting  Hills  Rd.,  Media  19063. 
Jose  Castillo,  M.D.,  624  Upper  Gulph  Rd.,  Strafford-Wayne 
19087. 

Robert  M.  Drayton,  M.D.,  15  E.  Abington  Ave.,  Philadelphia 
19118. 

John  Warner  Duckett,  Jr.,  M.D.,  1740  Bainbridge  St., 

Philadelphia  19146. 

Frank  H.  Gardner,  M.D.,  51  N.  39th  St.,  Philadelphia  19104. 
Vincent  L.  Ferrara,  M.D.,  931  Huntingdon  Pike,  Huntingdon 
Valley,  19006. 

Rodriguez  Mortel,  M.D.,  216  N.  Broad  St.,  Philadelphia  19102. 
Larry  E.  Magargal,  M.D.,  719  S.  7th  St.,  Philadelphia  19147. 
David  M.  Kozart,  M.D.,  1930  Chestnut  St.,  Philadelphia  19103. 


QUI-A-ZONE 

wwwwwwwwww 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


77 


AUGUST.  1971 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's  — 144  tab¬ 
lets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


advertisers'  index 


Arch  Laboratories . 

Argonaut  Insurance  . 

Arnar-Stone  Laboratories . 

Brown  Pharmaceutical  Co . 

Burroughs-Wellcome . 

Campbell  Soup . 

Ciba  Pharmaceutical  Co . 

Dow  Chemical  Co . 

Geigy  Pharmaceuticals  . 

Eli  Lilly  and  Co . 

Mead  Johnson  and  Co . 

Medical  Protective  Co . 

National  Drug  Co . 

Parker  and  Co . 

Pfizer  Inc . 

Robins,  A.H.  Co . 

Roche  Laboratories . 

Rocom  . 

Searle,  G.D.  and  Co . 

Smith,  Kline  and  French  Laboratories 

Temple  Continuing  Education . 

Upjohn  Co . 

U.S.V.  Pharmaceutical  Corp . 

Walker  Corp.  and  Co . 
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Twenty-fourth  Annual  State  Dinner 

Tuesday  Evening 
October  5,  1971 
Pittsburgh  Hilton  Hotel 
Reception  Dinner 

Dancing  and  Entertainment 

•  Installation  of  George  P.  Rosemond,  M.D.,  as  the  122nd  President  of  the  Penn¬ 
sylvania  Medical  Society 

•  Presentation  of  Past  President’s  Medallion  to  William  A.  Limberger,  M.D.,  121st 
President 

•  Presentation  of  State  Benjamin  Rush  Awards 

Please  reserve _ tickets  at  $11  per  person  for  the  Annual  State  Dinner  banquet. 

Name  (Please  Print) _ 

Address _ 

City  _ .County  Society _ 

(Please  make  check  payable  to  Pennsylvania  Medical  Society.) 
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raindications:  Known  sensitivity  to  sulfonamides. 
iutions/ Adverse  Reactions:  The  usual  precautions  for  topical 
iystemic  sulfonamides  should  be  observed  because  of  the  pos- 
y  of  absorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  -  Four-ounce  tube  with  applicator. 
Suppositories  —  Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . .  monilia . . .  bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul¬ 
fanilamide  1.05  Gm.,  allantoin  0.14  Gm.) 


The  causes  of  vaginitis 
are  multiple 


AVC 

The  treatment  is  singular 


“Welcome  back,  Ann'" 


A 

BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 


Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin:  1 00  000  N.F  Units,  Chymotrypsin:  8,000  N.F.  Units; 
equ.valent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tab/etq.f.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□  Accidental  Trauma  □  Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a  known  sensitivitytotrypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo¬ 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani¬ 
festations  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
H:  groups.  (See  Precautions.)  It  is  recommended  that  if  side 

effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I - ™E  NATIONAL  drug  company 

I  I  (441  I  DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19M4 

TRADEMARK;  ftITABS  U  S.  PATENT  NO.  3.004,893  9/70  0-009 A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin: 


8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a  typical  "case  history"  of  one  new  drug  —  or, 
rather,  a  proposed  new  drug  —  assembled  for  submis¬ 
sion  to  the  U.  S.  Federal  Food  and  Drug  Administration, 
These  volumes  are  the  result  of  several  years’  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora¬ 
tories,  and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest¬ 


ment,  countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N.  W„  Washington,  D.C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


in  stable  adult  diabetes,  if  diet  alone fails... ( 

start  with 

DBI-TD 

(phenformin  HC1) 

timed-disintegration  capsules  50  mg.  / 


not  a 


Lowers  elevated  blood  sugarwithout  increasing 
endogenous  insulin  secretion. 


Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  loweri  ng  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


DBI-TD 

lowers  elevated 
blood  sugar 

Howto  prescribe  DBI®-TD  (phenformin  HCI) 

To  start  with  DBI-TD 

Week  1  1  capsule  with  breakfast  may  be  ef¬ 
fective,  or  a  second  capsule  may  be 
given  with  the  evening  meal. 

Week  2  Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap¬ 
sule  to  the  A.  M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos¬ 
age  of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at¬ 
tained,  sulfonylurea  may  be  reduced  and/or  with¬ 
drawn. 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail¬ 
ures,  primary  and  secondary.  Contraindications:  Diabetes  mel¬ 
litus  that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli¬ 
cations  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan¬ 
grene);  surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre¬ 
cautions:  Starvation  Ketosis,  which  must  be  differentiated 
from  "insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec¬ 
ommended  in  the  presence  of  azotemia  or  in  any  clinical  situa¬ 
tion  that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido¬ 
sis,  it  is  recommended  that  periodic  determinations  of  ketones 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi¬ 
lized  on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a  sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit¬ 
ing,  DBI  should  be  immediately  withdrawn.  Although  rare,  > 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1  to  3  / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


cm© 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 


\alium  (diazepam) 

2-mg,  5-mg,  10 -mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptom; 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6  months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  /  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu¬ 
ance  (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2  to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5  mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2  to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2  to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2  to  2%  mg,  1  or  2  times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1  to  2M  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  ana  tolerated  (not  for 
use  under  6  months). 

Supplied:  Valium®  (diazepam)  Tablets,  2  mg,  5  mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-DoseT  M-  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Patients  fell  asleep  quick 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  -  by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.12 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30~mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7  to  8  hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a  limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang¬ 
over”  have  been  relatively  infrequent;  paradoxi¬ 
cal  reactions  (excitement)  and  hypotension  hav< 
been  rare.  Dizziness,  drowsiness,  lightheaded¬ 
ness  and  the  like  were  the  side  effects  noted 


Before 
Dalmane 
(flurazepam  HCI) 


Hi 

.'.-a  :  :.”.V  ■ 


i 

most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz¬ 
ing  Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention. 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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; 
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Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo¬ 
graphic  recordings. 


On 

Dalmane 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a  summary  of  which  follows: 


(flurazepam  HCI) 


Indications:  Effective  in  ail  types  of  insomnia: 


characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 


generally  not  necessary  or  recommended. 


Contraindications:  Known  hypersensitivity: 
to  flurazepam  HCI. 


Warnings:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert¬ 
ness  (e,g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 


only  when  potential  benefits  have  been 
iweighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 


years  of  age.  Though  physical  and  psycho¬ 
logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad¬ 
ministering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre¬ 
clude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 


patients  who  are  severely  depressed,  or  with 


latent  depression  or  suicidal  tendencies.: 


Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres¬ 
ence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 


y rameter  Before  Dalmane  On  Dalmane 

ine  required  to  fall  asleep  33.6  min.  17.6  min. 

ike  time  after  onset  of  sleep  48.7  min.  22  6  min. 

mberof  wakeful  periods  after 


inset  of  sleep  12.2  8.4 


lightheadedness,  staggering,  ataxia  and  fall¬ 


ing  have  occurred,  particularly  in  elderly  or 
debilitated  patients.. Severe  sedation,  lethargy,, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak¬ 
ness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short¬ 


ness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con¬ 
fusion,  restlessness,  hallucinations,  and  ele¬ 


vated  SGOT,  SGPT,  total  and  direct  bilirubins 


and  alkaline  phosphatase.  Paradoxical  reac¬ 


tions,  e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in  rare 


lurazepam  HCD 


instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


<ie  30-mg  capsule  h.s.— usual  adult  dosage. 
*ie  15-mg  capsule  h.s.— initial  dosage  lor 
'terly  or  debilitated  patients. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a  gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton4  chlorthalidone  usp 

Makes  water,  not  waves. 


:ctrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
arse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihyper'tensives. 

'groton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

'persensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
auld  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
tforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
Dplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
lidbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
tiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
duce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
iermination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
tassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
dents  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
orexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
potension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
ombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ncreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
mpounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
y.How  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
'  l^e  complete  prescribing  information. 

-IGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 


Facts  J 
about 

ToridinelM. 

cephaloridine 


Facts  about  activity 


Facts  about  dosage 


Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g.,  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
coliform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A  streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 


In  adults,  most  respiratory  infections  of  moderate 
severity  caused  by  susceptible  organisms  respond  to 
Loridine  in  dosages  ranging  from  500  mg.  to  1  Gm.  every 
eight  hours  (1.5  to  3  Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


1  Gm. 
500  mg. 
WM  250  mg. 


O  Hours 

Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administration 
Single  Doses  (2 50  mg.  to  1  Gm.)  to  Normal  Human  Volunteers  (Six 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephalo 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supplement 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  withi 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hour 
after  a  500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceeded 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  moderate 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  the 
maximum  recommended  dosage  is  1  Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


^Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


■W 


-“acts  about  administration 

'he  following  guidelines  for  therapy  with 
o ridine  are  recommended. 


lefore  Administration  of  Loridine 


.  Establish  susceptibility 
of  the  pathogen. 

!.  Determine  patient’s  renal 
status;  Loridine  is  contraindicated 
in  azotemia. 

luring  Administration  of  Loridine 


) 


3. 


X. 


Maintain  proper 
hydration. 

Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and/or 
serum  creatinine. 

Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4  Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  dosage  range:  1  to  3  Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1  Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


I  loridine I.M. 

T  ^cephaloridine 
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I  loridine  I.M. 

!  ^“cephaloridine 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti¬ 
ble  to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul¬ 
ture  and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail¬ 
able  before  antibiotic  treatment  of  gonor¬ 
rhea  is  given. 

Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C  DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI¬ 
CAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4  Gm.  daily  (see  Adverse  Reac¬ 
tions),  recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus¬ 
pected  impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos¬ 
pitalized.  If  impaired  renal  function  devel¬ 
ops  during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a  rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro¬ 
toxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer¬ 
ulonephritis  in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con¬ 
comitant  syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a  minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or¬ 
ganisms  not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc¬ 
cur,  take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a  positive 
Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3  percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a  rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A  few  instances  of  drug  fever  have 
been  reported. 

A  few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a  single  determination  when  other  param¬ 
eters  of  liver  function  were  normal,  and 
only  rarely  was  a  level  of  100  units  reached. 
In  a  few  cases,  similar  elevations  of  alka¬ 
line  phosphatase  were  found.  The  signif¬ 
icance  of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a  ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a  small  number  of  patients.  The  p. 
sibility  of  this  complication  seems  to= 
greater  in  seriously  ill  patients  given  rri 
than  recommended  doses.  Acute  tub.'r 
necrosis  has  been  found  in  affected  . 
tients  coming  to  autopsy.  Rare  casesf 
nausea  and  vomiting  have  occurred.  Fi 
in  association  with  intramuscular  inject 
was  noted  in  less  than  3  percent  of  . 
tients.  In  only  one  patient  in  a  seriesf 
623  was  the  route  changed  on  this  accoi. 
Phlebitis  at  the  site  of  intravenous  inji 
tion  has  been  rare. 

Administration  and  Dosage:  Importar.  I 
Before  administering  Loridine,  see  pa-  i 
age  insert  for  details  on  dilution. 

Intramuscular  Injection  —  Loridine; 
usually  injected  into  a  large  muscle  me 

The  usual  adult  dosage  for  many  inf 
tions  of  moderate  severity  is  500  mg.i 
1  Gm.  three  times  a  day  at  equally  spac 
intervals.  Milder  and  more  suscepti 
infections  have  been  treated  with  250 
500  mg.  given  two  or  three  times  a  d 
More  severe  infections  may  be  treat 
with  500  mg.  to  1  Gm.  four  times  a  d 
A  single  2-Gm.  dose  is  recommended 
the  treatment  of  acute  gonorrhea.  Ea 
syphilis  may  be  treated  with  500  mg.  tc 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  w 
high  doses  for  life-threatening  conditic 
has  been  reported,  it  has  been  shown  tt 
excessive  dosages  (above  4  Gm.  dai 
may  cause  serious  nephrotoxic  reactioi 
For  this  reason,  Keflin®  (sodium  cepha 
thin,  Lilly)  may  be  preferred  when  dos: 
larger  than  4  Gm.  daily  are  considered  1 
life-threatening  situations.  If  more  than 
Gm.  of  cephaloridine  is  injected  daily,  t 
patient  should  be  under  close  clinic 
observation  for  changes  in  renal  functii 
or  be  hospitalized.  In  addition,  reduci  t 
dosage  should  be  employed  in  patier  i 
with  known  or  suspected  renal  impairmer 

In  children,  a  daily  total  of  30  to  ! 
mg.  per  Kg.  (15  to  25  mg.  per  pound) 
body  weight,  given  in  divided  doses,  h. 
been  found  effective  for  mild  to  mode 
ately  severe  infections.  A  daily  total  of  1( 
mg.  per  Kg.  (50  mg.  per  pound)  of  boc 
weight  (not  to  exceed  recommended  adi 
doses)  may  be  needed  for  very  seve 
infections. 

Intravenous  Injection—  In  the  presenc 
of  extremely  serious  infections  (such  <  • 
bacteremia)  or  when  any  infection  seerr 
overwhelming,  intravenous  administrate 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  wit 
intramuscular  injection.  For  very  suscei 
tible  organisms,  500  mg.  to  1.5  Gm.  pe 
day  may  suffice;  for  less  susceptibl 
organisms  and  for  serious  infections,  2  1 
4  Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (ceph; 
loridine,  Lilly),  500  mg.,  5-ml.  size 
rubber-stoppered;  1  Gm.,  10-ml.  size 
rubber-stoppered.  [082i6 


Additional  information 
available  to  the  profession 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  4620 
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for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper¬ 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
■P®'*-  fects  with  alcohol  and  other  CNS  depressants. 

▼  jg|  Caution  against  hazardous  occupations  requir¬ 

ing  complete  mental  alertness,  such  as  op- 
A  w  £  erating  machinery  or  driving  a  motor  vehicle 

shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal¬ 
gesic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
*  been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 
lated  to  the  drug.  _ 

Each  capsule  contains  /  onPUC  \  KOCtlc 
300  mg  of  methyprylon.  \nUbnt  / 

\ _ /  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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RELEASES  NICOTINIC  ACID 
2  WAYS 

QUICKLY  o*  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  •  TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS. 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN®/100mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  . 100  mg 

Niacinamide  .  75  mg 

Ascorbic  Acid  . 150  mg 

Thiamine  HCI  (B-1)  .  .  25  mg 

Riboflavin  (B-2)  .  2  mg 

Pyridoxine  HCI  (B-6)..  10  mg 
DOSE:  1  to  5  tablets  daily. 
AVAILABLE:  Bottles  of  100. 
500,  1000. 


NOT  TIMED 

LIPO-NICIN»/250mg. 

Each  yellow  tablet  contains; 

Nicotinic  Acid  . 250  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCI  (B-1)  .  .  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCI  (B-6)..  10  mg. 

DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500,  1000. 


GRADUAL  RELEASE 


TIMED  RELEASE  6  to  8  HOURS 

LIPO-NICIN®/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  . 300  mg 

Vitamin  C  (Ascorbic  Acid).  150  mg 
Vita.  B1  (Thiamine  HCI)..  25  mg 
Vitamin  B2  (Riboflavin)  .  .  2  mg 

Pyridoxine  HCI  (B-6)  ....  10  mg 
DOSE:  1  to  2  capsules  daily. 
AVAILABLE:  Bottle  of  100,  1000. 

In  a  special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a  period  of  6  to  8  hours. 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  —  Interview  Med. 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D.,  JAMA,  Aug.  6,  1960,  Vol.  173,  No.  14,  P.  1563. 


Write  tor  Literature  and  Samples 

(broM’I  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 


2500  West  6th  Street,  Los  Angeles,  California  90057 


At  last-an  answer 
to  your  malpractice 
protection  anxiety. 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


The  Pennsylvania  Medical  Society 
has  been  increasingly  concerned  about 
the  problems  faced  by  its  members  in 
securing  and  retaining  professional  lia¬ 
bility  insurance.  There  has  been  a 
growing  tendency  for  insurance  carri¬ 
ers  to  arbitrarily  cancel,  or  not  renew, 
professional  liability  insurance  con¬ 
tracts  for  reasons  entirely  beyond  the 
physician’s  control. 

The  obvious  answer  had  to  be  a 
program,  sponsored  by  the  Pennsyl¬ 
vania  Medical  Society,  designed  to  pro¬ 
vide  its  members  with  long  term  cover¬ 
age,  adequate  limits,  at  the  best  possi¬ 
ble  cost,  in  addition  to  giving  the 
Society  an  opportunity  to  participate 
in  the  policy-making  and  administra¬ 
tion  of  the  program. 

Such  a  program,  more  progressive 
and  comprehensive  than  any  that  has 
been  made  available  to  any  medical 


group,  now  exists.  It  is  being  under¬ 
written  by  the  Argonaut  Insurance 
Company,  a  well  established, 
“A+AAAA”  rated  casualty  insurance 
carrier  with  assets  in  excess  of 
$180,000,000  and  considerable  experi¬ 
ence  in  the  medical  liability  field.  The 
exclusive,  full-time  administrator  of 
the  program  is  Parker  &  Co.  Inc.  of 
Pennsylvania,  one  of  the  country’s 
leading  insurance  brokerage  firms. 

In  review,  the  major  points  of  the  pro¬ 
gram  are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a  minimum  of  five 


years.  No  other  carrier  has  offere< 
such  an  agreement. 

3.  The  Society  participates  through  ; 
Professional  Liability  Insurana 
Commission  consisting  of  twelvt 
members.  The  Commission  will  bt 
the  ultimate  authority  in  appeal: 
stemming  from  disputes  betweer  j 
member  insureds  and  will  work  ir 
close  conjunction  with  the  local  dis  I 
trict  committees. 

4.  No  member’s  application  will  be  de-  j 
dined  except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre-; ' 
gate  limit  of  $300,000  with  excess 
limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res¬ 
idents  and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil¬ 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur¬ 
ance  coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a  unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover¬ 
age  on  a  long  term  basis.  However,  a 
broad  based,  high  degree  of  member¬ 
ship  involvement  is  essential  to  make 
this  program  a  success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro¬ 
gram  when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

i - 1 

I  Mail  to: 

Parker  &  Co.,  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 
Attention:  Mr.  A.  John  Smither,  Vice  President 

I  Name - - - 

Office  Address _ 

|  Telephone  No. _ 

Medical  Specialty _ _ 

|  Date  your  professional  liability  insurance  expires _ 

Present  Carrier - 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance 
Program.  Please  send  me  an  application.  □ 
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BLUE  SHIELD  RATE  INCREASE  HEARING  HELD  State  Insurance  Commis¬ 
sioner  Herbert  S. 

Denenberg  held  a  day-long  hearing  late  in  August  on  a  Blue  Shield 
request  for  an  increase  in  rates  for  its  65-Special  Contract  and 
used  the  forum  to  continue  his  pressure  for  health  care  delivery 
controls  and  greater  consumer  representation  on  the  Blue  Shield 
Board.  Blue  Shield  is  asking  that  the  monthly  rate  for  its  medicare 
(Part  B)  supplemental  insurance  be  increased  by  $.75  from  the  pre¬ 
sent  $2.25.  The  PMS,  through  the  chairman  of  its  Council  on  Medical 
Service,  Robert  P.  Dutlinger,  M.D.,  testified  in  support  of  the  rate 
increase.  The  Insurance  Commissioner  asked  him  only  a  few  mild  ques¬ 
tions.  The  general  tone  of  the  hearings  was  described  in  a  release 
from  the  Office  of  the  Insurance  Commissioner.  It  read  in  part:  "In 
typical  Herbert  S.  Denenberg  style,  the  Insurance  Commissioner  re¬ 
fused  to  limit  himself  to  the  dollar  issues  at  hand  because  he  said 
'to  do  so  would  result  in  an  automatic  rate  increase.  We've  got  to 
look  at  the  broader  issues...  The  time  for  automatic  rate  increases 
is  over.'"  No  decision  on  the  rate  increase  request  was  announced 
but  apparently  the  national  wage-price  freeze  prevents  any  immediate 
rate  adjustments. 

HEW  COMMISSION  TO  PROBE  MALPRACTICE  SITUATION  HEW  Secretary  Elliott 

L.  Richardson  has 

announced  the  creation  of  a  commission  to  probe  the  entire  range  of 
problems  associated  with  medical  malpractice  claims  against  health 
care  providers.  The  Secretary's  Commission  on  Medical  Malpractice 
will  be  headed  by  Pittsburgh  attorney  Wendell  Freeland.  In  his  an¬ 
nouncement,  Secretary  Richardson  called  the  malpractice  situation 
"one  of  the  nation's  most  vexing  health  problems."  Eli  P.  Bernzweig, 
HEW  specialist  in  malpractice,,  has  been  named  executive  director  of 
the  commission's  staff. 

GROUP  MALPRACTICE  CONCEPT  SPREADS  With  an  approach  patterned  after 

the  State  Society-endorsed  mal¬ 
practice  insurance  program,,  the  AMA  and  CNA  Insurance  have  announced 
a  plan  for  physicians  in  states  that  do  not  already  have  such  an 
arrangement.  Like  the  PMS  program  with  Parker  &  Company,  Inc . ,  and 
Argonaut  Insurance  Company,,  the  AMA  plan  provides  for  active  involve¬ 
ment  of  the  medical  profession  in  underwriting  decisions  and  protec¬ 
tion  against  unexpected  cancellation  of  coverage. 

HMO  OPERATIONAL  AT  TEMPLE  Governor  Shapp  has  signed  a  one -year 

$2.8  million  contract  instituting  a 
health  maintenance  organization  administered  by  an  arm  of  Temple 
University  to  provide  total  health  care  for  12,000  North  Philadel¬ 
phians  of  the  West  Nicetown-Tioga  section.  The  state  contract  pro¬ 
vides  prepayment  for  area  residents  on  state  Medical  Assistance. 

Others  living  in  the  area  are  being  invited  to  participate  at  rates 
comparable  to  privately  operated  health  insurance  programs.  PMS 
President  William  A.  Limberger,  M.D.,  comments  on  the  HMO  concept 
starting  on  page  15  of  this  issue. 
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SUPPLEMENTAL  CALL  TO  THE  ANNUAL  SESSION  Included  in  elections 

at  the  Annual  Business 

Session  Wednesday  morning,  October  6,  1971*  sit  the  Pittsburgh 
Hilton  will  be  one  member  of  the  Judic.ial  Council  to  serve  for  a 
term  of  five  years  to  succeed  Lewis  T.  Buckman,  M.D.,  Luzerne 
County,  who  is  eligible  to  succeed  himself.  As  directed  by 
Article  IX,  Section  5*  of  the  Constitution,  the  Board  of  Trustees 
nominates  the  following  members  for  the  vacancy  on  the  Judicial 
Council:  Lewis  T.  Buckman,  M.D.,  Luzerne;  Charles  A.  Bikle,  M.D., 

Franklin;  and  Thomas  W.  McCreary,  Sr.,  M.D.,  Beaver. 

HOSPITALS  END  CONTRACTS  WITH  BLUE  CROSS  J.  C.  Blair  Memorial 

Hospital,  Huntingdon, 

has  announced  it  will  terminate  its  contract  with  Blue  Cross 
October  1.  The  hospital  joins  three  others,  Altoona  and  Mercy 
Hospitals  in  Altoona  which  ended  contracts  July  1,  and  Tyrone 
Hospital,  Tyrone,  which  terminated  August  1.  The  hospitals 
claimed  $1  million  losses  in  the  past  year  and  said  Blue  Cross 
reimburses  for  full  costs  but  not  for  full  charges.  Hospital 
spokesmen  said  full  charge  reimbursement  is  necessary  to  offset 
losses  from  medicare  and  medicaid  payments. 

NEW  SVRMP  DIRECTOR  SOUGHT  Richard  B.  McKenzie  has  resigned  as 

director  of  the  Susquehanna  Valley 
Regional  Medical  Program,  effective  in  mid-August,  and  a  Search 
Committee  has  been  appointed  to  interview  applicants--  limited 
to  medical  doctors--  for  the  position.  The  chairman  of  the 
Search  Committee  is  John  H.  Harris,  Sr.,  M.D.,  and  the  members 
include  the  new  chairman  of  the  Regional  Advisory  Group,  George 
C.  Williams,  Esq.  Others  are  Raymond  C.  Grandon,  M.D.;  David  S. 
Masland,  M.D.;  and  George  A.  Rowland,  M.D. 

GOVERNOR  SIGNS  Governor  Milton  J.  Shapp  has  signed  a  bill  re¬ 
quiring  that  the  services  of  podiatrists  and 
chiropractors  be  covered  equally  with  those  of  doctors  of  medicine 
and  osteopathy  under  insurance  policies  issued  in  the  Commonwealth. 
The  law.  Public  Act  j8  of  1971*  does  not  include  Blue  Shield. 

HEALTH  ADVISORY  BOARD  ACTS  The  Pennsylvania  Department  of 

Health  Advisory  Board  at  its 

recent  meeting  adopted  new  regulations  designed  to  curb  hepatitis. 
Blood  for  transfusions  is  not  to  be  accepted  from  anyone  who  has 
ever  had  viral  hepatitis  or  who  has  had  close  contact  within  the 
previous  six  months  with  a  hepatitis  victim. . .  The  importation 
and  sale  of  live  turtles  have  been  prohibited  except  by  permit 
which  will  be  issued  only  upon  laboratory  proof  that  the  creatures 
are  free  of  salmonella.  A  cautionary  warning  must  be  posted  at 
every  display  of  turtles  for  retail  sale...  All  school  districts 
have  been  directed  to  do  selective  testing  for  tuberculosis  on  an 
annual  or  triennial  basis  depending  on  the  individual  school’s 
reactor  rates...  Blood  specimens  for  alcohol  content  now  must  be 
taken  from  the  bodies  of  an  operator  of  a  motor  vehicle  or  any  ped¬ 
estrian  over  sixteen  years  of  age  who  dies  within  four  hours  fol- 
flowing  a  motor  vehicle  accident...  Lead  poisoning  has  been  made 
a  reportable  disease  in  the  Commonwealth. 
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Board  approves  Medical  Practice  Act  draft 


The  PMS  Board  of  Trustees  and 
Councilors  at  its  August  meeting 
approved  a  draft  for  a  new  medical 
practice  act.  and  authorized  that  ways 
be  sought  to  have  it  introduced  into  the 
Legislature. 


The  Bureau  of  Narcotics  and  Dan¬ 
gerous  Drugs  (BNDD)  has  issued  fur¬ 
ther  regulations  of  concern  to 
physicians  and  pharmacists. 

All  amphetamines  and  amphetamine 
(combinations  with  the  exception  of 
four  became  Schedule  II  items  under 
the  Controlled  Substances  Act  of  1970 
on  August  6.  Of  the  four,  three  became 
Schedule  II  items  on  August  23, 
meaning  that  all  amphetamines  and 
combinations  which  now  have  the  C  Rx 
(symbol  are  in  Schedule  II,  with  the  ex¬ 
ception  of  Eskatrol  (®  Smith,  Kline  and 
French).  This  means  they  require  a 
written  prescription  and  are  not 
renewable.  See  the  May  1971  issue  of 
Pennsylvania  Medicine  for  details  of 
the  Controlled  Substances  Act  of 

Avis  discount  plan 
offered  PMS  members 

Avis  Rent  A  Car  has  extended  the 
Avis  Cash  Commercial  Corporate  Dis¬ 
count  Plan  to  all  Pennsylvania  Medi¬ 
cal  Society  members. 

Within  the  United  States,  a  20  per¬ 
cent  discount  will  be  offered  on  au¬ 
tomobile  rentals  and  a  10  percent  dis¬ 
count  on  truck  rentals,  while  a  10  per¬ 
cent  discount  will  apply  outside  the 
country. 

Members  may  obtain  the  discount 
by  showing  their  PMS  membership 
cards. 

Although  this  is  a  cash  discount 
plan.  Avis-honored  charge  cards  such 
as  Bank  Americard,  American 
Express,  and  major  airline  travel  cards 
may  also  be  used. 

Your  PMS  membership  card  must 
be  presented  in  order  to  qualify  for  the 
discount. 


Prepared  by  a  committee  of  the  Soci¬ 
ety  chaired  by  William  J.  Kelly,  M.D., 
Pittsburgh,  trustee  and  councilor  of  the 
Tenth  District,  the  Medical  Practice 
Act  of  1 97 1  replaces  all  previous  public 
laws  relating  to  medical  licensure  and, 


1970. 

Registration  of  all  prescribers  of 
medication  has  not  yet  been  com¬ 
pleted.  and  the  final  date  on  which  the 
BNDD  registration  numbers  must  be 
used  has  been  extended  to  October  1, 

1971.  However,  the  agency  requires 
that  any  prescription  for  a  controlled 
substance  contain  either  the  BNDD 
registration  number  of  the  prescriber, 
or  a  statement  which  says,  “Federal 
registration  applied  for  on  (date).” 


if  adopted,  is  expected  to  give  Pennsyl¬ 
vania  preeminence  among  the  states  in 
legislation  relating  to  medical  practice. 

Among  the  innovations  in  the  pro¬ 
posal  is  the  addition  to  the  Board  of 
Medical  Education  and  Licensure  of  a 
member  who  shall  be  a  dean  of  one  of 
the  state’s  medical  colleges,  and  the  ad¬ 
dition  of  a  member  to  represent  the 
public. 

The  proposal  also  permits  the  new 
Board  of  Medical  Education  and  Licen¬ 
sure  control  the  organization  of  and  to 
regulate  various  paramedical  spe¬ 
cialties,  including  physicians  assistants. 
A  new  section  spells  out  reasons  for  the 
board  to  refuse  to  grant  licenses  to  prac¬ 
tice  and  to  revoke  licenses.  A  complete 
explanation  of  the  proposal,  known  as 
the  "Kelly  Committee”  draft,  will  ap¬ 
pear  in  PENNSYLVANIA  MEDICINE  in 
the  near  future. 


M.D.  aid  requested 

Physicians  in  Armstrong,  Carbon,  National  Opinion  Research  Center. 
Lawrence,  and  Northumberland  The  American  Medical  Association 
counties,  and  in  Philadelphia  and  Pitts-  has  requested  the  cooperation  of 
burgh  may  be  requested  to  verify  costs  physicians  in  filling  out  and  returning 
and  medical  service  use  reported  by  the  questionnaires  in  order  to  insure  the 
household  informants  in  a  University  validity  of  the  study  which  will  be  used 
of  Chicago  survey  for  the  Center  of  as  a  standard  source  for  the  health  field. 
Health  Administration  Studies  and  the 


DOCTORS  OF  MEDICINE  AND  OSTEOPATHY  in  the  Commonwealth  have  enjoyed  a 
day  of  joint  medical  education  during  the  past  two  years  and  are  scheduled  to  repeat 
the  performance  on  April  15,  1972,  when  the  subject  of  the  seminar  will  be  gastroen¬ 
terology.  Among  those  making  such  a  meeting  possible  are  Merck,  Sharp  and 
Dohme  Co.,  West  Point,  Pa.  Shown  above  are  Raymond  C.  Grandon,  M.D.,  left,  Har¬ 
risburg,  president  of  the  Dauphin  County  Medical  Society  and  secretary  of  PMS,  and 
Leonard  Zimet,  executive  director  of  the  Pennsylvania  Osteopathic  and  Medical  As¬ 
sociation,  receiving  a  check  to  support  the  project  from  Andrew  J.  Zonay,  Jr.,  profes¬ 
sional  representative  of  the  company. 


Further  drug  regulations  issued 
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GEORGE  G.  MARTZ,  Ringgold,  and  his  wife  hold  certificates  presented  to  them 
on  the  occasion  of  his  100th  birthday  by  Charles  Brohm,  M.D.  of  Hawthorn  and 
Punxsutawney  on  behalf  of  the  Pennsylvania  Medical  Society.  Mrs.  Martz  is  102. 
The  couple  have  raised  six  children  since  their  marriage  almost  79  years  ago  and 
still  reside  on  the  farm  from  which  he  made  a  living  for  nearly  a  century. 

JCAH  adopts  new  standards 
for  hospital  accreditation 


The  Joint  Commission  on  Accredi¬ 
tation  of  Hospitals  (JCAH)  has 
adopted  new  accreditation  standards 
effective  recently. 

They  contain  a  preamble  which 
states  that  a  patient  has  the  right  to 
know  what  is  being  done  to  him,  the 
reasons  for  it,  and  who  is  responsible 
for  his  case. 

John  H.  Porterfield  III,  M.D., 
director  of  JCAH,  says  that  the  new 
standards  are  explicit  about  the  pa¬ 
tient’s  right  to  physical  privacy  and  his 
right  not  to  be  used  for  teaching  or 


research  purposes  except  with  his  con¬ 
sent.  Care  cannot  be  refused  because 
of  race,  creed,  color,  national  origin, 
or  because  of  the  source  of  payment  of 
his  bill. 

Under  the  new  standards,  informa¬ 
tion  will  be  accepted  from  the  general 
public  that  could  influence  the 
accreditation  survey.  Dr.  Porterfield 
predicts  that  the  percentage  of  hospi¬ 
tals  to  be  denied  accreditation  will 
increase  slightly,  as  will  the  percentage 
of  hospitals  that  will  not  receive  the 
maximum  two-year  accreditation. 


Western  Pa.  RMP 
receives  grant 

A  $1.3  million  grant  has  been 
awarded  to  the  Western  Pennsylvania 
Regional  Medical  Program  by  the  U.S. 
Department  of  Health,  Education,  and 
Welfare  to  support  eight  projects. 

Increased  autonomy  has  resulted 
from  a  lessening  of  federal  supervision, 
with  governmental  review  being  cut  to 
once  every  three  years  instead  of  an¬ 
nually,  technical  review  being  placed  in 
local  hands,  and  limited  spending  being 
authorized  for  new  projects  without  the 
necessity  of  federal  review. 

Budget  limitations  have  resulted  in 
the  loss  of  a  project  to  train  home 
nursing  personnel.  Library  services  and 
continuing  education  programs  will  no 
longer  be  free,  and  a  tuition  charge 
must  be  initiated  to  continue  the 
coronary  nurses  training  program. 
However,  the  award  makes  possible 
three  new  projects:  assistance  for  a 
sickle  cell  anemia  detection  program,  a 
diabetes  diagnosis  and  treatment  study, 
and  a  lung  disease  detection  and  treat¬ 
ment  project  in  Cameron,  Clearfield, 
Elk,  and  Jefferson  counties. 

Coronary  care  ambulance 
a  first  in  Philadelphia 

The  first  mobile  emergency  coronary 
care  ambulance  in  Philadelphia  has 
been  devised  by  Pennsylvania  Hospital  < 
through  a  $50,000  United  Fund  grant. 

Component  parts  include  a  portable 
and  fixed  oxygen  supply,  a  defibrillator, 
an  electrocardiograph  machine,  a 
portable  suction  device,  and  an  ar¬ 
tificial  breathing  apparatus.  It  is  staffed 
by  a  doctor,  a  nurse,  and  a  driver 
trained  to  render  assistance.  Emer¬ 
gency  care  will  be  given  on  the  spot  and 
the  patient  will  be  transported  directly 
to  the  hospital’s  new  coronary  care 
unit. 

This  specially  equipped  and  staffed 
unit  is  expected  to  tackle  the  problem  of 
over  300,000  heart  attack  deaths  in  the 
United  States  which  occur  yearly 
before  the  patient  can  receive  medical 
attention. 

Editor  named  to  committee 

David  A.  Smith,  M.D..  Harrisburg, 
medical  editor  of  Pennsylvania  M  ed- 
ICINE,  has  been  named  a  member  of 
the  advisory  committee  of  the  State 
Medical  Journal  Advertising  Bureau 
of  Oak  Park,  Ill. 


Health  program  for  migrant  workers  under  way 


The  Pennsylvania  Department  of 
Health  has  launched  a  health  program 
for  migrant  farm  workers  to  operate 
from  July  to  December.  It  covers  ap¬ 
proximately  7,500  laborers  and  their 
dependents  in  twenty-one  counties. 

Funded  by  a  U.S.  Public  Health 
Service  grant,  it  provides  the  services  of 
physicians,  nurses,  and  dentists;  labora¬ 
tory,  diagnostic,  and  emergency  facili¬ 
ties;  immunization  and  drugs. 

State  Health  Secretary  J.  Finton 
Speller,  M.D.,  announced  the  new  serv¬ 
ice  this  year  of  a  mobile  clinic  for  eye 
examinations  previously  screened  by 
the  Pennsylvania  Association  for  the 
Blind.  It  is  being  sponsored  by  the  asso¬ 


ciation  and  staffed  by  a  Spanish¬ 
speaking  ophthalmologist  lent  by  the 
Wills  Eye  Hospital,  Philadelphia. 

Pharmacies,  laboratories,  and  diag¬ 
nostic  facilities  at  the  Geisinger  Medi¬ 
cal  Center,  Danville;  the  Annie  M. 
Warner  Hospital,  Gettysburg;  and  the 
Tri-Valley  Medical  Center,  Valley 
View,  are  providing  clinical  service.  In 
counties  without  clinics,  local  medical 
personnel  and  facilities,  as  well  as  a 
mobile  dental  unit,  are  being  made 
available  by  the  Pennsylvania  Depart¬ 
ment  of  Health  and  the  Pennsylvania 
Dental  Services  Corporation.  Reli¬ 
gious,  civic,  and  government  agencies 
all  are  donating  services. 
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College  offers  definition  of  'preventive  medicine’ 


The  Board  of  Regents  of  the  Ameri¬ 
can  College  of  Preventive  Medicine 
(ACPM)  at  its  recent  meeting  adopted 
an  official  definition  of  the  term 
"preventive  medicine.” 

“Preventive  medicine  is  that  branch 
of  medicine  which  has  primary  interest 
in  preventing  physical,  mental,  and 
emotional  disease  and  injury  in  contrast 
to  treating  the  sick  and  injured.  Secon¬ 
darily,  it  is  concerned  with  slowing  the 
progress  of  disease  and  conserving 
maximal  function.” 

Announcing  the  definition  at  the 
joint  meeting  of  the  American  College 
of  Preventive  Medicine  and  the  AMA 
Section  on  Preventive  Medicine, 
ACPM  President  William  P.  Ri¬ 
chardson,  M.D.,  Chapel  Hill,  N.C., 
said,  "In  an  era  when  preventive  medi¬ 
cine  is  being  given  emphasis  greater 
than  ever,  a  clear  understanding  of  the 
term  is  essential  for  the  medical  profes- 
i  sion,  government,  and  the  public.” 

He  cited  the  remarks  of  President 
Nixon,  speaking  to  the  AMA  House  of 
Delegates  in  Atlantic  City  June  22nd. 
The  president  urged  greater  emphasis 
on  preventive  medicine.  He  said,  "As 
we  look  at  American  Medicine,  we... 
see  a  need  to  place  more  emphasis  on 

Dean  Sigel  chairman 

Bernard  Sigel,  M.D.,  Philadelphia, 
dean  of  the  Medical  College  of  Pennsyl¬ 
vania,  has  been  elected  chairman  of  a 
committee  recently  reactivated  by  the 
deans  of  the  seven  Pennsylvania  medi¬ 
cal  schools  to  study  the  development  of 
health  care  delivery  services,  state 
funding,  and  continuing  education. 

Dr.  Sigel,  who  will  serve  a  two-year 
term,  will  act  as  liaison  between  the 
medical  deans  and  the  Pennsylvania 
Medical  Society,  the  Pennsylvania 
Department  of  Education,  and  other 
agencies  related  to  medical  education 
and  delivery. 

Booklet  available 

A  booklet  entitled  "Why  the  Mas¬ 
sachusetts  Medical  Society  Opposes 
Chiropractic”  has  received  widespread 
attention  recently.  It  is  available  to 
physicians  free  of  charge  by  writing  to 
the  Massachusetts  Medical  Society, 
Dept.  4,  22  The  Fenway,  Boston.  Mass. 
02215. 


primary  care,  on  preventive  medicine, 
and  on  outpatient  treatment.” 

Identifying  drug  abuse  as  public 
enemy  number  one,  the  President 
added,  "The  best  way  to  end  drug  abuse 
is  to  prevent  drug  abuse.  America’s 
doctors  are  the  indisputable  front  line 
soldiers  for  success  in  this  all  important 
battle.” 

The  president  of  the  American 
College  of  Preventive  Medicine,  Dr. 
William  P.  Richardson,  Chapel  Hill, 


A  warning  that  up  to  250,000 
workers  in  Philadelphia  are  being  ex¬ 
posed  to  industrial  health  hazards  has 
come  from  Norman  Williams,  M.D., 
Philadelphia’s  occupational  health  and 
pollution  advisor,  who  is  also  a 
professor  of  community  health  and 
preventive  medicine  at  Jefferson  Medi¬ 
cal  College. 

Gulf  Oil  Corporation  has  provided  a 
$5,000  unrestricted  grant  for  continua¬ 
tion  of  the  college's  occupational  health 
education  program. 

Dr.  Williams  said  that  although 
many  of  the  larger  commercial  en¬ 
terprises  in  Philadelphia  maintain  ade¬ 
quate  health  services  for  their  employ¬ 
ees,  the  smaller  companies  do  not. 
Citing  such  problems  as  carbon 
monoxide  poisoning  of  automobile 
mechanics,  cancer  from  asbestos  dust 
in  pipe  fitters,  deafness  in  pneumatic 
drill  operators,  and  dermititus  from 
chemicals  and  radiation  in  factory 
workers,  he  called  for  a  city-wide  oc¬ 
cupational  program  which  would: 

•  Protect  each  worker  from  hazards 
detectable  in  his  environment; 

•  Coordinate  the  efforts  of  all 

PMS  roster  available 

The  1971-72  Roster  of  Pennsylvania 
Medical  Society  members  is  now  avail¬ 
able.  Listings  include:  county  society 
officers,  alphabetical  listing  within 
each  county  society,  state-wide  alpha¬ 
betical  listing,  and  specialty  society  in¬ 
formation.  Society  members  are  en¬ 
titled  to  a  complimentary  copy.  Copies 
are  available  to  non-members  and  orga¬ 
nizations  from  Society  Headquarters 
for  $10.00 


N.C.,  said  of  the  endorsement  of  the 
preventive  approach:  "We  join  Pres¬ 
ident  Nixon  in  urging  the  inclusion  of 
preventive  programs  as  an  integral  part 
of  health  care  services.  The  preventive 
approach  is  essential  for  dealing  effec¬ 
tively  and  economically  with  today's 
burgeoning  health  problems  including 
the  drug  abuse  dilemma.  I  urge  the 
College  membership  to  assist  the  Pres¬ 
ident  in  his  campaign  against  drug  ad¬ 
diction.” 


agencies,  public  and  private,  for 
controlling  in-plant  and  environ¬ 
mental  pollution; 

•  Provide  specially  designed,  peri¬ 
odic  medical  examinations  of  indi¬ 
vidual  employees  to  prevent  the 
development  of  illness  and  treat 
existing  illness; 

•  Educate  both  employees  and  man¬ 
agement  in  the  prevention  of  oc¬ 
cupational  disease. 

Health  conference  called 

The  annual  Fall  Health  Conference 
of  the  Pennsylvania  Health  Conference 
Committee  will  be  held  September  12- 
14  at  the  Penn  Harris  Motor  Inn.  The 
topic  will  be,  "The  Health  Scene: 
1985,”  presented  through  an  electronic 
game  called  STAPOL  operated  by  the 
Institute  of  the  Future,  Middletown, 
Conn.  For  further  details  contact 
William  E.  Graffius,  conference 
chairman.  Pennsylvania  Health  Con¬ 
ference  Committee,  2  Clemson  Dr., 
Camp  Hill,  Pa.  1701  1 . 

Family  practice  tests  slated 

The  American  Board  of  Family 
Practice  has  announced  that  its  next 
examination  for  certification  will  be 
given  over  a  two-day  period  on  April 
29-30,  1972,  in  various  centers 

throughout  the  United  States. 

The  deadline  for  applications  is 
February  1,  1972.  For  information 
write:  Nicholas  J.  Pisacano,  M.D., 
Secretary,  American  Board  of  Family 
Practice,  Inc.,  University  of  Kentucky 
Medical  Center,  Annex  #2,  Room 
229,  Lexington,  Kentucky  40506. 


Occupational  health  warning  issued 


SEPTEMBER,  1971 
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A  Hospital  Experience  for  Premeds 


There  is  general  agreement  that  ex¬ 
periences  provided  by  work  performed 
in  medical  or  para-medical  areas  during 
summer  months  often  sharpens  the  mo¬ 
tivations  of  premedical  students  to 
become  medical  practitioners  and  can, 
depending  on  individual  circumstances, 
be  of  aid  to  admissions  committees  in 
evaluating  the  interest  of  the  student  in 
medicine.  Building  on  the  value  of  the 
educational  "fall-out”  derived  from  a 
summer  practicum,  we  have  sought  to 
design  a  program  for  premedical 
students  which  involves  one  month  of 
“practice”  in  a  similar  "medical  work 
environment”  under  the  direction  of 
one  or  more  physicians. 

Bucknell  University,  Lewisburg, 
like  many  colleges  and  universities,  is 
experimenting  with  its  academic 
calendar.  Two  years  ago  the  faculty 
approved  what  is  commonly  known  as 
the  4-1-4  plan.  The  month  of  January  is 
set  aside  for  special  projects  which  nor¬ 
mally  would  not  be  possible  during  the 
regular  semester.  The  students  can  ar¬ 
range  their  own  program  or  can  register 
for  one  of  the  many  projects  sponsored 
by  faculty  members.  The  "January  Pro¬ 
gram”  is  not  required  for  graduation, 
and  no  academic  credit  is  awarded. 
There  are  only  two  pre-requisites:  high 
motivation  and  interest  in  a  subject  or 
field. 

Premedical  students  have  the  oppor¬ 
tunity  during  January  to  take  part  in 
what  we  call  a  Medical  Training  Pro¬ 
gram.  However,  the  student  must  take 
the  initiative.  He  is  required  to  contact 
his  family  physician  and  the  adminis¬ 
trator  of  a  hospital  near  his  home, 
explaining  that  he  is  a  premedical 
student  interested  in  learning  more 
about  a  career  in  medicine  and  that  he 
has  the  month  of  January  to  do  a  special 
project  under  the  guidance  of 
physicians  or  other  professionals  they 
may  designate.  The  Premedical  Com¬ 
mittee  follows  this  initial  contact  by 
writing  to  the  hospital  administrator 
and  physician  and  explaining  the  goals 
of  the  January  Program.  The  com¬ 
mittee  also  sends  several  student  reports 
of  their  January  experience  so  that  the 
sponsors  have  a  better  idea  of  what 


LESTER  KIEFT 
Lewisburg 

might  be  accomplished. 

Though  involvement  of  the  students 
varied  considerably,  all  students  agreed 
on  the  worth  of  the  “field”  experience. 
They  spent  time  in  various  sections  of 
the  hospital —  admissions,  clinics, 
emergency  room,  laboratory,  patholo¬ 
gy,  physical  therapy,  records,  x-ray,  etc. 
They  accompanied  the  physician  on  his 
hospital  rounds  and  witnessed  a 
number  of  operations.  In  a  few  cases, 
the  student  was  invited  to  the 
physician’s  office  and  sat  in  on  the  of¬ 
fice  calls.  At  most  hospitals  they  were 
invited  to  attend  the  staff  meetings  and 
the  medical  conference,  where  the 
doctors  present  and  discuss  the  unusual 
cases  of  that  day. 

During  January,  1970,  thirteen 
premedical  students  were  involved  in 
the  program.  Four  of  the  students 
worked  at  the  Evangelical  Hospital, 
Lewisburg.  So  great  was  the  enthusiasm 
of  these  four  students  in  their  report  to 
the  Premedical  Club,  that  fifty  students 
enrolled  in  the  program  for  1971.  These 
students  worked  at  thirty-eight  hospi¬ 
tals  in  Connecticut,  Maryland,  Mas¬ 
sachusetts,  New  Jersey,  New  York, 
Ohio,  Pennsylvania,  Vermont  and 
Washington,  D.C.  Only  one  student 
was  assigned  to  each  hospital  with  the 
exception  of  our  two  local  institutions, 
the  Evangelical  Hospital  and  the 
Geisinger  Medical  Center,  which  each 
took  five  students.  A  number  of 
physicians,  who  did  their  undergrad¬ 
uate  work  at  Bucknell,  have  indicated 
an  interest  and  a  desire  to  participate  in 
the  program  by  sponsoring  one  of  the 
premedical  students  in  their  area. 

At  the  conclusion  of  the  program  the 
student  prepares  a  report  on  his  activi¬ 
ties  and  evaluates  the  positive  and  nega¬ 
tive  aspects  of  his  individual  project. 
Let  me  share  just  four  of  the  many  in¬ 


teresting  comments  taken  from  the 
reports:  "Often  while  performing  an 
operation,  the  surgeon  would  explain 
what  he  was  doing  and  what  we  should 
be  looking  for.”  "I  never  realized  what 
a  major  role  the  laboratory  plays  in  the 
diagnostic  process.”  "The  most  inter-  i 
esting  experience  was  the  opportunity 
to  accompany  doctors  on  their  hospital 
rounds.  On  interesting  cases,  the 
doctor  would  relate  the  patient’s  case 
history  and  explain  the  symptoms  of 
the  patient  and  how  they  differed  from 
what  would  be  found  under  normal  I 
conditions.”  "The  program  was  very  ; 
worthwhile.  It  allowed  me  to  see 
beyond  the  public-conceived  image  of  j 
the  physician  into  the  reality  of  the 
trials,  successes,  disappointments,  and 
hard  work  that  are  routine  to  most 
physicians.  Fortified  by  this  insight  I 
am  much  better  prepared  to  make  an 
intelligent  decision  on  the  final  choice 
of  medicine  as  a  profession.”  The 
students  returned  to  Bucknell  at  the 
end  of  the  month  with  renewed  vigor 
and  a  desire  to  reach  their  goal.  Their 
discussions  with  the  doctors  gave  them 
a  better  idea  of  what  elective  courses  1 
they  should  take  and  why  they  want  to 
take  them. 

I  would  recommend  a  January  Pro¬ 
gram  in  a  hospital  to  all  premedical 
students.  It  will  be  an  exciting  and 
challenging  experience,  for  this  is  an 
excellent  “early”  opportunity  to  talk 
with  physicians  active  in  various  pro¬ 
fessional  fields  and  thus  obtain  a  clearer 
picture  of  the  medical  profession.  The 
January  Project  can  also  be  of 
tremendous  help  in  aiding  the 
Premedical  Committee  to  evaluate  the 
motivation  and  interest  of  the 
premedical  student  in  medicine  and 
thus,  indirectly  help  the  admissions 
committees  of  the  medical  schools. 


Bucknell  University’s  program  offers  on-the-job 
training  for  students — see  a  related  article 
on  page  55. 
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William  A.  Limberger,  M.D.,  President  of  the  Pennsylvania  Medical  Society,  spoke  during  the  dedication 
ceremonies  of  the  Mon  Valley  Community  Health  Center  near  Monessen,  in  a  non-urban  section  of  the 
southwestern  part  of  the  Commonwealth.  The  week-long  dedication  had  as  its  theme  ‘‘Toward  the  Ef¬ 
ficient  Delivery  of  Comprehensive  Health  and  Welfare  Services:  A  Challenge  for  Non-Urban  America.” 
Dr.  Limberger,  who  has  traveled  extensively  throughout  the  state  during  his  term  as  PMS  President, 
contributed  the  thoughts  on  these  pages. 


goal  of  each  of  the  three  bills:  To  help  solve  some  of  our  na¬ 
tional  health  care  delivery  and  financing  problems.  The 
proposers  of  the  three  bills  feel  that  more  competition 
needed  in  the  health  field  and  that  the  development  of 
group  practices  and  other  types  of  prepayment  programs 
will  save  money  for  the  public  through  the  better  utilization 
health  care  manpower  and  facilities. 

The  name  '‘Health  Maintenance  Organization.”  (HMO) 
itself  deserves  an  explanation.  The  very  name  engenders 
because  who  could  be  opposed  to  an  organization 
designed  to  maintain  health?  As  we  weigh  the  available 
facts  and  opinions,  you  individually  will  draw  your  own 


In  its  most  commonly  understood  function,  a  given  fami¬ 
ly  enrolled  in  a  health  maintenance  organization  would  pay 
a  fixed  premium  and  in  turn  would  receive  any -health  and 
medical  services  they  require  without  additional  cost.  The 
name  "Health  Maintenance  Organization”  therefore,  comes 
from  the  understood  fact  that  those  who  provide  the  health 
and  medical  services  have  a  financial  incentive  to  keep  the 
enrolled  members  of  the  public  as  healthy  as  possible,  that 
is,  to  provide  care  to  enrolled  members  in  a  manner 


subscribers  because  the  organization  would  suffer  finan¬ 
cially  if  and  when  any  of  its  enrollees  suffer  diseases  that 
require  a  major  amount  of  services. 

The  types  of  care  generally  provided  involve,  as  a 


medical  services  such  as  immunizations  and  screening  tests. 

Variations  Are  Many 

There  are  many  variations  to  this  common  concept  of  a 
health  and  maintenance  organization.  For  example,  various 
insurance  premium  structures  are  available  to  provide  other 
than  complete  prepayment  of  all  covered  services.  Some 
would  allow  for  a  nominal  fixed  per-visit  amount  in  addi¬ 
tion  to  the  prepayment  dollars  and  other  variations  would 
offer  lower  premiums  for  a  reduced  range  of  services. 

The  services  of  physicians  would  be  provided  by  those 
who  are  employees  or  partners  of  the  health  maintenance 
organization  or  by  those  who  work  under  other  contractural 
arrangements  with  the  organization  on  the  basis  of  a  fixed 
amount  for  a  fixed  number  of  patients  for  specified  services. 
With  such  a  group,  the  individual  physician  members  might 
be  reimbursed  on  a  fee-for-service  or  other  basis,  but  if  the 
dollars  paid  out  would  exceed  the  income  from  premium 
dollars,  the  physicians  agreeing  to  provide  the  covered  serv¬ 
ices  would  have  to  do  so  for  a  reduced  or  even  no  reimbur¬ 
sement. 

The  HMO  must  present  proof  of  financial  responsibility 
and  of  its  capability  to  provide  comprehensive  health  care 
services  efficiently,  effectively  and  economically. 

The  legislation  specifies  that  prompt,  appropriate,  and 
quality  service  must  be  available  to  the  enrolled  members  of 
the  public.  At  least  once  a  year,  an  open  enrollment  period 
must  be  held  at  which  time  individuals  are  to  be  accepted  in 
the  order  in  which  they  apply  up  to  the  limits  of  the  capaci¬ 
ty  of  the  HMO  with  at  least  half  of  the  enrollees  under  the 
age  of  65.  The  legislation  specifies  that  the  organizations 
must  keep  adequate  records  and  must  report,  as  required,  to 
the  Secretary  of  Health,  Education  and  Welfare. 

Under  the  provisions  of  the  three  bills,  planning  grants 
are  available  to  assist  potential  sponsors  of  the  health  main¬ 
tenance  organizations,  both  in  the  private  and  public 
sectors.  Furthermore,  direct  federal  grants  and  loans  would 
be  made  to  help  offset  the  special  risks  and  costs  of  locating 
health  maintenance  organizations  where  physicians  are  in 
short  supply.  Federal  loan  guarantees  would  be  available  for 
health  maintenance  organization  sponsors  to  obtain  private 
loans  in  the  first  year  of  the  contract  for  the  construction  of 
physical  quarters  and  to  help  sustain  operating  deficits  until 
the  enrollment  is  high  enough  to  give  the  facility  a  chance 
to  pay  its  own  way. 

The  Administration  expects  that  if  these  bills  are 
approved,  by  1986  ninety  percent  of  the  entire  population 
of  the  nation  will  have  an  HMO  available  to  it  as  an  alter¬ 
native  to  the  currentlly  available  means  of  receiving  health 
care  and  that  approximately  twenty-five  percent  of  the  pop¬ 
ulation  will  have  elected  to  enroll  in  a  health  maintenance 
organization. 

What  are  Proponent’s  views  of  HMOs? 

1.  They  claim  that  health  maintenance  organiza¬ 
tions  —  as  a  result  of  their  contractural  responsi¬ 
bilities  —  have  wide  latitude  to  make  their  own  professional 
decisions  such  as  establishing  priorities  for  patient  care  and 
assuring  the  adequacy  and  quality  of  care  provided. 

2.  Proponents  say  HMO’s,  contracting  to  provide  care  for 


a  defined  population,  could  plan  and  justify  their  present 
and  future  needs  for  facilities,  equipment,  professional  man¬ 
power,  and  capital  and  operating  costs. 

3.  They  feel  that  contracturally  stipulated  performance 
reporting  by  a  health  maintence  organization  and  competi¬ 
tion  could  minimize  the  need  for  outside  interference  in  the 
internal  affairs  of  the  health  maintenance  organization. 

4.  They  assert  that  a  health  maintenance  organization 
could  assure  the  delivery  of  medical  services  more  ef¬ 
ficiently  and  effectively  than  fee-for-service  provides  —  at  a 
predetermined  cost  to  government  and  to  the  consumer. 

5.  They  cite  the  economic  incentives  to  utilize  modern 
business  techniques  and  new  types  of  health  manpower,  to 
avoid  duplicating  services,  and  to  utilize  less  expensive  care 
appropriate  and  adequate  to  a  patient's  needs. 

6.  They  note  that  groups  of  physicians  receiving  capita¬ 
tion  payments,  based  on  peer  decisions,  could  remunerate 
their  physicians  on  any  basis. 

7.  Backers  say  a  health  maintenance  organization  could 
emphasize  preventive  services  and  ambulatory  care,  assur¬ 
ing  continuity,  accessibility,  and  availability  of  patient  care. 

8.  Supporters  feel  that  recipients  of  public  programs 
could  be  cared  for  as  regular  patients  both  administratively 
and  professionally  and  that  this  could  help  some  of  the 
problems  of  financing  medical  care  without  imposing  a  na¬ 
tional  health  system  on  the  nation. 

9.  They  note  that  the  administration,  through  HMOs, 
desires  to  place  the  entire  responsibility  for  peer  review, 
peer  review  costs,  and  accessibility  to  medical  care  in  the 
hands  of  the  medical  profession. 

Opponents’  Views 

The  opponents  of  such  plans  maintain  that: 

1.  Multiple  health  maintenance  organizations  competing 
for  enrollees  in  a  given  locality  could  create  formidable 
problems  for  government  and  the  profession  in  assuring  the 
adequacy  and  quality  of  service. 

2.  Some  fear  that  profit-making  organizations  in  the 
health  care  industry  could  produce  a  crop  of  health  mainte¬ 
nance  organizations  out  for  a  "quick  buck"  with  great  harm 
to  the  patient  by  postponing  services  that  are  needed. 

3.  They  worry  that  fixed  contract  prices,  with  the  neces¬ 
sity  of  fiscal  soundness  in  a  highly  competitive  market, 
could  result  in  "cutting  of  corners”  to  the  disadvantage  of 
patients. 

4.  Opponents  say  the  increasing  necessity  for  peer  review 
activities  by  physicians  to  insure  quality  of  care  can  only 
result  in  more  responsibility  and  duties  on  an  already 
overextended  physician  supply.  Surveillance  of  quality  care 
will  require  professional  record  review,  survey,  and  con¬ 
tinuing  evaluation  of  performance. 

5.  They  claim  that  many  factors  may  result  in  costs  ex¬ 
ceeding  the  contractural  stipulated  rate  with  very  little  pos¬ 
sibility  of  ever  building  a  surplus  for  contingencies. 

6.  Foes  say  health  maintenance  organizations  will,  in  all 
probability,  attract  a  disproportinate  enrollment  of  poor 
risks  with  resultant  fiscal  problems. 

7.  They  feel  that  financial  hardships  are  likely  to  be 
created  for  enrollees  of  relatively  small  and  independent 
health  maintenance  organizations  with  limited  access  to 
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highly  specialized  professions  and  facilities.  Use  of  services 
outside  the  health  maintenance  organization  would  be 
barred  except  for  an  emergency  or  if  contracts  specifically 
provide  for  such  services. 

8.  Opponents  say  some  physicians  and  the  more  sophis¬ 
ticated  institutions  geared  to  deal  with  specialized  and 
complicated  medical  conditions,  with  resultant  higher  costs, 
might  be  unable  to  participate  in  the  health  maintenance  or¬ 
ganization  because  reimbursement  would  not  be  sufficient 
under  some  government-specified  conditions. 

9.  The  skeptics  feel  that  techniques  to  evaluate  perform¬ 
ance  would  be  difficult  to  apply  to  the  forseeable  diverse 
settings  in  which  health  maintenance  organizations  would 
be  operating. 

10.  They  state  that  prepaid  group  practice  programs  (and 
this  could  apply  equally  to  other  types  of  practices 
qualifying  as  health  maintenance  organizations)  have 
frequently  resulted  in  impersonal  care,  lengthy  waits  for  ap¬ 
pointments,  unhappy  subscribers,  and  an  impression  of  de¬ 
terioration  in  the  quality  of  medical  care  provided. 

1 1.  They  say  the  lack  of  mobility  of  the  “captor”  patient, 

i.e.  freedom  to  select  a  physician  outside  the  health  mainte¬ 
nance  organization  at  a  time  when  care  is  needed  but  not 
available,  would  be  detrimental  to  the  provision  of  good 
quality  medical  care. 

12.  It  is  claimed  that  there  is  no  guarantee  that  the  for¬ 
mation  of  health  maintenance  organizations  would  result  in 
greater  accessibility  and  availability  of  medical  care  —  two 
of  the  major  stated  justifications  for  the  creation  of  health 
maintenance  organizations. 

13.  Lewis  J.  Segodelli,  associate  director  of  Group  Health 
Organizations  of  America,  says  that  in  organizing  a  health 
maintenance  organization,  the  government  should  be 
prepared  to  spend  two  years  and  to  lose  $750,000  on  each 
one.  With  the  proposal  that  100  such  groups  be  organized, 
this  means  a  loss  of  $75,000,000. 

Pennsylvania  Medical  Care  Foundation 

With  increasing  political  and  government  interest  in  the 
quality  of  medical  care,  peer  review  functions,  and  health 
maintenance  organizations,  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  in  October,  1970,  approved 
in  principle  the  formation  of  a  Pennsylvania  medical  care 
foundation  and  directed  that  a  specific  one  be  developed  for 
House  consideration  in  October  of  this  year.  Such  work  is 
well  under-way,  a  constitution  and  bylaws  have  been 
prepared,  and  the  Pennsylvania  Medical  Society  Board  of 
Trustees  has  directed  that  articles  of  incorporation  be  filed. 

The  purpose  of  this  non-profit  foundation  is  as  follows: 

1.  To  promote,  develop,  and  encourage  the  distribution 
of  medical  services  by  corporate  members  to  the  people  of 
Pennsylvania  at  a  cost  that  meets  the  best  interest  of  both 
patient  and  physician. 

2.  To  preserve  for  its  members,  the  medical  profession  at 
large,  and  the  public,  the  freedom  of  choice  of  both  patient 
and  physician. 

3.  To  guard  and  preserve  the  patient-physician  rela¬ 
tionship  with  its  innumerable  benefits  consistent  with  the 
professional  standards  established  by  the  corporation. 

4.  To  work  in  conjunction  with  the  Pennsylvania  Medical 


Society,  which  is  a  non-profit  organization,  with  county 
medical  societies  throughout  the  Commonwealth,  and  with 
other  organizations  in  developing  and  promoting  the  art 
and  science  of  medicine,  the  protection  of  the  public  health, 
and  the  improvement  of  the  medical  profession. 

5.  To  research  and  study  the  financing  and  service 
delivery  methods  of  all  plans  —  be  they  government, 
private  health  insurance,  or  other  prepaid  medical  care  — 
which  are  based  on  freedom  of  choice  for  both  subscriber 
and  provider,  and  which  guarantee  the  best  of  the 
physician-patient  relationship.  The  goal  of  the  research  and 
study  would  be  to  further  promote  the  above  foundation 
programs. 

6.  To  work  with  and  provide  the  information  to  the 
public,  governmental  health  agencies,  union  organizations, 
and  other  groups  and  individuals,  concerning  the  reason¬ 
able  cost  of  adequate  medical  care. 

7.  To  negotiate,  establish,  and  carry  out  contracts  consis¬ 
tent  with  the  foundation’s  purposes  with  any  person,  group, 
association  or  corporation,  or  any  branch  or  subdivision  of 
local,  state  or  national  government. 

8.  To  handle  all  of  the  duties  involved  in  administering 
medical,  health  and  service  plans  for  its  members  under 
such  things  as  group  insurance  policies  or  contracts,  medi¬ 
cal  or  hospital  service  agreements,  membership  or  subscrip¬ 
tion  contracts,  or  other  group  arrangements. 

9.  To  establish  a  standard  procedure  by  which  any  person 
receiving  medical  or  health  services  has  the  opportunity  for 
a  fair  hearing  in  any  disputed  instance. 

PMS  Activity 

The  Pennsylvania  Medical  Society  named  a  subgroup  of 
its  Council  on  Medical  Service  to  act  as  foundation 
directors  until  the  normal  procedures  specified  under  the 
articles  of  incorporation  can  be  applied  for  the  election  of 
directors  or  trustees. 

Any  Pennsylvania  licensed  physician  or  dentist  who  is  a 
member  of  the  Pennsylvania  Medical  Society,  the  Pennsyl¬ 
vania  Osteopathic  Medical  Association,  or  the  Pennsylvania 
Dental  Association,  or  who  is  eligible  for  membership  in 
any  of  the  three  organizations,  will  be  eligible  to  apply  for 
election  to  participating  membership  in  the  foundation  cor¬ 
poration. 

The  Pennsylvania  Medical  Society  plans  to  incorporate 
and  organize  this  foundation  so  that  it  would  be  capable  of 
operating  as  a  health  maintenance  organization  if  and  when 
such  legislation  is  passed. 

In  March  of  1971,  the  Pennsylvania  Medical  Society 
received  a  letter  inviting  it  to  apply  for  funds  to  operate  an 
extensive  health  care  review  program  in  the  state.  The  letter 
came  from  Paul  J.  Sanazaro,  M.D.,  director  of  the  National 
Center  for  Health  Services  Research  and  Development  of 
the  Department  of  Health,  Education,  and  Welfare.  Dr. 
Sanazaro’s  center  is  directed  toward  improving  the  access 
and  quality  of  health  and  medical  care  and  toward 
moderating  the  cost  of  such  services.  The  center  particu¬ 
larly  is  interested  in  mechanisms  for  health  care  review  and 
proposes  to  support  the  establishment  and  operation  of 
approved  experimental  review  organizations  by  several 
medical  societies  or  other  interested  groups.  The  Pennsyl- 
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vania  Medical  Society  has  expressed  interest  in  partici¬ 
pating  in  the  research  program  and  has  submitted  a  major 
grant  proposal.  If  the  grant  should  be  made,  it  is  planned  to 
incorporate  this  function  within  the  operation  of  the  medi¬ 
cal  care  foundation. 

Group  Practice  Plans 

Various  governmental  agencies  have  shown  increased  in¬ 
terest  in  group  practice  plans  as  a  means  of  improving  the 
delivery  and  quality  of  health  care.  Attention  to  these  plans 
has  been  growing  since  the  National  Advisory  Commission 
on  Health  Manpower  reported  in  1967  that  the  Kaiser  Per- 
manente  Medical  Care  Program  was  able  to  provide  quali¬ 
ty,  comprehensive  medical  care  at  a  cost  that  was  20  to  30 
percent  less  than  other  delivery  systems  in  California. 

In  1969,  the  American  Medical  Association  conducted  a 
survey  of  group  practices  in  the  United  States.  It  mailed  a 
questionnaire  to  7,891  known  or  potential  groups.  It  asked 
the  size  of  the  group,  specialty  composition,  location,  form 
of  organization,  administration,  type  of  medical  service 
provided,  extent  of  prepayment,  and  the  number  and  type 
of  allied  health  manpower  employed.  It  received  a  response 
of  97.3  percent  and  analyzed  all  of  the  usable  answers  —  a 
total  of  6,371  questionnaires. 

The  group  practice  definition  used  by  the  AMA  Council 
on  Medical  Service  is  as  follows:  “Group  medical  practice  is 
the  application  of  medical  services  by  three  or  more 
physicians  formally  organized  to  provide  medical  care,  con¬ 
sultation,  diagnois,  and/or  treatment  through  the  joint  use 
of  equipment  and  personnel,  and  with  the  income  from 
medical  practice  distributed  in  accordance  with  methods 
previously  determined  by  members  of  the  group.” 

The  AMA  divided  the  6,371  groups  to  be  analyzed  into 
three  basic  categories:  (1)  single  specialty  groups,  (2)  gener¬ 
al  practice  groups,  (3)  multi-specialty  groups.  The  groups 
involved  40,093  physicians  of  whom  91  percent  were  en¬ 
gaged  in  full-time  group  practice.  The  greatest  number  — 
60.7  percent  were  in  multi-specialty  groups,  with  32.6  per¬ 
cent  in  single  specialty  groups,  and  6.7  percent  in  general 
practice  groups.  Two-thirds  of  the  total  number  of  groups 
were  in  five  states  —  California,  Texas,  New  York,  Ohio, 
and  Illinois. 

In  Pennsylvania  there  were  231  groups,  of  which  139 
were  single  specialty,  65  multi-specialty,  and  27  general 
practice.  The  total  number  of  physicians  in  Pennsylvania 
groups  was  1,364,  of  which  748  were  in  multi-specialty 
units,  527  in  single  specialty  groups  and  89  in  general  prac¬ 
tice  groups. 

Only  a  small  number  of  the  6,371  groups  analyzed  were 
prepayment  groups.  A  prepayment  group,  by  any  other 
name,  is  a  type  of  health  maintenance  organization  —  and 
all  of  the  pros  and  cons  of  health  maintenance  organizations 
that  I  have  cited  apply  equally  to  any  prepayment  group. 
Regardless  of  how  you  feel  about  health  maintenance  orga¬ 
nizations  —  whether  you  be  an  avid  proponent  or  extreme 
opponent  —  it  is  clear  they  are  not  the  single  answer  to  our 
health  care  problems.  In  support  of  that,  I  will  quote  from  a 
paper  delivered  by  C.  C.  Culling,  M.D.,  executive  director 
of  the  Permanente  Medical  Group: 

“Much  of  the  interest  and  inquiry  into  the  concept  and 


mechanism  of  this  type  of  health  care  delivery  has  been  legit¬ 
imate  and  rational.  Unfortunately,  a  greater  portion  of  the 
attention  has  been  a  superficial  hailing  of  group  practice 
prepayment  as  the  panacea  for  all  the  ailments  of  the  Amer¬ 
ican  health  care  industry.  I  obviously  feel  that  group  prac¬ 
tice  prepayment  has  considerable  advantages  over  other  j 
systems  of  health  care  delivery.  If  not,  I  would  not  have 
devoted  the  past  32  years  to  such  a  program.  But  to  blindly 
jump  on  the  bandwagon  of  prepaid  group  practice  to  the 
exclusion  of  all  other  systems  and  hail  it  as  the  solution  to 
the  ills  of  national  health  care  —  as  many  are  wont  to 
do —  is  not  only  intellectually  dishonest  but  a  detriment  to 
those  who  are  honestly  seeking  answers  to  the  question  of 
how  we  can  improve  the  accessibility  and  delivery  of  medi¬ 
cal  care.  In  the  lexicon  of  our  younger  generation  —  it  is  a 
cop  out.” 

Non-Urban  Impact 

Outside  of  the  major  metropolitan  centers  of  Pennsyl¬ 
vania,  there  has  been  an  understandable  but  deplorable 
growing  physician  shortage  due  to  a  variety  of  complex 
causes  that  cover  the  gamut  of  social,  economic,  and  medi¬ 
cal  education  reasons.  The  further  we  move  away  from 
urban  centers  and  their  attractive  suburbs,  the  greater  the 
shortage  becomes  until  it  hits  almost  crisis  proportions  in 
isolated  rural  sectors. 

In  group  practice  lies  the  only  immediate  practical  means 
of  stopping  or  even  reversing  this  maldistribution  of  avail¬ 
able  medical  manpower.  The  solo  practitioner  moving  into 
one  of  these  isolated  areas  literally  can  be  worked  to  the 
point  of  exhaustion,  surrounded  every  minute  by  frustration 
over  his  inability  to  use  all  of  his  medical  knowledge 
because  of  the  inaccessibility  of  consultants  and  supportive 
services.  With  a  group  practice  program  in  an  isolated  area, 
that  physician  can  join  the  group  with  assurances  that  his 
time  can  be  budgeted  without  imposing  hardships  on  his  pa¬ 
tients  and  with  assurance  that  consulting  services  immedi¬ 
ately  are  available. 

In  this  reference  to  group  practice,  I  am  not  differentiating 
between  fee-for-service  and  prepayment  groups.  It  is  the  en¬ 
vironment  provided  by  the  group  itself  which  offers  the  in¬ 
ducement  for  a  physician  to  join  it,  and  the  reimbursement 
arrangement  is  only  a  component  of  that  total  environment. 

It  is  an  environment  that  is  essential  for  attracting  physicians 
to  rural  areas.  True,  the  availability  of  physicians  in  rural 
areas  might  be  solved  in  a  non-voluntary  way  by  drafting 
physicians  and  assigning  them  to  specific  areas  but  I  believe 
that  the  best  voluntary  solution  is  the  promotion  and  growth 
of  rural  group  practice. 

Just  as  all  patients  are  not  alike,  physicians  are  not  alike 
and  not  all  of  them  will  or  should  choose  to  practice  in  a 
group.  There  always  will  be  solo  practitioners  providing 
their  care  with  a  self-reliance  and  patient  involvement  that 
have  been  the  keystone  of  primary  medical  care.  Medical 
school  curricula  of  today  and  our  total  culture  provide  too 
few  such  individuals  to  continue  to  rely  on  solo  practi¬ 
tioners  for  the  delivery  of  medical  care  in  rural  America. 

In  cities  and  their  suburbs,  group  practice  may  be  an  op¬ 
tional  method.  In  some  rural  sectors,  group  practice  well 
may  become  the  only  method.  □ 
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vacation  in 
a  vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  cDonnatalcEtiect” 


each  tablet,  capsule  or  each  Donnatal  each 


5  cc.  teaspoonful  of  elixir  1 23%  alcohol ) 

No.  2 

Extentab® 

hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.31 1 1  mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital 

(!4  gr.)  16.2  mg. 

( Vz  gr. )  32.4  mg.  ( 3A  gr. )  48.6  mg. 

(warning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  a  hypersensitivity  to 
any  of  the  ingredients. 


/I'H'f^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


LEMON  TREE  SO  VERY  PRETTY 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTY  LEMONS. 


IS  IMPOSSIBLE  TO  EAT. 


2  ways  to  provide  a  month’s 
therapeutic  supply  of  Vitamin  C: 

180  lemons  or  30  Allbee  with  C 

As  a  source  of  ascorbic  acid,  the  lemon  really  hits  a  high  C  (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6  a  day— to  get  a  therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C  capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  B6  as  two  pounds  of  corn.  Allbee  with  C  is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a  month’s  supply  at  a  very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 

Allb66withC 


Each  capsule  Contains: 
Thiamine  mono¬ 
nitrate  (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro¬ 
chloride  (Vit.  B6)  5  mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


AH 


ROBINS 


AM- 


ROBINS 


AHR 


physician’s  psychological  support  is  confirmed 


Official  Journal  of  the 
American  Fertility  Society 


The  treatment  of 


impotence 

\  due  to  androgenic  deficiency  in  the  American  male. 

\  The  concept  of  chemotherapy  plus  the 


as  effective  therapy. 


tsTUDV  , 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 


Fertility  and  Sterility,  January  1970 


Android 

(thyroid-androgen)  tablets 


Choice  of  4  strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  .  .5.0  mg. 
Thyroid  Ext.  (Vj  gr.)  . .  .30  mg. 

Glutamic  Acid . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

8ottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  _ 64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  ('/»  gr.)  ...  15  mg 
Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  . 25  mg 

Glutamic  Acid  . 100  mg 

Pyridoxine  HCI . 5  mg 

Niacinamide  . 75  mg 

Calcium  Pantothenate  .  10  mg 

Vitamin  B-12  . 2.5  meg 

Riboflavin  . 5  mg 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


References:  1.  Montesano,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekua 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher,  T.  F 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936 
1959.  5.  Farris.  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis 
J  Urol  79:863,  1958  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila 
delphia,  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Niciir 

capsules/elixir 

A  Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR 


■  Cerebro-Nicin 
□  Placebo 


25°o 

17% 

FAIR 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl, .  of 
the  Amer.  Ger.  Soe.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole . .100  mg. 

Nicotinic  Acid .  100  mg. 

Ascorbic  Acid .  100  mg. 

Thiamine  HCI .  .  25  mg. 

1 -Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin .  2  mg, 

Pyridoxine .  3  mg. 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  802.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound,  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REfERJp 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
class.  And  they  really  respond. 

She  has  another  plan  just 
for  herself.  A  medication  plan 
for  her  hypertension.  Ana  she's 
also  responding  beautifully. 

More  than  just  another 
antihypertensive,  Ser-Ap-Es 
can  be  a  whole  medication  plan 
for  living  with  hypertension. 

Does  it  get  good  marks  for 
comfort? 

Excellent.  Because 
Ser-Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of  each 
component  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz¬ 
ing  side  effects.  However,  side 
effects  may  occur  (see  prescrib¬ 
ing  information). 

Designed  with  the  kidney 
in  mind? 

Hydralazine  maintains 
or  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
cerebral  vascular  tone.  And 
reserpine  has  beneficial  calm¬ 
ing  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline®  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

J I.  reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-fcs 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 

25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901  -2/4624-1  17 
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Change  this  word  in 
your  vocabulary  and  your  patient 
will  get  an  Upjohn  product 
and  a  low  price. 


E-Mycin®  available  in  250  mg  tablets. 
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Deltasone  5  mg. 

(prednisone,  Upjohn) 


an  economical 
prednisone 
that's  made 
a  name  for  itself 
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DELTASONE®  TABLETS -2.5  &  5  mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a  weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis¬ 
ease,  certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a  potent  thera¬ 
peutic  agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a  reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti¬ 
nent  to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso¬ 
lute-herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul¬ 
monary  or  meningeal  tuberculosis,  but  should  be  used  only  in  con¬ 
junction  with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver¬ 
ticulitis,  fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi¬ 
ciency,  thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac¬ 
cinia,  varicella  and  other  exanthematous  diseases,  and  fungal  infec¬ 
tions,  and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces¬ 
sary  to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri¬ 
ate  therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be¬ 
cause  of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti¬ 
bacterial  measures.  If  possible,  avoid  abrupt  cessation  of  corti¬ 
costeroid  therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a  reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a  potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon¬ 
tinuation  of  adrenocortical  steroids.  Therefore,  if  a  patient  is  sub¬ 
jected  to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a  solu¬ 
ble  hormone  preparation  in  the  immediate  preoperative  and  post¬ 
operative  periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes¬ 
tations  of  latent  diabetes  mellitus  may  be  precipitated.  Cortico¬ 
steroids  may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad¬ 
ministered  corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte¬ 


nance  doses  of  Deltasone  (prednisone),  however,  keep  this  eff| 
in  mind  and  perform  periodic  serum  potassium  determinations, 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbac 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  si 
stantial  doses  of  steroids  for  prolonged  periods,  and  evider.. 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  F 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  I 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  \ 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Folic 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  The 
fore,  carefully  observe  growth,  of  children  on  prolonged  cortici 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recov 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoj  j 
during  pregnancy,  since  spontaneous  remission  of  some  diseaj 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  there 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophyla> 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X-r£ 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  ai 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recob 
mended.  Since  prednisone  causes  less  salt  and  water  retenti 
than  many  other  glucocorticoids,  patients  should  be  observ 
closely  for  development  of  undesirable  hormonal  effects  that  i 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyp< 
tension  due  to  salt  and  water  retention.  Continued  supervision 
patients  after  cessation  of  therapy  is  essential,  since  there  may 
a  sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  co 
coids  include:  Cushing's  syndrome,  moon  facies,  supraclavicu 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insu 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery 
severe  illness;  protein  catabolism  with  negative  nitrogen  balam 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggi 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosur' 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracturi 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complic 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggi 
vation  or  masking  of  infection;  increased  blood  pressui 
convulsions;  petechiae  and  purpura;  menstrual  irregularities 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomn 
psychic  disturbances  especially  abnormal  euphoria;  nervousne: 
posterior  subcapsular  cataracts  occasionally  requiring  extractic 
increased  intraocular  tension;  increased  intracranial  pressure  w 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  an^ 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childrt 
thromboembolic  complications;  facial  erythema;  allergic  skin  res 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myc 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usua 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5  mg.,  scorec 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  f 
strips. 


For  additional  product  information,  consult  the  package  insi 
or  see  your  Upjohn  representative.  MED  B.1S  (K0 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Deltasone9  5  mg. 
(prednisone,  Upjohn 

an  economical 
prednisone 
that's  made 
a  name  for  itself 


IN  ASTHMA  optional 

in  EMPHYSEMA  ||  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg¬ 
nancy  (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra¬ 
indications  are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3  or  4  times  a  day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3  or  4  times  a  day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4  mg.  ephe¬ 
drine  HC1.  Dosage:  Children,  1  cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a  50  lb.  child.  Dose  may 
be  repeated  3  or  4  times  a  day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Yi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A  counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  &  COMPANY,  INC  ,  RICHMOND,  VIRGINIA  23217 


For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres¬ 
sants.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a  motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence .•  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre¬ 
scribed.  Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in¬ 


crease  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos¬ 
ages,  there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder¬ 
ate  gastric  upset  (including  diarrhea,  esoph¬ 
agitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a  very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company  •  Indianapolis,  Indiana  46206 


101488 


when 

S-l  symptoms 
demand 


move  up  to 
<fthe  Robinul 
response” 


a  potent 

synthetic 

anticholinergic 


In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a  potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a  highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a  profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a  “one  tract 
mind”  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2  mg. 

Forte  (glycopyrrolate) 

'NDICATIONS  Robinul  Forte  (glycopyrrolate,  2  mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
i  cated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
‘  te  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
tilable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
Mded  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
f  creatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
s  drome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
’ '  be  indicated.  ■  CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
t ,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
l;e  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■  PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
f  jcoma.  ■  SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
)  32  mg.  of  glycopyrrolate  a  day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Irred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
C3S  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
s,  and  rash.  ■  DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2  mg.)  or  Robinul-PH  Forte  is  one 
et  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
f  ent's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
{ Jired  to  maintain  symptomatic  relief.  ■  SUPPLY  Robinul  Forte  (glycopyrrolate,  2  mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
1^/2  in  bottles  of  100  and  500.  ■  Robinul-PH  Forte  (glycopyrrolate,  2  mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
ets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


You  can’t  fell  a  redwood 
with  a  hatchet 


Alow  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a  high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a  high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with :  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Dici  ng  rail 

High  Potency  Vitamin  Formula 

Theragrair-M  _  ... 

High  Potency  Vitamin  Formula  with  Minerals 


With  vitamins,  too,  relative  needs  determine  the  choice. 


1971  SCIENTIFIC  ASSEMBLY 


TEMPLE  UNIVERSITY 
HEALTH  SCIENCES 
CENTER 

presents 

THE  FIFTEENTH 
ANNUAL 
POSTGRADUATE 
COURSE 

“Recent  Advances  in  Medicine” 

On  eight  consecutive  Wednesdays, 

11  a.m.  to  4  p.m. 

October  1 3  to  December  1 , 1 971 

AIMS  OF  COURSE:  Problems  in  Clinical 
Practice. 

METHODS:  Grand  Rounds,  Clinics,  Case 
Discussions,  Office  Procedures, 
Lectures,  Panel  Discussions, 
Luncheon  with  the  Experts,  all 
with  audience  participation. 
FACULTY:  Members  of  the  Department  of 
Medicine  and  other  selected 
departments  of  Temple  University 
Health  Sciences  Center. 

Guest  Faculty 

Dr.  James  B.  Wyngaarden,  Professor  and  Chairman 
Department  of  Medicine,  Duke  University  Medical  Center 

Dr.  W.  Proctor  Harvey,  Professor  of  Medicine 

Director,  Division  of  Cardiology,  Georgetown  University  Medical  Center 

Dr.  Henry  Wagner,  Jr.,  Professor  of  Radiologic  Sciences  and 
Nuclear  Medicine,  Johns  Hopkins  Hospital  and  University 

Dr.  David  H.P.  Streeten,  Professor  of  Medicine 
State  University  of  N.Y.  at  Syracuse 

Dr.  Harold  I.  Lief,  Professor  of  Psychiatry 
University  of  Pennsylvania 

AAGP  Credit  Requested. 

For  further  information  and  curriculum  con¬ 
tact: 

Department  of  Medicine 
Temple  University  Health  Sciences  Center 
3400  N.  Broad  St.  Philadelphia,  Pa.,  19104 

Albert  J.  Finestone,  M.D. 

Director  of  Course 

Sol  Sherry,  M.D.,  Chairman 
Department  of  Medicine 


Clinical  Therapeutics  — 1971 
Emergency  Medicine 

November  8-11  Host  Farm  Motel 


Lancaster 


A  morning  session  planned  and  presented  by  each 
of  the  following: 

•  Medical  College  of  Pennsylvania 

•  Pennsylvania  State  University  School  of  Medi¬ 
cine,  Milton  S.  Hershey  Medical  Center 

•  Temple  University  School  of  Medicine 

•  University  of  Pennsylvania  School  of  Medicine 
Four  Seminars  for  Nurses  &  Allied  Professionals 
Sixteen  Specialty  Seminars 

Luncheons  with  the  experts 

WATCH  FUTURE  ISSUES  OF 
PENNSYLVANIA  MEDICINE 
FOR  MORE  INFORMATION 

or 

Write  to: 

Council  on  Education  &  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043 


PENNSYLVANIA 

MEDICINE 


classifieds 


PHYSICIANS  WANTED 

General  Practitioner  —  Consider  lo¬ 
cating  in  growing  Western  Pennsyl¬ 
vania  in  Darlington  area,  Beaver 
County.  New  industries.  Beaver  Falls 
(two  hospitals)  fifteen  minutes  away. 
Turnpike  ten  minutes  away.  Contact 
J.B.  Swick,  Darlington,  Pa.  16115. 
Excellent  opportunity  for  a  general 
practioner  and  a  surgeon.  Rapidly  de¬ 
veloping  resort  area,  with  hunting, 
fishing,  and  winter  sports.  Fully 
accredited,  60-bed  hospital,  just  com¬ 
pleting  a  million  dollar  modernization 
program.  Contact  E.L.  Pritt,  Adminis¬ 
trator,  Myersdale  Community  Hospi¬ 
tal,  Myersdale,  Pa.  15552. 

Coatesville  —  Physicians  needed  for 
psychiatric  service  (full  or  part-time) 
in  accredited  VAH  —  38  miles  west  of 
Philadelphia.  Affiliated  with  Thomas 
Jefferson  University  School  of  Medi¬ 
cine.  Psychiatric  experience  desirable 
but  not  mandatory.  License  any  state. 
Salary  range  is  $17,761  through 
$31,523,  commensurate  with  training 
and  experience.  Excellent  fringe  ben¬ 
efits.  Contact  Chief  of  Staff,  VAH, 
Coatesville  19320.  Equal  opportunity 
employer. 

Director,  University  Health  Ser¬ 
vices —  To  direct  full-time  staff  of 
Drexel  University  Health  Services  as 
physician-in-charge  and  director.  Par¬ 
ticipate  in  development  of  comprehen¬ 
sive  medical  care  program  for  students 
in  well-equipped  new  Health  Center. 
Opportunity  for  regular  academic  ap¬ 
pointment,  research,  medical  school 
affiliation.  Month  vacation,  health  in¬ 
surance,  pension  plan,  and  other 
benefits.  Salary  open  —  commen¬ 
surate  with  training  and  experience. 
Challenging  and  professionally  satis¬ 
fying  position.  Never  dull.  Send 
resume  to  Edward  C.  McGuire,  Vice- 
President  for  Student  Affairs,  Drexel 
University,  32nd  and  Chestnut  Streets, 
Philadelphia,  Pa.  19104. 

Accident  Ward  Physicians  Wanted: 

for  Delaware  County  Memorial  Hospi¬ 
tal,  Drexel  Hill,  Pa.  Pennsylvania 
licensed.  Liberal  income  guarantee. 


Call  or  write  Administrator.  Tel: 
(215)259-3800. 

Emergency  Room  Physician  —  Full 
Time;  Accredited  325  bed  general  hos¬ 
pital  active  approved  internship  and 
residency  programs;  excellent  benefits. 
Submit  resume  to:  Administrator, 
Robert  Packer  Hospital,  Sayre,  Pa. 
18840. 

To  head  Child  Psychiatric  Services  in 

progressive  expanding  comprehensive 
Mental  Health  Center  in  the  city  of 
Philadelphia.  Dynamic,  creative,  imag¬ 
inative  and  daring  individual  wanted. 
Should  be  willing  to  explore  group 
approaches  to  treatment  and  partici¬ 
pate  in  related  services  of  consultation 
to  the  community.  Familiarity  with 
the  work  of  comprehensive  mental 
health  centers  desirable  but  not  man¬ 
datory.  Fringe  benefits.  Northeast 
Community  Mental  Health  Center, 
Roosevelt  Blvd.  &  Adams  Ave.,  Tel: 
(215)  743-1600,  Personnel  Depart¬ 
ment. 

Anesthesiologist — 350  bed  medical 
college  affiliated  hospital  —  Top  sa¬ 
lary —  New  facilities.  Contact  Mr.  L. 
Huebner  Tel:  (215)  848-8513.  The 
Medical  College  of  Philadelphia. 

Two  OB-GYN  physicians  to  form 
group  practice  for  208  bed  general 


hospital  —  Pennsylvania  license  — j 
free  office  space  available  for  one 
year.  Board  certified  or  Board  eligible 
Contact  James  F.  White,  Mercy  Hos 
pital,  Altoona,  Pa.  Tel:  (814)  944 
1681. 

Available  Immediately:  Board-eligibl 

obstetrician  and  gynecologist,  33 
seeks  group,  partnership,  hospitt 
practice.  Board  certified  pediatricia 
wants  clinic,  group,  hospital  posts  witj 
regular  hours.  Both  University  trained 
Licensed.  Write  Box  592,  Pennsy] 
vania  Medicine,  20  Erford  Rd 
Lemoyne,  Pa.  17043. 

POSITION  WANTED 
Obstetrical-Gynecological,  certified  o 
eligible,  wanted  to  join  two  boar* 
diplomates  about  six  miles  east  cj 
Pittsburgh,  Pennsylvania.  Salar 
open  —  leading  to  partnership.  Writ 
Box  593,  Pennsylvania  Medicine,  2i 
Erford  Rd.,  Lemoyne,  Pa.  17043. 

FOR  SALE  OR  RENT 
Completely  furnished  surgeon  s  office 
Two  offices,  three  examining  rooms 
business  office  and  waiting  room  in  5 
building  complex  with  other  physi 
cians.  Prefer  board  certified.  Retirinj 
due  to  ill  health.  Write:  James  W 
Gilchrest,  M.D.,  Eastwood  Profes 
sional  Center,  Pellis  Rd.,  Greensburg 
Pa.  15601. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi¬ 
cal  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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skm  is  infected, 

>r  open  to  infection  ••• 

choose  the  topicajs 
that  give  your  patient- 

broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporinf  Ointment 

(polymyxin  B-bacitracin-neomycin) 

€ach  gram  contains:  Aerosporin®  brand  polymyxin  B  sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5  mg.  (equivalent  to  3.5  mg. 
neomycin, base);  specialwhite  petrolatum  q.  s. 

Iln  tubes  of  1  oz.  and  oz.  for  topical  use  only. 

Vanishing  ( "ream  Base 

Neosporin-G  <>c 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B  sulfate,  10,000 
[units;  neomycin  sulfate,  5  mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a  smooth,  white,  water-washable  vanishing 
bream  base  with  a  pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
[petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
.QOlyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
[methyl paraben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

°recaution:  As  with  other  antibiotic  preparations,  prolonged  use  mayi 
'esult  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appro 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic 
iterature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a  reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
oerforated.  These  products  are  contraindicated  in  those  individuals 
lave  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Sept.  PML. 
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Respiratory  and  Cardiovascular  Care:  The  Clinician’s  Challenge 
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SESSION  SIDELIGHTS 


Scientific  and  Technical  Exhibits 
Fireside  Conferences 
Round-Table  Luncheons 
Television  Clinics 
Sunrise  Sessions 


THIRD  FALL  SCIENTIFIC  ASSEMBLY 
(37th  Annual  Meeting) 

Monday  through  Thursday 
October  25-28,  1971 

Sheraton  Hotel 
Philadelphia,  Pennsylvania 

Major  Symposiums 

-The  Airway  -Arrhythmias:  Primary,  Respira- 

-Incipient  Lung  Disease  tory.  Metabolic 

-Clotting  in  Heart  and  Lung  -Coronary  Artery  Disease: 

-Assessment  in  Heart  Chambers  Medical  or  Surgical  Manage- 
and  Regurgitant  Factors  ment? 


-C  ardiorespiratory  Inti  in 
Care 

-Temporary  Lung 
-It's  New — Is  It  Good? 


Original  Clinical  Research  Papers 


Myocardial  Revascularization 
Electrocardiography 
Diagnosis  and  Treatment  of  Pulmonary 
Diseases 
Lung  Function 
Selected  Pulmonary  Topics 
■Obstructive  Ventilatory  Disease 


-Thoracic  Surgery 
-Selected  Cardiology  Topics 
-Coronary  Arteriography 
-Cardiovascular  Function 
-Therapeutic  and  Diagnostic  Concepts 
-Valvular  Surgery 


Special  Teaching  Sessions 

Tutorial  Sessions:  An  Hour  with  a  Clinician — Teacher 
Demonstrations  of  Techniques  in  Physical  Diagnosis 
Ask  the  Expert  in  X-rays  and  ECG 
Clinic  Visits 


Workshops  and  Seminars 

Evening  Scientific  Seminars:  Practical  presentations  on  topics  of  urgent  clinical  appeal  i  En¬ 

vironmental  Health,  Cardiovascular  Surgery,  Pulmonary  Physi  gv 
and  Hypertension 

Conference  on  Biomedical  Signal  Processing  and  Spectrum  An  sis 

Workshop  on  Self-Instruction  in  Medical  Education  to  develop  techniques  for  gaining  maxjm 

participation  in  the  learning  process  (All  day  Monday) 

Symposium  on  Team  Care:  An  all-day  Monday  session  for  nurses,  clinical  specialists,  sior 

inhalation  and  chest  therapists. 


General  Arrangements  Chairman.  Peter  A.  Theodos,  M.D.  Program  Chairman.  Peter  V.  Moulder,  M.D. 

For  Advance  Registration  and  detailed  program  information,  write  to: 

The  American  College  of  Chest  Physicians/  1  12  East  Chestnut  Street /Chicago,  III.  6061  1 
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m.d.'s  in  the  news 


A.  James  Liedtke,  M.D.,  has  been 
appointed  assistant  professor  of  medi¬ 
cine  at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi¬ 
ty.  He  has  been  a  fellow  in  cardiology 
at  the  Peter  Bent  Brigham  Hospital  in 
jBoston  and  an  assistant  instructor  in 
medicine  at  Harvard  Medical  School. 

Alumni  awards  have  been  presented 
to  several  state  physicians  by  area 
medical  schools.  The  University  of 
Pittsburgh  School  of  Medicine  has 
presented  the  Philip  Hench  Distin¬ 
guished  Alumnus  Award  to  Harry  F. 
Bisel,  M.D.,  chairman  of  the  division 
pf  clinical  oncology  and  internal  medi¬ 
cine  at  the  Mayo  Clinic  and  associate 
professor  of  clinical  medicine  at  the 
Mayo  Graduate  School  of  Medicine, 
Rochester,  Minn. 

j  Bucknell  University  has  recognized 
the  service  of  Robert  L.  Gatski,  M.D., 
Bloomsburg,  superintendent  of  the 
Danville  State  Hospital,  in  the  treat¬ 
ment  of  alcoholics,  the  aged,  and  the 

tientally  disturbed. 

Medical  College  of  Pennsylvania 
as  announced  two  alumnae  awards. 
Lucy  Frank  Squire,  M.D.,  is  the  recip¬ 
ient  of  the  1971  Alumnae  Achieve¬ 
ment  Award  for  her  work  in  medical 
education  in  the  field  of  radiology.  She 
is  a  lecturer  on  radiology  at  Harvard 
Medical  School  and  Massachusetts 
General  Hospital,  Boston,  and  an  as¬ 
sociate  professor  of  radiology  at  the 
State  University  of  New  York.  The 
College's  Commonwealth  Committee 
has  chosen  Elizabeth  S.  Waugh,  M.D., 
Philadelphia,  as  the  recipient  of  its  ci¬ 
tation  to  an  outstanding  alumna  for 
her  work  in  the  field  of  obstetrics  and 
gynecology,  both  in  private  practice 
and  as  an  author  and  teacher. 

A  number  of  state  physicians  have 
recently  received  recognition  for  serv¬ 
ice  to  their  communities.  The  General 
Hospital  of  Monroe  County  honored 
Drs.  Paul  Shiffer,  Marshall  Metzgar, 
Claus  Jordon,  and  Thomas  Metzgar 
for  thirty-five  years  of  service.  The 
Northampton  Lions  Club  has  named 
as  their  Man  of  the  Year  Thomas  Kar- 
dish,  M.D.,  of  Churchville. 

A.  Eaton  Roberts,  M.D.,  Malvern, 
received  a  plaque  from  the  Chester 
County  Medical  Society  for  twenty- 


five  years  of  service  to  the  community, 
and  the  Paoli  Memorial  Hospital 
dedicated  its  radiology  department  to 
him. 

Nathan  H.  Einhorn,  M.D.,  director 
of  medical  education  at  Philadelphia 
General  Hospital,  was  honored  at  a 
retirement  dinner  after  thirty-five 
years  of  service  to  the  hospital. 

Joseph  E.  Beideman,  M.D.,  Norris¬ 
town  ophthalmologist  and  former  pres¬ 
ident  of  the  Wills  Eye  Hospital  Soci¬ 
ety,  has  announced  his  retirement  after 
more  than  fifty  years  of  practice. 

The  Union  County  Medical  Society 
recently  honored  John  W.  Arbogast, 
Sr.,  M.D.,  Lewisburg,  for  more  than 
fifty  years  of  service.  His  son,  John  W. 
Arbogast,  Jr.,  M.D.,  is  a  member  of 
the  staff  at  Evangelical  Community 
Hospital,  where  his  father  practiced 
and  served  on  the  board  of  directors 
for  over  thirty-two  years. 

Other  foreign  lectures  of  interest 
have  been  reported  by  St.  Chris¬ 
topher’s  Hospital  for  Children  in 
Philadelphia.  Robinson  D.  Harley, 
M.D.,  professor  of  ophthalmology  at 
Temple  School  of  Medicine  and  chief 
of  the  section  of  opthalmology  at  St. 
Christopher’s,  was  guest  speaker 
representing  Project  Hope  at  a  recent 
meeting  of  the  Trans  Carribean 
Ophthalmic  Society  in  Kingston, 


Jamaica. 

Victor  H.  Auerbach,  M.D.,  research 
professor  in  pediatrics  and  chief  of 
biochemical  research  at  St.  Chris¬ 
topher’s,  chaired  a  session  and 
presented  a  paper  at  a  meeting  of  the 
International  Symposium  on  Malig¬ 
nant  Hyperthermia  at  the  University 
of  Toronto. 

The  Pennsylvania  Radiological  So¬ 
ciety  has  announced  the  election  of  the 
following  officers  at  its  annual  meeting 
held  in  May  at  the  Bedford  Springs 
Hotel,  Bedford:  Drs.  Herman  C. 
March,  Philadelphia,  president;  Edgar 
L.  Dessen,  Hazleton,  president-elect; 
John  H.  Feist,  Pittsburgh,  and  Mar- 
ston  T.  Woodruff,  Philadelphia,  vice- 
presidents;  Theodore  A.  Tristan,  Har¬ 
risburg,  secretary;  Ross  H.  Smith,  Jr., 
Pittsburgh,  treasurer;  and  Donald  G. 
Ferguson,  Pittsburgh,  editor.  Council¬ 
ors  elected  were  Drs.  Gilbert  H.  Alex¬ 
ander,  Pittsburgh;  Luther  W.  Brady, 
Philadelphia;  Lester  M.J.  Freedman, 
Pittsburgh;  John  H.  Harris,  Jr., 
Carlisle;  and  William  T.  Thorwarth, 
Philadelphia. 

William  P.  Barba,  M.D.,  Jenkin- 
town,  and  Samuel  S.  Herman,  M.D., 

Penn  Valley,  have  been  selected  as  as¬ 
sociate  vice  presidents  for  Temple 
University's  Health  Sciences  Center. 


AWARDS  FOR  EXCELLENCE  were  presented  by  Irving  Woldow,  M.D.,  left,  coor¬ 
dinator  of  medical  education  at  Albert  Einstein  Medical  Center  to  Gangaiah  Na- 
tarajan,  M.D.,  native  of  India,  chief  resident  at  AEMC,  and  by  Julius  Klein,  AEMC 
president,  to  Morris  Rossman,  D.O.,  intern,  at  House  Staff  Graduation  ceremonies. 
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Edward  B.  Polin,  M.D.,  clinical  as¬ 
sociate  professor  of  medicine  at 
Temple  University  School  of  Medi¬ 
cine,  has  received  a  $500  grant  from 
the  Christian  R.  and  Mary  F.  Linback 
Foundation  for  distinguished  teaching. 
The  Linback  Foundation  also  pre¬ 
sented  a  $1000  clinical  award  to  Harry 
Gottlieb,  M.D.,  clinical  associate 
professor  of  medicine  at  the  Medical 
College  of  Pennsylvania,  on  the  oc¬ 
casion  of  its  commencement  exercises. 

The  University  of  Pittsburgh  School 
of  Medicine  gave  its  Golden  Apple 
Award  for  teaching  excellence  to  Paul 
C.  Gaffney,  M.D.,  professor  of  pediat¬ 
rics.  Former  acting  chairman  of  the 
department  of  pediatrics  and  former 
medical  director  of  Children’s  Hospi¬ 
tal,  Dr.  Gaffney  has  been  honored  by 
Pitt  medical  students  for  the  second 
time  with  this  award. 

The  1971  annual  award  from  the 
National  Board  of  the  Medical  College 
of  Pennsylvania  was  given  to  Barbara 
Ruben  Migeon,  M.D.,  associate 
professor  of  pediatrics,  for  her  work  in 
pediatrics,  in  the  teaching  of  medicine, 
and  her  contribution  to  medical 
research. 

The  United  Kingdom’s  highest 
award  in  pediatric  surgery,  the  Denis 
Brown  Gold  Medal  was  presented  to 
C.  Everett  Koop,  M.D.,  surgeon-in¬ 
chief  at  Children’s  Hospital  of 
Philadelphia.  Dr.  Koop  is  professor  of 


WALTER  B.  SHELLEY,  M.D.,  Philadel¬ 
phia,  left,  professor  and  chairman  of  der¬ 
matology  at  the  University  of  Pennsyl¬ 
vania  School  of  Medicine  and  Lawrence 
Parish,  M.D.,  right,  associate  in  derma¬ 
tology  and  medical  historian,  hold  one  of 
the  wax  representations  of  skin  diseases 
used  for  teaching  purposes  in  the  nine¬ 
teenth  century.  It  is  one  of  the  collection 
made  by  Louis  A.  Duhring,  M.D.,  the  first 
professor  of  dermatology  and  founder  of 
the  first  clinic  for  skin  diseases  at  the 
University  of  Pennsylvania  in  this 
country.  The  occasion  was  the  centenni¬ 
al  celebration  of  the  founding  of  the 
clinic. 

pediatric  surgery  at  the  University  of 
Pennsylvania  School  of  Medicine. 

Two  Williamsport  physicians  pre¬ 
sented  medical  diplomas  to  their  sons 
at  Temple  School  of  Medicine’s  gradu¬ 
ation.  William  D.  Todhunter,  M.D. 
made  the  presentation  to  his  son,  Rich¬ 
ard  Boyd  Todhunter,  who  will  intern 

meetings 


at  St.  Christopher’s  Hospital  for 
Children  in  Philadelphia.  Philip 
Jacobson,  M.D.,  presented  a  diploma 
to  his  son,  Robert  Jacobson,  who  plans 
to  intern  at  Baylor  Center  in  Dallas. 
Texas. 

Prizes  for  scientific  studies  of  the 
Eastern  section  of  the  American 
Congress  of  Rehabilitation  Medicine 
were  awarded  recently  at  Thomas  Jef¬ 
ferson  University  School  of  Medicine 
Among  the  winners  were  Chao-Sor 
Teng,  M.D.,  chief  resident,  and  Martir 
Grabois,  M.D.,  and  John  Seeber 
M.D.,  both  of  Philadelphia,  and  both 
residents  at  Moss  Rehabilitation  Hos 
pital. 

Russell  P.  Green,  M.D.,  and  Stanley 
F.  Peters,  M.D.,  accepted  a  publir 
service  award  presented  to  the  Buck: 
County  Medical  Society  in  recognitior 
of  its  support  of  local  Red  Cross  Safet\ 
programs. 

William  D.  Lewis,  M.D.,  Philadel 
phia,  has  been  certified  as  a  fellow  ii 
the  American  College  of  Anesthesi 
oligists. 

A  fourth  edition  updating  the  text 
book  for  medical  students  entitled  Ob 
stetrics  and  Gynecology  has  beei 
published.  Coauthors  are  J.  Rober 
Willson,  M.D.,  Ann  Arbor,  Mich 
Clayton  T.  Beecham,  M.D.,  of  thi 
Geisinger  Medical  Center,  Danville 
and  Elsie  Reid  Carrington,  M.D. 
Medical  College  of  Pennsylvania. 


SEPTEMBER 

The  American  Association  of  Obstetricians  and  Gynecolo¬ 
gists,  September  9-11,  Hot  Springs,  Va. 

World  Medical  Association,  September  13-17,  Ottawa, 
Canada. 

Annual  Meeting,  Pennsylvania  Chapter  of  the  American 
Academy  of  Pediatrics,  September  18-19,  Hershey  Motor 
Lodge,  Hershey.  For  further  information:  write  James  J. 
Reilly,  M.D.,  secretary,  3520  Laketon  Rd.,  Pittsburgh 
15235. 

American  Academy  of  Ophthalmology  and  Otolaryngology, 
September  20-24,  Las  Vegas,  Nev. 

Pennsylvania  Academy  of  Dermatology,  September  24-26, 
Pocono  Manor. 

The  American  College  of  Cardiology  and  Temple  University 
School  of  Medicine —  Program  on  cardiopulmonary 
disease,  September  27-28,  Philadelphia.  For  further  infor¬ 
mation:  contact  Mary  Anne  Mclnerny,  9650  Rockville 
Pike,  Bethesda,  Md. 

Seventh  National  Cancer  Conference,  September  27-29,  Bilt- 
more  Hotel,  Los  Angeles,  Cal.  For  further  information: 


write  Sidney  L.  Arje,  M.D.,  Coordinator  Seventh  Annual 
Cancer  Conference  c/o  American  Cancer  Society,  219 
East  42nd  St.,  New  York,  N.Y.  10017. 

The  American  Roentgen  Ray  Society,  September  28-October 
1,  Boston,  Mass. 

OCTOBER 

The  American  Academy  of  General  Practice,  October  1-8. 
Miami  Beach,  Fla. 

Annual  Session  Pennsylvania  Medical  Society  House  of  Del¬ 
egates,  October  4-6,  Pittsburgh  Hilton  Hotel,  Pittsburgh. 

The  American  College  of  Surgeons  and  Cornell  University 
School  of  Nursing,  October  7-9,  Commodore  Hotel,  New 
York,  N.Y.  For  information:  write  New  York-Brooklyn 
Regional  Committee  on  Trauma  of  the  A.C.S.,  P.O.  Box 
588,  Lenox  Hill  Station,  New  York,  N.Y.  10021. 

Annual  Meeting  of  Industrial  Health  Foundation,  Octobei 
12-13,  Chatham  Center,  Pittsburgh.  For  informatior 
write:  Robert  T.P.  deTreville,  M.D.,  president,  Industria 
Health  Foundation,  5231  Centre  Ave.,  Pittsburgh  15232. 

The  American  Academy  of  Pediatrics  annual  meeting,  Octo¬ 
ber  16-21,  Palmer  House,  Chicago,  Ill. 
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Gallbladder  contrast  dyes  and  acute  renal  failure 


In  this  issue  of  Pennsylvania  Medicine  the  paper  by 
Schiro  et  al  calls  attention  to  the  problem  of  acute  renal 
failure  following  the  administration  of  cholecystographic 
agents.  The  pathogenesis  of  acute  renal  failure  following  the 
use  of  these  agents  in  the  radiographic  examination  of  the 
biliary  system  has  not  been  established.  However,  recent  at¬ 
tention  has  been  focused  on  the  uricosuric  effect  of  these 
dyes. 

A  causal  relationship  has  been  postulated  between  the 
uricosuric  effect  and  the  development  of  acute  renal  failure 
n  some  patients.  The  majority  of  cases  have  occurred  in  pa¬ 
rents  who  have  either  received  repeated  doses  on  successive 
Jays  or  have  been  associated  in  patients  with  hepatic  insuf- 
iciency.  Even  if  an  acute  uric  acid  nephropathy  is  not 
■esponsible  for  every  case  of  cholecystographic  nephrotox- 
city,  its  potential  for  causing  acute  renal  failure  cannot  be 
minimized. 

Usual  practice  calls  for  the  administration  of  the  oral 


cholecystographic  agents  in  the  early  evening.  Frequently, 
in  the  routine  performance  of  the  study,  the  directions  call 
for  fluid  restrictions  following  ingestion  of  the  tablets  until 
completion  of  the  examination  the  next  morning. 

Additionally,  nausea  and  diarrhea  are  common  side  ef¬ 
fects  to  the  agents,  further  contributing  to  the  reduction  of 
the  patient’s  blood  volume.  Since  the  uricosuric  effect  is 
prompt  in  onset,  it  will  peak  during  the  night  at  a  time 
when  the  urine  is  most  concentrated  and  acidic,  further  in¬ 
creasing  the  hazard  of  urate  precipitation  in  the  renal 
tubules. 

Based  on  present  information,  it  would  appear  that  main¬ 
tenance  of  an  adequate  urine  flow,  use  of  proper  medical  in¬ 
dications  when  ordering  the  cholecystographic  studies  and 
identification  of  high  risk  patients  will  be  essential  in 
reducing  this  hazard.  Further  studies  are  warranted  to  de¬ 
termine  the  extent  of  the  problem  and  the  necessary  steps  to 
avoid  this  serious  adverse  reaction. 

DAS 


The  rehabilitation  road 


It  is  well  known  that  there  is  great  need  for  increased  fa- 
:ilities  to  provide  services  for  alcoholism —  the  nation’s 
nost  widespread  public  health  problem —  and  there  are 
ome  indications  of  growth  of  such  services.  Yet  it  remains 
i  fact  that  even  existing  services  are  not  functioning  at  their 
>ptimum,  primarily  because  of  a  lack  of  coordination  of 
ervices. 

Three  salient  points  should  be  remembered  in  caring  for 
he  alcoholic  patient.  First,  alcoholism,  at  least  at  the  stage 
it  which  it  is  presently  being  identified,  is,  like  diabetes,  a 
ife-long  disease.  Second,  during  the  life  history  of  this 
lisease,  various  services  may  be  needed  at  various  times. 
Each  provider  of  service  has  his  unique  part  to  contribute, 
he  physician  has  his  role  in  the  medical  evaluation  and 
estoration  of  physiologic  functions  interfered  with  by 
ilcohol,  and  in  detoxification.  The  alcoholism  or  mental- 
lealth  clinic,  psychiatrist  or  psychologist  serves  by 
valuating  the  patient’s  psychologic  status  and  providing  the 
ndicated  treatment.  Residential  treatment  centers  offer  in- 
ensive  psychotherapy.  Halfway  houses  provide  resocializa- 
ion.  Groups  such  as  Alcoholics  Anonymous  give 
ellowship  in  helping  the  individual,  over  the  long  haul,  to 
djust  to  the  various  stresses  and  frustrations  encountered  in 
veryday  life,  without  having  recourse  to  emotionally  anes- 
hetizing  chemicals.  The  third  point  is  that  the  transition 
rom  one  service  to  another  must  be  smooth  and  uninter- 
upted.  It  would  be  well  to  conceptualize  services  to  the  al- 
oholic  patient  as  similar  to  an  electrical  circuit:  The 


slightest  gap  in  continuity  may  render  the  entire  apparatus 
non-functioning. 

It  is  characteristic  of  the  alcoholic  to  deny  his  lack  of 
control  over  alcohol,  and  this  denial  tends  to  reassert  itself 
many  times  during  his  lifetime.  As  a  result,  there  is  great 
risk  of  the  patient  emerging  from  any  phase  of  treatment 
with  the  illusion,  “I  have  now  had  the  cure,”  and  conclude 
that  he  need  not  move  on  to  the  next  phase.  A  written 
referral  and  recommendation  to  the  next  link  in  the  chain  of 
services  may  never  be  acted  upon. 

The  coordination  espoused  here  is  not  that  of  administra¬ 
tive  organization  at  a  governmental  level,  although  that  is, 
of  course,  essential.  What  is  referred  to  here  is  that  there  be 
a  coordination  of  services,  at  the  local  community  level,  for 
every  patient.  For  each  patient,  there  should  be  some  one, 
whether  physician,  probation  officer,  industrial  personnel 
director  etc.,  who  assumes  responsibility  for  assuring  that 
the  patient  proceeds,  without  interruption,  from  one  phase 
of  treatment  to  the  next.  This  is  not  requiring  that  any  one 
person  provide  all  the  necessary  services,  which  is  clearly  im¬ 
possible,  but  that  the  patient  not  lose  the  gains  of  any  service, 
by  falling  through  the  hiatus  resulting  from  fragmentation  of 
services. 

In  alcoholism,  perhaps  even  more  than  in  any  other  mala¬ 
dy,  comprehensive  care  and  continuity  of  care,  are  the  sine 
qua  non  for  recovery. 

Abraham  J.  Twerski,  M.D. 

Pittsburgh 


iEPTEMBER,  1971 
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r Let  George  say  it' 


A  confusing  commissioner 


When  Insurance  Commissioner  Herbert  Denenberg  first 
appeared  to  public  view  in  the  Philadelphia  Blue  Cross 
hearings,  it  seemed  that  this  was  a  very  badly  misdirected 
young  man.  Anyone  who  would  put  down  the  medical  pro¬ 
fession  so  cold-bloodedly  had  to  be  really  confused.  Imagine 
suggesting  that  doctors  should  pay  the  salaries  of  residents 
in  hospitals! 

A  little  later  we  began  to  get  a  slightly  different  picture. 
It  was  certainly  high  time  that  someone  gave  some  attention 
to  the  overbearing  insurance  companies  who  are  perpetually 
raising  rates.  Then  when  he  lit  into  the  legal  profession,  it 
was  apparent  that  this  official,  though  in  error  once,  had 
some  very  good  impulses.  It  was  a  surprise  to  see  one  who 
was  established  as  a  “doctor  baiter”  suddenly  show  some 
very  intelligent  social  consciousness.  Of  course,  when  you 
think  about  it,  even  in  the  Blue  Cross  hearings,  he  did  in¬ 
veigh  against  hospital  administrators,  who,  as  we  all  know, 
are  hardly  saints,  and  the  Blue  Cross,  which,  perhaps,  is 
even  less  so. 

Now  Dr.  Denenberg  is  leading  another  crusade,  this  time 
for  no  fault  auto  insurance.  The  insurance  companies  are 
not  sure  where  this  will  lead  them  and  they  are  reserving 
any  statement.  The  claims  attorneys  are  in  no  way  reserved. 
Their  opposition  is  loud  and  clear.  Their  arguments  are  a 
little  confusing,  aimed  more  at  the  greedy  than  at  the  needy. 

It  seems  to  me  that  no  fault  insurance  would  have  two 
advantages.  1.  Quick  reimbursement  for  costs  of  accidental 


injuries,  and  2.  A  sharp  reduction  in  the  crowding  of  civil 
courts.  Another  benefit  that  would  not  be  shared  by  the 
plaintiff s  advocate  is  the  reduction  in  legal  fees. 

It  is  said  that  laws  make  civilization  possible.  As  with 
other  virtues,  the  excess  of  law  can  strangle  civilization.  The 
adversary  system  for  injury  liability  is  expensive  of  time  and 
money.  It  slows  courtroom  procedure  and  seldom  produces 
added  benefits  for  the  injured.  The  same  can  be  said  of  our 
divorce  procedures.  To  force  two  people  who  already  have 
bruised  each  other  to  fight  in  public  like  gladiators  is  a  cruel 
and  senseless  process  that  multiplies  tragedy. 

Very  slowly  we  are  progressing  toward  a  realization  that 
every  deviation  from  the  usual  does  not  necessarily  imply 
an  evil  act  by  someone.  Accidents  usually  result  from  the 
combined  efforts  of  all  participants  plus  extraneous  matters 
such  as  weather  and  physical  condition.  If  our  courts  were 
freed  of  car  accidents,  divorce,  and  most  other  liability 
cases,  judges  would  be  able  to  give  more  attention  to  seriou; 
crime. 

Naturally  enough,  our  legislatures  are  heavily  laden  witl 
plaintive  attorneys.  Much  of  their  living  comes  from  liabili 
ty  cases  and  they  are  in  no  hurry  to  remove  them  from  th< 
courts.  Dr.  Denenberg,  a  professor  turned  public  official 
seems  determined  to  accomplish  this.  I  hope  he  may  de 
velop  a  better  opinion  of  doctors,  but  I  wish  him  well  in  thi 
insurance  project  at  any  rate. 

GAI 
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PENNSYLVANIA  MEDICIL 


(diethylpropion  hydrochloride,  N.  F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a  rela¬ 
tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur¬ 
ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un¬ 
pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
m  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u.s  patent  no.  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully  — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Q103  2/71 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


On  formulary  and  in  the  pharmacy... 


KANTREX® 

kanamycin  sulfate 

INJECTION 

EQUIVALENT  TO 


KANAMYCIN /3  ml. 

*'J‘  >«  Federal  tew  pfoki&t* 
rveerVrtg  wittKWt  pfeSCfiptiOft, 


take 

advantage 
of  the 

Kantrex 

KANAMYCIN  SULFATE 


experience 


A  dozen  years  of  Kantrex  usage  have  established 


its  efficacy,  its  versatility. 

And  its  economy. 

Faced  with  a  life-threatening  infection,  the 
physician  cannot  conscionably  consider 
economy  a  primary  factor  in  selection  of 
an  appropriate  antibiotic.  However,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep¬ 
tible  to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


its  simplicity. 

Kantrex  requires  one  simple  standardized 
dose  for  almost  any  patient  with  any  sus¬ 
ceptible  mixed  Gram-negative/staph  infec¬ 
tion  [Pseudomonas  are  resistant).  The 
usual  adult  daily  dose  of  Kantrex  is  only 
I.OGm....  and  the  usual  total  course  of 
therapy,  7-10  Gm.  Translated  to  dollars  and 
cents,  the  daily  cost  of  Kantrex  therapy  may 
be  only  1/2  to  1/8  that  of  therapy  with  other 
parenteral  antibiotics  used  for  serious  hos¬ 
pital  infections. 


Doesn't  it  make  good  sense  to  use  Kantrex? 

Experience  proves  it  does. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
(8)  7/8/70 

For  complete  information,  consult  Official  Package  Circular 


Warning:  Irreversible  deafness  can  occur  Tinnitus  or  vertigo  may  also 
occur  and  indicate  vestibular  damage  and  impending  deafness.  The 
risk  is  sharply  increased  with  renal  dysfunction  In  such  cases,  decrease 
sizeand  frequency  of  doses.  Discontinue  kanamycin  and  check  hearing 
if  azotemia  increases  Watch  carefully  for  ototoxicity  in  older  patients 
and  patients  receiving  more  than  15  Gm  of  kanamycin  To  avoid  neuro¬ 
muscular  paralysis  with  respiratory  depression,  postpone  intraperi-  i 
toneal  instillation  in  post-operative  patients  until  recovery  from  anes¬ 
thesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of  other 
ototoxic  drugs  including  ethacrynic  acid.  Safety  in  pregnancy  is  not 
established 


Indications:  Serious  infections  due  to  susceptible  strains  of  E  colt,  Proteus  sp 
Enterobacter  aerogenes,  K  pneumoniae,  Serratia  marcescens  and  Mima 
Herellea  Culture  and  sensitivity  studies  should  be  performed. 
Contraindications:  A  history  of  hypersensitivity  to  the  drug  Prior  auditory  dam¬ 
age  by  kanamycin  or  other  agents  may  be  a  contraindication  if  effective  alterna 
tive  therapy  is  available 

Precautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with 


renal  dysfunction  when  treatment  lasts  more  than  5  days.  Stop  Kantrex  if  tin¬ 
nitus  or  hearing  loss  occurs.  Hydrate  patients  to  prevent  chemical  irritation  of 
the  renal  tubules  Assess  renal  function  periodically,  both  before  and  during 
therapy  If  signs  of  renal  irritation  occurCcasts.  cells,  proteinuria)  increase  hydra¬ 
tion  and  reduce  the  dosage  or  the  frequency  of  dosage  if  necessary  —  in  azotem  ic 
patients  the  frequency  fin  hours)  of  doses  may  be  obtained  by  multiplying  the 
serum  creatinine  by  9  If  azotemia  or  oliguria  occur,  discontinue  therapy  My¬ 
cotic  or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not  exceed 
1  5  Gm.  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg  /Kg 712  hours 
I.M.  The  average  adult  dose  is  1  Gm  daily  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours. 

If  no  response  occurs  in  3  to  5  days,  stop  therapy  and  recheck  the  bacterial 
sensitivities  Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into 
the  upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials  after 
48  hours.  The  drug  should  not  be  physically  mixed  with  other  antimicrobials 
Supplied:  Rubber  capped  vials  as  a  ready-to-use  sterile  aqueous  solution  in  two 
concentrations:  0.5  Gm.  in  2  ml.  and  1.0  Gm  in  3  ml  Also  available  — Pediatric 
Injection  75  mg.  in  2  ml. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


A.H.F.S.  Category  8:12.28 


i  Introducing... 

i  New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


auuuui  xicax  on  iixouux  y  uy  d  loui  — 

provides  maximum  screening  information  about  the 
patient  with  a  minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet .  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


nuuuui  ivit/  -L  v-»  CX-L.  at/uvi  u  —  a  Sim  c 

but  comprehensive  method  for  keeping  a  completi 
record  on  every  one  of  your  patients.  Permits 3U 
to  review  a  patient's  medical  history  in  secom 
and  retrieve  information  quickly.  Can  be  usedith 
the  "problem-oriented"  method  of  keeping  patie 
records.  Color  coding  eliminates  the  liKeliho 
of  misplaced  files.  A  disease  cross-index  car 
keeps  track  of  all  patients  with  the  same  disee^ 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Me  cal 
Record  System  helps  protect  your  good  name. 


Ti  new  Rocom  Medical  Management  System*  can 
h.p  you  provide  better  care  for  your  patients 
a!,  at  the  same  time,  make  better  use  of  your 
o'ice  time.  In  designing  these  products 
hidreds  of  doctors,  nurses  and  receptionists 
re  consulted  about  their  particular  office 
piblems;  and  more  than  two  years  of  development 
uler  actual  office  conditions  proved  that  they 
a.ually  do  help  solve  these  difficulties 
w.hout  upsetting  existing  routines. 

E:h  component  deals  with  a  specific  problem 
a>a  --  health  histories,  medical  records,  the 
t.ephone,  and  scheduling  appointments.  They 
nr  be  employed  alone,  in  various  combinations, 
o  preferably,  as  the  complete  Rocom  Medical 
Miagement  System,  depending  on  your  own  office 
s.uation. 

M;t  physicians  --  whether  they  practice  alone 
o  with  a  group  --  will  find  one  or  more  of 
t)se  components  useful.  You  are  invited  to 
o.ain  additional  information  about  the  Rocom 
Mlical  Management  System  by  sending'  us  the 
aiompanying  coupon. 


ROCOM”  <S> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I  am  interested  in  obtaining  additional 
information  about: 

□  Health  History  i — i  Medical  Record 

System  I — I  System 

□  Telephone  System  □  Appointment  System 

Name_ Specialty 


Street 


City_ State 


Please  do  not  forget  Zip  Code 
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loom  Telephone  System  a  complete 
!3tem;  one  that  can  be  understood  quickly 
1  your  newest  office  aide;  one  that  permits 
:ur  staff  to  answer  specific  patient  questions 
’th  confidence;  one  that  will  make  your 
actice  more  productive  by  assuring  that  you 
e  interrupted  only  when  you  think  it 
cessary.  Self-adhesive  backing  assures  that 
1  incoming  calls  can  become  part  of  the 
tient's  permanent  record. 


Rocom  Appointment  System  --  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ¬ 
ualized  to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a  steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


In  the  hypertensive  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

reported 


VASODILAN 


.c 

the  compatible  vasodilator 


•  has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

•  conflicts  have  not  been  reported  with  con¬ 
currently  administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

•  complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators1'*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been 
demonstrated  both  by  objective  measurement2'*  and  observation  of  clinical  improvement.1,3 
Composition:  VasodIlan  tablets,  isoxsuprine  HC1,  10  mg.  and  20  mg.  Vasodilan  syrup, 
isoxsuprine  HC1,  10  mg.  per  5  ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis¬ 
orders,  for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con¬ 
ditions  such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders,  for 
relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp¬ 
ing  of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom¬ 
mended  doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose;20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5  ml. 
teaspoonful — bottles  of  1  pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  D.  M. :  Angi- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  D.,  and  Whittier, 

J.  R.:  Curr.  Ther.  Res.  ^ :1 24- 128  (April)  1962.  4.  Whittier, 

J.  R. :  Angiology  75:82-87  (Feb.)  1964. 
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LABOR  AT  O  R  I  ES 


THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem, 
and  disturbed  sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a  key  symptom  in 
establishing  the  - 
diagnosis  of  depression. 


WHEN  THE  DIAGNOSIS 
IS  DEPRESSION 

ELAVILHCI 

(AMITRIPTYLINE  HCI I MSD] 

TABLETS:  10  mg,  25  mg,  and  50  mg 
INJECTION:  lOmg/cc 

When  depression  is  serious  enough  to  warrant  medication, 
ELAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
energizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
embodies  a  mild  antianxiety  action  which  manifests  itself 
even  before  the  fundamental  antidepressant  activity  of  the 
drug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
patients,  usually  within  the  first  few  days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients 
or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible.  Should  not  be  given  to  patients  who 
have  received  an  MAOI  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a  monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a  history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a  motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a  shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a  major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a  few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation,- 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  &  Dohme,  Division  of  Merck 
&  Co  ,  Inc.,  West  Point,  Pa.  19486 

MSD  MERCK  SHARP  &  DOHME 


Same  price  as 
150-ml.  size* 


Now  in  a 
200- 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5ml. 


V-CillinK!  Pediatric 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


“Based  on  Lilly  selling  price  to  wholesalers. 


A  Case  Report 


Transient  Renal  Insufficiency 
Secondary  to  Iopanoic  Acid 
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^EVERAL  REPORTS  in  the  litera¬ 
ture  (1,2,4,5,6,9,10,13)  have 
nplicated  orally  administered  chole- 
ystographic  agents  as  a  cause  for 
cute  renal  failure.  However,  to  our 
nowledge,  none  of  the  previously 
sported  cases  has  clearly  implicated 
spanoic  acid  (Telepaque®  Winthrop 
.aboratories)  in  recommended  doses 
s  the  sole  causative  agent.  The  pur- 
ose  of  this  paper  is  to  record  a  case  of 
"ansient  renal  failure  secondary  to 
Dpanoic  acid. 

'ase  Report 

S.L.,  a  66-year-old  caucasion  male 
'as  admitted  to  the  Harrisburg 
'olyclinic  Hospital  on  March  14, 
971,  following  an  episode  of  epigas- 
ric  pain  unresponsive  to  antacids  and 


antispasmodics.  The  pain  was  de¬ 
scribed  as  dull,  constant,  non-radiating 
and  was  unassociated  with  additional 
gastrointestinal  symptomatology.  Past 
medical  history  revealed  an  hiatal 
hernia,  an  appendectomy,  a  right  in¬ 
guinal  herniorrhaphy,  a  right  iridec¬ 
tomy  and  a  cholecystostomy  in  1946 
for  cholelithiasis.  The  only  other  perti¬ 
nent  medical  history  was  that  of  mild 
labile  hypertension.  The  patient’s  only 
medication,  prior  to  admission,  was  a 
multi-vitamin  supplement. 

Physical  examination  revealed  a 
well  developed,  well  nourished,  cauca¬ 
sion  male  in  no  acute  distress.  Vital 
signs  were:  temperature  97°,  pulse  88, 
respirations  20,  and  blood  pressure 
150/90.  Positive  physical  findings  were 
limited  to  the  abdomen,  where  epigas¬ 
tric  tenderness  to  deep  palpation, 


without  rebound,  was  elicited.  There 
were  no  masses  noted  and  bowel 
sounds  were  normal.  Well  healed  scars 
were  present  from  the  previously  men¬ 
tioned  surgery.  Initial  impression  was 
hiatal  hernia  with  reflux  esophagitis 
and  possible  recurrent  cholelithiasis. 

Laboratory  parameters  obtained  fol¬ 
lowing  admission  were  as  follows:  Hgb 
16.4  gm%,  Hct  49.1  vol%,  RBC  5.3 
million/cc,  WBC  15,900/cc  with  83% 
polymorphonuclear  leukocytes,  14% 
lymphocytes  and  3%  monocytes.  A 
platelet  count  was  225,000/cc.  Uri¬ 
nalysis  revealed  pH  6,  negative  al¬ 
bumin,  glucose  and  occult  blood.  Mi¬ 
croscopic  sediment  contained  bacteria 
and  epithelial  cells.  Serum  bilirubin 
was  2.8  mg%  total.  The  blood  urea  ni¬ 
trogen  (BUN)  was  8  mg%.  Serum  uric 
acid  was  5.8  mg%.  Electrolytes  were 
within  normal  limits.  ECG  was 
normal.  Chest  film  was  normal  and 
upper  gastrointestinal  series  revealed 
an  hiatal  hernia  with  mild  gas¬ 
troesophageal  reflux. 

On  the  day  following  admission  the 
patient  was  given  a  standard  adult  dose 
of  iopanoic  acid  (Telepaque®)  con¬ 
sisting  of  six  500  mg  tablets  (total  3 
grams).  As  per  routine,  the  patient  was 
maintained  NPO  after  midnight.  The 
gallbladder  failed  to  visualize.  Two 
days  following  admission,  the  patient 
was  again  given  six  500  mg  tablets  of 
iopanoic  acid  (total  3  grams).  As 
before,  the  gallbladder  did  not  visual¬ 
ize.  The  patient  developed  a  low  grade 
fever  (100°-101°  oral)  on  the  after¬ 
noon  following  the  second  dose  of 
iopanoic  acid.  The  possibility  of 
cholecystitis  was  entertained  and  the 
patient  was  given  Tetracycline  250  mg 
PO  every  six  hours. 
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DATE 

3/15 

3/20 

3/22 

3/23 

3/24 

3/25 

3/26 

3/28 

3/29 

3/31 

4/2 

4/6 

VALUE 

BUN  mg% 

8 

94 

100 

78 

50 

31 

23 

17 

15 

17 

11 

URIC  ACID 
mg% 

5.8 

11.6 

5.3 

5.8 

5.3 

3.2 

SERUM 

CREATININE 

mg% 

5.8 

2.6 

2.2 

1.0 

1.1 

During  the  ensuing  48  hours  the  pa¬ 
tient  became  confused,  slightly  ob- 
tunded  and  developed  herpetiform 
lesions  about  the  mouth.  Two  days  fol¬ 
lowing  the  second  dose  of  iopanoic 
acid  the  BUN  had  risen  to  95  mg%, 
the  serum  uric  acid  was  1 1.6  mg%  and 
the  bilirubin  fell  to  0.8  mg%  total. 
Further  evaluation  was  delayed  until 
the  acute  renal  insufficiency  could  be 
controlled.  The  patient  was  placed  on 
a  protein-free  diet  and  was  given  5% 
dextrose  in  water  by  venoclysis  at  a 
rate  of  150  cc  per  hour  for  the  next 
four  days.  The  BUN  and  uric  acid 
levels  returned  to  normal  and  the  oral 
lesions  cleared,  (see  chart) 

Following  the  return  of  the  BUN  to 
normal  the  patient  underwent  an  ex¬ 
ploratory  laparotomy.  A  cholecysto- 
colonic  fistula  with  surrounding 
abscess  and  multiple  adhesions  were 
found  and  resected.  The  major  portion 
of  the  gallbladder  was  necrotic.  After 
an  uneventful  post-operative  course 
the  patient  was  discharged  in  good 
condition. 

Discussion 

This  case  presents  the  occurrence  of 
acute  renal  insufficiency  in  a  pre¬ 
viously  healthy  66-year-old  male  fol¬ 
lowing  the  ingestion  of  two  daily 
doses,  of  three  grams  each,  of  iopanoic 
acid.  The  only  other  drug  administered 
to  the  patient  during  the  period  was  te¬ 
tracycline.  Although  tetracycline  can 
precipitate  renal  failure  in  a  patient 
with  pre-existing  renal  impairment,  it 
is  not  reported  to  cause  insufficiency 
in  people  with  normal  renal  function. 
Shils  found  that  tetracycline,  in 
normal  individuals,  caused  a  protein 
catabolic  effect  at  two  to  four  gram 
per  day  dose  levels.  This  resulted  in 
mild  transient  elevation  of  the  BUN  to 
levels  not  exceeding  35  mg%  but 
without  evidence  of  actual  renal  fail¬ 
ure  (11).  Our  patient  received  only  fif¬ 
teen  250  mg  doses  at  six  hour  intervals 


(1  gram  per  day). 

A  number  of  case  reports  in  the  lit¬ 
erature  implicate  oral  cholecys- 
tographic  agents  as  causes  of  acute 
renal  insufficiency  (1,  2,  4,  5,  6,  9,  10, 
13).  However,  only  two  instances  have 
implicated  iopanoic  acid  alone.  Rene 
and  Mellinkoff  described  a  case  of 
acute  renal  failure  secondary  to  a 
double  dose  of  iopanoic  acid,  but  there 
was  a  prior  attempt  at  visualization 
with  an  unknown  agent  and  a  history 
of  exposure  to  carbon  tetrachloride 
(9).  Canales  et.  al.  recorded  four  cases 
of  renal  insufficiency  following  io¬ 
panoic  acid  but  these  all  involved 
doses  in  excess  of  those  recommended 
(2).  In  our  case  the  patient  received 
only  six  grams  of  iopanoic  acid  and  no 
other  cholecystographic  agent. 

Several  mechanisms  have  been  sug¬ 
gested  as  the  reason  for  acute  renal 
failure  following  the  oral  administra¬ 
tion  of  cholecystographic  agents. 
Teplick  et.  al.  postulate  that  if  hepatic 
clearance  of  the  cholecystographic 
agent  does  not  occur  then  systemic 
hypotension  results.  This  hypotension 
in  addition  to  the  dehydration  of  the 
patient  leads  to  renal  insufficiency  on 
the  basis  of  ischemic  anuria-oliguria 
(12). 

Fink  et.  al.,  in  a  series  of  controlled 
experiments  on  dogs,  produced  degrees 
of  acute  tubular  degeneration  and  ex¬ 
cessive  albuminous  exudate  by  the  ad¬ 
ministration  of  eight  to  ten  times  the 
recommended  human  dose  of  chole¬ 
cystographic  agents  (3).  Recently 
Mudge  and  Postlethwaite  and  Kelly  at¬ 
tributed  the  acute  renal  failure  of 
cholecystographic  agents  to  their 
uricosuric  property  (7,  8). 

Due  to  the  retrospective  nature  of 
this  case  report,  an  exact  mechanism 
to  explain  the  renal  failure  can  not  be 
ascertained,  particularly  in  the  absence 
of  a  renal  biopsy.  Moreover,  with  the 
existence  of  the  oral  lesions  an  allergic 
response  must  be  considered.  There¬ 


fore,  any  of  the  above  explanations 
may  account  for  the  renal  failure  seen 
in  our  patient,  but  iopanoic  acid  alone 
appears  to  be  the  causative  agent. 

The  case  serves  to  alert  physicians 
to  the  possibility  of  transient  acute 
renal  failure  secondary  to  iopanoic 
acid  in  recommended  doses.  This 
problem  of  acute  renal  failure  second¬ 
ary  to  oral  cholecystographic  agents 
also  indicates  that  perhaps  a  re-evalua¬ 
tion  of  methods  of  preparation  of  the 
patient  is  in  order.  To  our  knowledge 
there  have  been  no  well  controllec 
studies  to  determine  the  necessity  foi 
fluid  restriction  prior  to  attempts  a 
visualization  of  the  gallbladder,  li 
light  of  our  patient’s  response  ti 
simple  hydration  and  protein  restric 
tion  and  the  recent  work  on  th 
uricosuric  effects  of  oral  cholecys  j 
tographic  agents,  further  study  seem 
necessary  concerning  the  effect  ( 
fluids  on  cholecystographic  proc< 
dures. 


Summary 

A  case  of  transient  acute  renal  fai 
ure  is  reported  with  six  grams 
iopanoic  acid  (Telepaque®)  as  tl 
cause.  □ 
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Abington  Hospital’s  premedical 
program  offers  students  a 
unique  opportunity — see  a  related 
article  on  page  15. 


EALTH  CARE  NEEDS  have 
increased  dramatically  over  the 
past  ten  years  in  the  United  States.  The 
growth  of  medical  knowledge  and  use 
of  new  complex  forms  of  patient  care 
have  produced  greater  demands  upon 
hospitals  and  the  allied  health  fields. 
Many  attempts  are  being  made  to  help 
improve  our  methods  of  treating  the 
increased  number  of  sick  patients 
being  seen,  but  there  remains  a  serious 


deficit  in  the  number  of  trained  per¬ 
sonnel.  In  recent  years  many  hospitals 
have  organized  programs  to  train  grad¬ 
uate  nurses  and  other  needed  para¬ 
medical  personnel.  Guidance  seminars 
have  been  organized  in  many  high 
schools  and  hospitals  to  motivate 
students  toward  the  health  care  profes¬ 
sions. 

Career  opportunities  programs  are 
not  new  in  the  health  field.  However, 


community-based  programs  to  stimu¬ 
late  student  interest  in  medical  careers 
are  somewhat  unique  and  form  the 
basis  of  this  report.  A  program  at  Ab¬ 
ington  Memorial  Hospital  combining 
volunteer  service  and  career  guidance 
was  organized  in  1959  when  two  local 
college  students  worked  as  volunteers 
in  the  Emergency  Ward.* 

Abington  Hospital  serves  as  a 
Regional  Medical  Center  to  a  large 
Philadelphia  suburb  (population 
350,000).  It  presently  has  500  beds,  an 
active  staff  of  250  physicians,  and  a 
house  staff  of  45  interns  and  residents. 
It  has  a  diversified  training  program 
including  medical  and  paramedical  ca¬ 
reers.  The  addition  of  college  students 
seemed  an  appropriate  extension  of  the 
services  the  staff  was  capable  of  offer¬ 
ing. 

Program  Organization 

The  plan  of  the  program  has  been  to 
offer  college  students,  preferably  in 
their  second  year,  an  opportunity  to 
participate  in  a  medical  care  program 
in  a  useful  manner.  It  was  our  intent  to 
have  the  hospital  staff  stimulate  the 
student’s  desire  to  pursue  careers  in 
medicine  and  other  professional  health 
care  specialties. 

Requirements  to  enter  the  program 
have  included: 

1)  Completion  of  the  second  year 
of  college 

2)  Enrollment  in  courses  leading 
to  potential  medical  school  en¬ 
trance 

3)  Exhibition  of  a  mature  atti¬ 
tude  toward  the  responsi¬ 
bilities  and  privileges  of  the 
program 

Preference  has  been  given  to 
students  living  in  the  immediate  area. 

Each  year  the  local  newspapers  have 
carried  articles  and  the  local  medical 
society  has  made  its  members  aware  of 
the  existence  of  the  program.  Students 
apply  to  the  Director  of  Volunteer 
Services  who  interviews  all  candidates. 
They  are  later  interviewed  by  the 
Director  of  Medical  Education  and  at 
present,  a  total  of  ten  are  accepted  for 
the  summer  program.  In  the  past  year, 
two  other  hospitals  in  the  local  area 
have  joined  with  us  so  that  we  mutual¬ 
ly  are  able  to  accept  all  eligible 

*  MacBain,  Nancie  and  Schumacher  L.R.,  M.D. 
Hospitals:  J.A.H.A.  37:  73,  1963. 
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students.  Although  not  intended  to 
screen  students,  the  interviews  serve  to 
identify  those  students  with  average  or 
above  average  ability  and  interest.  Em¬ 
phasis  has  been  given  to  the  average 
students  for  acceptance  with  the  hope 
of  further  stimulating  him  to  excel  in 
his  college  studies. 

A  variety  of  educational  experiences 
are  made  available  to  this  group.  Each 
student  works  a  minimum  of  four 
hours  a  week  in  the  emergency  ward. 
Since  most  have  summer  employment, 
assignments  are  usually  on  evenings 
and  weekends.  A  round  table  discus¬ 
sion  with  hospital  staff  members  is 
held  one  evening  a  week  to  familiarize 
students  with  subjects  related  to  medi¬ 
cal  careers.  The  meetings  this  past  year 
dealt  with  the  following  areas:  Indoc¬ 
trination  and  general  discussion  of 
medical  careers,  accident  ward  serv¬ 
ices,  internal  medicine,  surgery,  pa¬ 
thology,  radiology,  obstetrics  and 
gynecology,  pediatrics,  and  “Your 
choice.” 

Opportunities  to  make  evening 
rounds  with  the  medical  or  surgical 
resident  are  made  available.  In  addi¬ 
tion,  with  special  authorization,  the 
student  may  observe  in  the  operating 
room.  Each  student  is  assigned  to  a 
staff  physician’s  office  for  one  day  or 
evening,  the  physicians  selected  being 
primarily  family  practitioners.  In  a 
subtle  way  it  is  hoped  that  some  will 
become  more  interested  in  pursuing 
family  practice. 

We  have  also  had  a  Dean  of  Admis¬ 
sions  of  one  of  the  area  medical 
schools  meet  informally  with  this 
group.  The  group  has  also  traveled  to 
the  medical  school  for  a  tour  of  its  fa¬ 
cilities. 

Work  Responsibilities 

The  institution  of  this  program 
represented  the  first  time  this  hospital 
had  college-age  male  and  female  vol¬ 
unteers.  Although  the  Emergency 
Ward  staff  was  accustomed  to  working 
with  volunteers,  they  were  initially 
skeptical  about  the  college  students; 
the  students,  on  the  other  hand,  were 
anxious  to  prove  that  they  were  sincere 
and  could  do  a  good  job.  An  evening’s 
work  consists  of  taking  the  initial  pa¬ 
tient  information,  making  beds  and 
litters,  cleaning  instruments,  trans¬ 
porting  patients,  running  errands,  an¬ 


swering  phones,  and  doing  the  myriad 
of  jobs  assigned  to  volunteers  in  the 
department  (see  table).  The  student  not 
only  observed  the  various  medical  and 
surgical  procedures,  but  they  also 
learned  the  importance  of  the 
physician-patient  relationship.  They 
learned  to  reassure  an  apprehensive  pa¬ 
tient  and  to  calm  an  anxious  family.  At 
all  times  his  activities  are  closely  super¬ 
vised  by  the  nursing  and  medical  staff. 
He  has  many  opportunities  to  talk  with 
our  intern  staff  who  represent,  on  an 
average,  graduates  from  four  medical 
schools. 

The  director  of  volunteer  services  is 
responsible  for  the  routine  scheduling 
of  work,  getting  clearances  for  obser¬ 
vation  periods  in  the  operating  room 
and  elsewhere,  providing  uniforms, 
and  handling  other  day-to-day 
problems.  The  director  of  medical  edu¬ 
cation  serves  as  a  counselor  to  the 
students.  He  is  responsible  for  the 
staff s  participation. 

Results 

After  eleven  summers,  sixty-six 
students  have  participated  in  this  pro¬ 
gram.  They  have  continued  their  edu¬ 
cation  as  follows.  Twelve  have 
graduated  from  medical  school.  Two 
are  in  residency,  five  in  the  Armed 
Forces,  and  five  in  internship.  Twenty- 
five  are  presently  in  medical  school, 
and  six  are  graduating  this  year. 
Seventeen  are  in  undergraduate 
school,  of  whom  eight  are  entering 
medical  school  in  fall,  and  one  is  en¬ 
tering  dental  school.  Nine  other 
students  are  distributed  in  other  pro¬ 
fessions,  as  follows:  one  chemist,  three 
teachers,  one  PhD  in  medical  socio¬ 
economics,  one  working  for  a  master’s 
degree,  two  in  business,  and  one  airline 
pilot.  Four  are  lost  to  follow-up. 

Summary 

Many  thousands  of  hours  of  volun¬ 
teer  service  have  been  given  by  these 
college  students  during  hours  and 

Dr.  Roediger  is  director  of  medical 
education  and  an  associate  physi¬ 
cian  in  metabolic  diseases  at  Ab- 
ington  Memorial  Hospital,  Ab- 
ington.  Miss  MacBain  is  director  of 
volunteer  services  of  the  American 
Hospital  Association. 


months  of  the  year  when  it  is  difficult 
to  obtain  volunteer  help.  But  more  im¬ 
portant  is  what  the  student  has  ob¬ 
tained.  Much  has  been  written  about 
the  art  of  practicing  medicine,  yet  the 
average  student  learns  little  of  this  in 
his  premedical  and  early  medical 
studies.  The  rewards  of  medical  prac¬ 
tice  stem  not  only  from  scientific 
achievement  but  also  from  the  daily 
interpersonal  dealings  between  the 
physician  and  his  patients.  Ex¬ 
periencing  this  aspect  of  health  service 
can  influence  a  student  to  decide  in 
favor  of  a  career  in  medicine  or  an 
allied  health  field.  It  is  hoped  that 
more  hospitals  will  start  this  type  of 
program. 

Volunteers  Serving  in  Receiving  Ward 
Do: 

Take  records  on  patients 
Make  beds  and  litters 
Answer  the  telephone  and  inter-com 
and  take  messages  except  laboratory 
and  x-ray  reports 
Put  up  supplies 

Put  up  suture  sets  and  other  equipment 
Scrub  and  clean  instruments 
Take  patients  to  X-ray  and  floors 
Run  errands  to  X-ray,  lab,  record 
room,  drug  room,  etc. 

Give  patients  bed  pans,  basins,  etc. 
Take  temperatures 

Assist  doctor  or  nurse  in  emergency 
room  when  requested  to  in  re¬ 
straining  patient,  putting  on  band- 
aide,  etc. 

Make  out  X-ray,  lab  and  EKG 
requests  with  supervision 
Aide  in  cast  room 

Do  N  ot: 

Dispense  advice  or  your  own  opinion 
to  patient  or  family 

Remove  bandages  or  clean  wounds  of 
patient  unless  specifically  requested 
to  by  doctor 

Shave  or  prep  patients  for  doctor  to 
treat 

Give  out  drugs  (except  aromatics  when 
necessary) 

Give  opinion  or  advice  over  the  phone 
to  outside  party 

Bandage  wounds  except  under  super¬ 
vision  of  doctor  or  nurse 
Give  out  information  on  patients  to 
anyone  outside  of  hospital  personnel 
Witness  signatures  on  operation 
permits  or  any  other  legal  docu¬ 
ments.  □ 
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rHE  KEFAUVER-HARRIS 

amendments  have  given  the  Food- 
)rug  Administration  (FDA)  the  direc- 
lon  to  say  positively  that,  in  its 
pinion,  a  drug  is  both  safe  and  ef- 
icacious.  Under  the  law,  until  1962, 
he  FDA  did  not  have  to  make  positive 
tatements  about  drugs,  only  negative 
>nes.  If  the  FDA  remained  silent  for 
ixty  days  after  it  received  a  New 
)rug  Application  (NDA),  the  drug  in 
luestion  was  automatically  allowed  to 
>e  manufactured  by  failure  of  the 
rDA  to  say  anything  at  all  —  by 
lefault,  as  it  were.  The  1962  FDA 
imendments  have  created  many 
:hallenges  from  the  public,  Congress, 
)harmaceutical  firms,  the  practicing 
>hysician,  and  various  medical  groups 
,uch  as  the  American  Society  of  In- 
ernal  Medicine  (ASIM).  I  shall  try  to 
liscuss  some  of  the  problem  areas  in 
he  spirit  of  the  Kefauver-Harris 
Amendments. 

The  decisions  of  FDA  are  already 
felt  in  every  doctor’s  office  in  the 
:ountry.  Since  the  enactment  in  1962 
of  the  Kefauver-Harris  Amendments, 
the  material  required  for  marketing  of 
the  drug  must  include  substantial  evi¬ 
dence  concerning  the  effectiveness  as 
well  as  the  safety  of  the  drug  in  ques¬ 
tion.  With  the  thought  of  the  consumer 
and  protection  of  public  health,  there 
is  a  balance  between  the  risk  and  the 
benefit  which  the  drug  will  play  if 
approved  for  marketing. 

The  new  drug  application  must  sat¬ 
isfy  requirements  to  the  patient,  to  the 
pharmaceutical  company,  and  to  the 
Food  and  Drug  Administration.  A 
drug  may  be  “new”  without  necessari¬ 
ly  being  a  new  substance.  For  example, 
a  new  use  for  an  old  drug —  as  aspirin 
for  a  skin  rash.  Also  an  accepted 
remedy  used  for  years,  if  manufac¬ 
tured  in  a  new  form,  such  as  timed 
release  capsule  is  considered  to  be  a 
new  drug  requiring  evaluation  by  the 
FDA.  Clinical  investigation  may  be 
required  to  show  that  the  active  sub¬ 
stance  is  released  in  a  slow  and  sus¬ 
tained  manner,  and  that  the  capsule  is 
safe  and  effective  as  claimed. 

A  new  drug  assessment  requires  the 
sponsor  to  submit  a  form  known  as 
"Notice  of  Claimed  Investigational 
Exemption  for  a  New  Drug”  (IND). 

Accompanying  the  IND,  the  pre- 
clinical  investigations,  the  chemical 
compositions  and  standards  as  to  safe¬ 


ty  are  required  as  well  as  animal 
studies  primarily  directed  toward  its 
safety.  The  data  must  demonstrate  that 
there  will  not  be  unreasonable  hazard 
in  initiating  studies  in  human  beings. 

Studies  of  new  drugs  in  man  are 
divided  into  the  clinical  pharmacology 
studies,  designed  as  phase  I  and  phase 
II,  and  the  clinical  trial  referred  to  as 
phase  III.  Phase  I  is  the  first  trial  in 
normal  man.  It  is  done  in  a  small 
number  of  human  volunteers  and  is 
primarily  concerned  with  the  determi¬ 
nations  of  biological  activity  in  man 
and  affects  such  target  organs  systems 
as  the  liver,  kidney,  the  hemopoietic 
system  and  the  heart.  Observations  of 
metabolism  are  encouraged  in  Phase  1 
so  that  this  information  can  be  of 
value  in  selection  of  adequate  animal 
species  for  chronic  toxicity  studies. 
Dose  range  studies  then  can  also  be 
initiated  in  Phase  I. 

Phase  II  studies  would  be  extended 
to  include  the  initial  therapeutic  trials 
on  a  limited  number  of  patients  suffer¬ 
ing  from  the  ailment  for  which  the 
drug  is  expected  to  be  useful.  Clinical 
protocols  are  constructed  setting  forth 
the  deviation  of  the  administration  of 
the  drug  and  the  clinical  observation 
and  laboratory  determinations  which 
are  to  be  made.  Here  revision  determi¬ 
nations  as  to  the  plan  of  investigation 
and  such  details  as  the  route  of  ad¬ 
ministration  and  the  physical  form  in 
which  the  drug  is  administered  are 
made. 

On  the  basis  of  the  information 
from  phase  I  and  phase  II,  a  decision 
must  be  made  as  to  the  desirability  of 
more  extensive  clinical  trials,  known 
as  Phase  III.  These  well-planned 
studies  can  be  the  basis  of  the  es¬ 
tablishment  of  a  clinical  protocol  of 
dosage  form,  and  patient  selection. 
These  studies  need  to  satisfy  two 
judgments;  1)  Is  the  drug  safe?  The 


word  "safe”  cannot  mean  absolutely 
safe  but  it  means  the  measurement  of 
the  adverse  effects  against  the  thera¬ 
peutic  benefits.  All  gradations  of  safety 
and  therapeutic  necessity  are  encoun¬ 
tered  with  each  drug  presenting  an  in¬ 
dividual  problem  involving  a  variety  of 
factors.  Also  safety  and  efficacy  are 
not  specific  quantities,  inasmuch  as  the 
clinical  situation  is  a  factor,  i.e., 
methotrexate  treatment  in  a  neoplastic 
disease  in  comparison  to  an  immuno¬ 
suppressive  disease  such  as  rheumatoid 
arthritis.  So,  fewer  clinical  benefits  or 
a  higher  incidence  of  adverse  reactions 
with  same  drug  varies  somewhat  with 
the  disease  being  treated. 

In  all  clinical  trials,  the  goal  or 
clinical  expectation  is  important  to 
define  at  the  onset.  In  this  assessment, 
the  physician  or  “the  clinical  phar¬ 
macologist”  is  involved  in  the  drug 
trial,  based  on  his  knowledge  and  un¬ 
derstanding  of  the  usual  history  of  the 
disease  entity  in  which  the  drug  is 
being  tested.  The  factors  of  placebo 
with  the  aura  of  a  test  drug  in  compar¬ 
ison  to  the  benefit  of  a  test  drug  is  a 
worthwhile  consideration  to  demon¬ 
strate  drug  efficacy. 

The  FDA  in  1970  approved  thirty- 
one  new  drug  applications  of  which 
fourteen  represent  new  entities. 
Among  them  are  developed  L-DOPA 
for  Parkinson’s  disease,  lithium  car¬ 
bonate  for  manic  depressives,  and  a 
low-estrogen  oral  contraceptive.  In 
comparison,  FDA  approved  only 
thirty-nine  new  drug  applications  in  all 
of  1969,  with  fifteen  new  entities. 

The  package  insert  has  created 
much  controversy.  For  instance,  a 
drug  may  be  of  value  in  treating  heart 
disturbances,  while  approved  only  for  a 
general  use  by  the  FDA.  The  FDA 
takes  the  stand  that  if  the  doctor  takes  a 
drug  and  uses  it  for  something  else 
other  than  the  approved  conditions,  the 
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FDA  wants  to  know  about  this.  Flere 
the  FDA  seeks  to  require  the  physician 
to  file  investigational  new  drug  applica¬ 
tion  when  they  use  a  drug  for  a  purpose 
not  stated  on  the  label.  The  legality  of 
the  package  insert  is  being  challenged 
by  the  AMA’s  Department  of  Drugs  on 
the  basis  that  there  is  nothing  in  the  law 
that  obligates  the  doctor  to  file  the  in¬ 
vestigational  new  drug  claim  form.  One 
legal  expert  states  that  the  real  power  of 
the  package  insert  lies  less  in  its  author¬ 
ity  over  the  physicians  prescribing 
practice  than  in  its  use  in  malpractice 
suits.  It  is  a  fact  that  court  decisions  in 
drug  injury  cases  show  that  great 
weight  is  given  to  the  question  of 
whether  the  physician  used  the  drug  as 
recommended  in  the  manufacturer’s 
labeling  in  determining  whether  there 
was  negligence.  Perhaps  a  statement 
that  the  package  insert  is  a  guide,  not  a 
binding  directive,  would  be  helpful.  Or 
the  local  hospital  staff  committee  could 
approve  the  drug  use  because  of  the 
clinical  judgment  involved.  However,  it 
would  seem  right  that  for  a  totally  new 
use  of  a  drug  the  FDA  should  require 
the  physician  to  file  an  IND  form. 

The  1962  Drug  Amendments  states, 
in  effect,  that  a  drug  which  on  October 
9,  1962  was  commercially  used  and 
sold  in  the  United  States  was  not  a  new 
drug,  and  was  not  covered  by  an  effec¬ 
tive  new  drug  application.  The  new 
criterion  of  effectiveness  would  not 
apply  to  such  a  drug  when  intended 
solely  for  use  under  the  conditions 
prescribed,  recommended,  or  sug¬ 
gested  in  the  labeling  with  respect  to 
such  drug  on  that  day.  This  so-called 
“Grandfathers  Clause”  has  given  pro¬ 
tection  to  a  pre-1962  drug  as  being 
safe  by  virtue  of  being  an  old  drug.  A 
review  of  the  effectiveness  of  drugs 
marketed  between  1938  and  1962  is 
being  sponsored  by  FDA  by  the  Na¬ 
tional  Academy  of  Sciences  -  National 
Research  Council.  This  is  a  lot  of 
work,  since  some  3,000  pre-1962 
drugs  are  currently  being  evaluated  as 
part  of  the  efficacy  study.  The  promise 
is  to  publish  in  the  Federal  Register  all 
of  the  3,000  plus  reports  by  July  1971, 
at  the  latest.  It  is  estimated  that 
clinical  scientific  review  on  all  of  them 
has  been  completed.  This  could  mean 
thousands  of  actions  by  FDA —  from  a 
clear-cut  case  of  an  ineffective  drug 
being  removed  from  the  market  to  a 
possible  effective  drug  with  the  manu¬ 


facturer  being  urged  to  initiate  studies 
to  obtain  information  needed  for  de¬ 
termining  the  drug  status. 

The  fixed  combination-drugs  have 
been  the  subject  of  much  recent  FDA 
action  including  withdrawal  from  the 
market.  The  key  issue  revolves  around 
the  fact  that  information  by  medical 
and  scientific  experts  exists  to  warrant 
the  drug’s  continued  marketing  and 
the  question  of  whether  this  opinion 
provides  the  data  of  well-controlled 
clinical  investigations.  This  unresolved 
problem  has  been  made  the  subject  of 
a  court  test  in  a  law  suit  brought  by 
the  Pharmaceutical  Manufacturers  As¬ 
sociation.  The  report  on  the  “grandfa¬ 
ther”  drugs  could  have  far-reaching  ef¬ 
fects  for  over-the-counter  drugs, 
labeling  changes,  expenditures  for 
animal  and  clinical  studies,  FDA, 
“Dear  Doctor”  letters  (expenses  be¬ 
tween  $30,000  and  $35,000  per  letter), 
and  for  many  adjustments  in  the 
physicians’  prescribing  concepts. 

In  the  past,  the  FDA  had  en¬ 
couraged  “a  compendium  of  therapy,” 
but  this  interest  apparently  has  sub¬ 
sided.  However,  legislation  keeps 
being  introduced  in  one  congressional 
bill  or  another,  the  latest  being  a 
formulary  to  contain  listing  by  es¬ 
tablished  name  of  drugs  necessary 
under  federal  health  care  programs. 
This  amendment,  by  Senator  Russell 
B.  Long,  would,  if  enacted,  establish  a 
national  formulary.  The  U.S.P.  with 
its  tremendous  prestige  would  indeed 
be  an  ideal  organization  to  promote  a 
compendium,  and  at  its  recent  meeting 
it  forwarded  a  resolution  to  this  effect 
to  the  U.S.P.  Board  of  Trustees.  The 
USP  would  have  to  liberalize  some 
standards  to  include  more  drugs  in  the 
same  class  and  accept  more  equivalent 
drugs;  as  an  example —  at  present 
there  are  only  8  barbituates  in  U.S.P. 


Dr.  Minno  is  rheumatology  consult¬ 
ant  at  Harmarville  Rehabilitation 
Center,  Pittsburgh,  and  clinical  in¬ 
structor  of  medicine  at  the  Univer¬ 
sity  of  Pittsburgh  School  of  Medi¬ 
cine.  He  has  served  as  chairman  of 
the  Parmaceutical  Committee  of 
the  American  Society  of  Internal 
Medicine  since  1968. 


The  1961  “Full  Disclosure”  regula¬ 
tion  also  requires  all  promotional 
labeling  for  a  prescription  drug — 
which  is  employed  at  the  manufac¬ 
turers  option,  including  mailings  to 
physicians  and  publications  such  as 
Physician  Desk  Reference,  to  furnish 
substantially  the  same  information  as 
that  approved  for  the  drug  package  in¬ 
sert.  Bound  by  these  1961  “package  in¬ 
sert”  and  "full  disclosure”  regulations,  i 
PDR  has  been  revising  its  publication 
with  constant  improvements,  such  as 
listing  of  generic  equivalents,  photos 
for  easy  identification  of  drugs,  and  pe¬ 
riodic  supplements  to  update  its  con¬ 
tents.  Presently  PDR  is  used  by  hospital 
house  staffs  and  practicing  physicians 
as  a  major  source  of  information  in 
prescribing  drugs.  There  are  limitations 
to  the  drug  package  labeling  as  a  medi¬ 
um  for  communicating  to  physicians 
reliable  drug  prescribing  information, 
but  there  is  no  authority  in  law  to 
require  more  direct  communication  ex¬ 
cept  on  written  request  from  a 
physician  to  a  manufacturer.  Perhaps 
an  outline  form  of  usual,  common,  rare, 
adverse  effects  would  be  helpful  to  the 
practicing  physician.  The  fine  print  of 
the  package  insert  makes  the  reading 
difficult.  A  streamlining  of  the  package 
insert  or  allowing  PDR  to  publish 
something  other  than  the  “package  in¬ 
sert”  would  be  most  helpful. 

The  conflict  of  FDA,  USP,  PDR, 
and  the  pharmaceutical  firms  do  not 
appear  as  great  as  the  news  media 
would  imply.  The  publicity  in  the 
papers  about  the  hazardous  side  effects 
of  drugs  does  unduly  frighten  patients 
and  eclipses  to  some  extent  the 
beneficial  aspects  of  drugs.  Consumer 
protection  appears  to  be  the  sole  objec¬ 
tive  with  the  entire  drug  environment 
being  involved.  Gone  are  the  days 
when  the  method  of  development  of  a 
new  drug  was  left  almost  entirely  to 
the  drug  manufacturer.  We  could  also 
ask  ourselves —  Have  we  gone  too  far 
and  are  the  legal  standards  granted  by 
Congress  too  rigid?  Can  the  drug 
standards  be  set  by  National  Academy 
of  Sciences  (National  Research 
Council)  and  is  this  real  drug  testing  or 
are  there  better  priorities  for  these 
august  bodies  to  follow?  The  answers 
to  these  questions  are  not  available. 
Perhaps  with  time,  the  many  moves  by 
the  FDA  could  have  a  cheerful  impact 
on  medical  care.  □ 
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cardiovascular  brief 


Surgical  Treatment  of  Coronary  Sclerosis 

Part  II 


William  H.  Sewell,  M.D.,  Chief  of 
irdiac  Surgery,  Guthrie  Clinic,  Ltd. 
d  Robert  Packer  Hospital,  Sayre, 
mnsylvania,  is  questioned  by  William 
.  Leaman,  Jr.,  M.D. 

ow  strong  is  your  evidence  that  vein 
afts  to  coronary  arteries  improve 
ognosis? 

It  is  not  strong  enough  to  convince 
optical  critics,  but  I  am  convinced 
lat  our  own  data,  plus  that  being  ac- 
jmulated  at  Cleveland  Clinic,  Mar- 
aette  University,  and  other  centers,  is 
towing  that  coronary  surgery  has 
nproved  prognosis,  and  vein  grafts  are 
lcreasing  life  expectancy  by  several- 
ild.  Those  familiar  with  the  field  can 
;e  a  clear-cut  difference  between  vein 
rafts  and  earlier  surgical  procedures 
Dr  myocardial  ischemia.  I  think  that  a 
ardiologist  is  more  likely  to  be  wrong 
f  he  applies  the  assumption  that  the 
irognosis  is  as  good  with  medical  man- 
gement,  instead  of  referring  suitably 
ndicated  cases  for  surgery. 

A  hat  is  the  patency  rate  of  these  grafts? 

Reported  patency  rates  are  in  the  80 
ind  90  percent  range  and  are  improving 
iteadily.  All  surviving  postoperative  pa- 
ients  have  been  studied  arterio- 
graphically,  and  91  percent  of  our  146 
grafts  have  been  proved  patent.  All  of 
the  59  patients  having  double  grafts 
have  had  at  least  one  patent,  and  88  per¬ 
cent  have  had  both  patent.  We  have 
considered  coronary  arteries  as  small  as 
1.0  mm.  in  diameter  as  acceptable.  Not 
attempting  the  smallest  arteries  would 
increase  the  graft  patency  rate. 

What  are  the  chances  of  late  closure? 

One-year  arteriographic  studies 
show  that  under  10  percent  of  those 
patent  early  postoperatively  are  closed 
at  one  year.  There  is  good  reason  to 


think  that  the  subsequent  closure  rate 
will  be  very  low. 

Do  some  patients  need  triple  vein 
grafts? 

I  do  believe  we  really  know  the  an¬ 
swer  to  this.  My  tentative  conclusion 
has  been  that  there  are  few,  if  any,  pa¬ 
tients  who  need  three.  However,  the 
long-term  prognosis  should  be  better 
with  three,  and  we  will  probably  do 
many  in  the  future  if  the  additional  risk 
can  be  made  negligible. 

Do  these  operations  relieve  angina? 

Yes.  The  vast  majority  of  patients 
with  arteriographically  successful  vein 
grafts  have  had  complete  relief  of  an¬ 
gina. 

How  much  trouble  have  you  had  with 
late  myocardial  infarction  and  death? 

Of  80  patients  discharged  alive  from 
the  hospital,  there  was  one  death  fol¬ 
lowing  intestinal  gangrene,  but  no  other 
deaths  and  no  recognized  infarctions. 

Is  there  any  place  for  internal  mam¬ 
mary  implantation  by  the  Vinebery  or 
pedicle  technic? 

I  doubt  it,  but  I  realize  that  this 
opinion  is  contrary  to  some  authorities 
in  the  field. 

Is  there  any  evidence  that  vein  grafts 
improve  over-all  cardiac  physiology? 

Yes,  very  definitely.  Often  improve¬ 
ment  in  ventricular  function  is  quite  ob¬ 
vious  in  a  postoperative  ven¬ 
triculogram.  More  detailed  studies 
show  marked  improvement  in  myocar¬ 
dial  function  and  relief  of  ischemic  lac¬ 
tate  production.  We  have  learned  that  it 
often  is  not  possible  preoperatively  to 
distinguish  scar  from  myocardium  that 
is  too  weak  to  contract. 


How  would  you  compare  coronary  vein 
grafts  with  heart  transplantation? 

The  vein  grafts  are  less  dramatic,  but 
much  more  practical  and,  in  general, 
far  more  satisfactory.  There  are  few,  if 
any,  patients  who  would  have  a  better 
chance  with  heart  transplantation  than 
with  vein  grafts. 

Do  you  favor  vein  graft  operations 
under  emergency  conditions? 

Certainly  prompt  coronary  ar¬ 
teriography  and  prompt  surgery  in  a  pa¬ 
tient  with  preinfarction  angina  is 
desirable  if  the  patient  fits  in  the  good 
risk  group.  So  far,  the  surgical  treat¬ 
ment  after  actual  myocardial  necrosis 
seems  risky,  though  some  dramatic 
results  have  been  achieved. 

When  do  you  resect  a  ventricular 
aneurysm? 

In  any  good  risk  candidate  who  has  a 
bulging  scar  about  6  cm.  or  more  in  di¬ 
ameter  and  who  has  symptoms  because 
of  low-cardiac  output  or  arrhythmia. 
The  results  in  these  cases  should  be 
quite  satisfactory. 

What  do  you  think  of  the  future  of 
coronary  surgery? 

Satisfactory  control  of  coronary 
disease  by  diet  and  medication  is  proba¬ 
bly  several  decades  away.  If  the  current 
prognostic  trends  after  vein  grafts  con¬ 
tinue,  and  the  indications  for  ar¬ 
teriography  and  surgery  outlined  herein 
are  applied  on  a  widespread  basis,  then 
the  potential  stress  on  current  medical 
facilities  leads  to  interesting  specula¬ 
tion. 

William  G.  Leaman,  Jr.,  M.D., 
edited  this  Brief  for  the  Council  on  Ed¬ 
ucation  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa¬ 
tion. 
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cancer  forum 


The  Treatment  of  Incurable  Breast  Cancer 


Eckles  and  Fuller  of  the  M.D.  An¬ 
derson  Hospital  have  recently  reported 
on  the  treatment  of  incurable  breast 
cancer  at  that  institution.  Their  princi¬ 
ple  aim  is  improving  the  quality  of  sur¬ 
vival  and  in  each  case  they  devise  a  long 
range  plan  designed  to  give  immediate 
symptomatic  relief  with  maximum 
tumor  control  and  prevention  of 
disabling  symptoms.  While  they  consid¬ 
er  megavoltage  radiotherapy  the  most 
useful  agent  for  palliation,  their  plan  in¬ 
tegrates  radio-therapy  with  what  they 
call  "systemic”  treatment  (hormone 
therapy,  endocrine  ablation,  and 
chemotherapy.) 

Incurable  primary  breast  cancer  is 
treated  with  simple  mastectomy  when 
technically  feasible  and  postoperative 
radiotherapy  when  indicated  by  the  ex¬ 
tent  of  the  lesion.  Inflammatory  car¬ 
cinoma  beyond  the  breast  is  treated  sys- 
temically. 

Chest  wall  recurrence  in  and  ad¬ 
jacent  to  the  mastectomy  scar  is  treated 
aggressively  unless  there  has  been  dam¬ 
age  from  previous  radiation.  Extensive 
recurrence  in  the  skin  flap  or  dermal 
lymphatic  spread  are  resistant  to  radia¬ 
tion  and  are  treated  with  systemic 
agents. 

The  treatment  of  early  regional  node 
metastases  in  the  postmastectomy  pa¬ 
tient  is  definitive  radiotherapy  since 


these  are  potentially  curable.  Regional 
node  involvement  when  general  metas¬ 
tases  are  present  is  not  treated  unless 
they  produce  symptoms.  Thus  the  aim 
of  treatment  is  permanent  local  control 
with  dosage  levels  to  4000  to  5000  rads. 
As  in  chestwall  recurrences,  diffuse 
lymphogenous  spread  is  an  indication 
for  systemic  treatment.  If  the  metastatic 
involvement  is  limited  to  the  neck  and 
supraclavicular  fossae,  radiotherapy  is 
used  to  prevent  or  reduce  pressure  on 
the  blood  vessels,  trachea,  and 
esophagus.  However,  if  the  metastases 
are  very  extensive  in  this  area  it  in¬ 
dicates  lymphogenous  spread.  Radio¬ 
therapy  is  then  contraindicated  and  sys¬ 
temic  treatment  used. 

Intrathoracic  metastases  involving 
the  lung  are  not  irradiated  because  of 
the  damage  to  normal  tissue.  Chemo¬ 
therapy  is  used.  For  pleural  effusions 
that  do  not  respond  to  systemic  therapy 
the  pleural  cavity  is  obliterated  with  ni¬ 
trogen  mustard,  radioactive  gold,  or 
pleurectomy.  Involved  mediastinal 
nodes  are  treated  with  radiation 
provided  that  diffuse  lymphogenous 
spread  is  not  present. 

Systemic  care  is  used  in  those  pa¬ 
tients  not  suitable  for  radiotherapy.  The 
choice  of  modality,  the  timing  and  the 
sequence  are  of  great  importance.  In 
the  premenopausal  patient  with  dissem¬ 


inated  breast  cancer,  the  first  treatment 
is  surgical  castration.  If  there  are 
clinical  contraindications  to  surgery, 
radiation  castration  can  be  used. 

Adrenal  or  pituitary  ablation  are 
unpredictable  in  their  response.  Good 
results  are  more  likely  if  the  following 
criteria  are  met:  ( 1 )  an  interval  of  more 
than  two  years,  free  of  disease,  from  ini¬ 
tial  treatment  to  first  sign  of  recurrence 
or  metastasis;  (2)  favorable  response  to 
oophorectomy  or  hormone  treatment, 
and;  (3)  worsening  of  the  disease  under 
provocative  estrogen  administration. 

Steroid  hormones  are  increasingly 
effective  in  the  menopausal  patient  and 
best  results  are  obtained  in  patients  ten 
years  or  more  postmenopausal.  Chemo¬ 
therapy  is  used  in  those  patients  unre¬ 
sponsive  to  endocrine  change  or  who' 
are  hormone  resistant.  Their  patients 
are  divided  into  three  groups  ( 1 )  Those! 
who  failed  to  respond  to  castration. 
Methotrexate,  5-Fluorouracil,  alky-l 
lating  agents,  androgens  and  corticos¬ 
teroids  are  used  in  varying  combina¬ 
tions.  (2)  Those  who  responded  initially 
to  castration  and  are  less  than  five  years 
postmenopausal.  All  the  preceding 
drugs  plus  endocrine  ablation  are  con¬ 
sidered.  (3)  All  those  patients  more  than 
five  years  postmenopausal.  All  the 
above  plus  estrogens  are  considered. 


Your  Skin  and  The  Sun 

TO:  EDITORS  AND  PUBLISHERS 
FROM:  THE  AMERICAN  CANCER  SOCIETY 

Skin  cancer  is  responsible  for  5,000  deaths  in  the  United  States  in  a  single  year.  Yet  this  is  a 
preventable  form  of  cancer.  Overexposure  to  the  sun  causes  most  skin  cancer.  If  more  people  knew 
this,  probably  fewer  would  die. 

Will  you  alert  your  readers  to  the  dangers  of  too  much  sun  by  publishing  these  fillers  and  ads  as 
frequently  as  you  can? 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia¬ 
betic  patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  N.J.  08101. 


CAMPBELLS  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
_ SOUPS*  INTO  EXCHANGE  LISTS _ 

*  These  recommendations  are  based  on  a  one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for 
1  Bread  and  V2  fat _ 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  for 
1  Meat  and  IV2  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
Vi  Bread  and  Vi  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
Vi  Meat  and  %  Bread 

Chicken  Gumbo 
Chicken  Noodle 


fhere's  a 


for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and,  it’s  made  by  VCUtlfiOul 


in  excerpt  from  the  Searle  series  “The  Ecology  of  Birth  Control”* 


No 


k 


jgEvlB 

my 

>r  ‘  y 


Unwanted 

Child* 

-Birth . 
Control 


Ten  thousand  battered  children- 
a  growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a  family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a  separate  clinical  entity:  the 
“battered  child’’  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered"  per  year,  and  their  number  may  be 
increasing. 

A  revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
[all  reported  in  newspapers  within  a  single  year) 
were  less  than  4  years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2  years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


earle  contributions 
o  the  science  of  contraception 

30TH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovuleri  •  Demulen 

ach  white  tablet  contains:  ethynodiol  Each  white  tablet  contains:  ethynodiol 

acetate  1  mg./mestranol  0  1  mg  diacetate  1  mg./ethinyl  estradiol  50  meg. 

ach  pink  tablet  irv  Ovulen-28®  and  Demulen®  -28  is  a  placebo,  containing  no  active  ingredients. 

lemulen . .  .for  its  low  estrogen  and  Searle’s  progestin -or  Ovulen . .  .with  its  wide  physician 
nd  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
>w  incidence  of  side  effects.  Both  with  a  choice  of  pill-taking  schedules . . .  simple 
Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions -Ovulen  and  Demulen  aettoprevent  ovulation  by  inhibiting  the  output 
I  ’gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress  the  out¬ 
put  of  both  the  follicle-stimulating  hormone  CFSH)  and  the  luteinizing 
lormone(LH). 

Special  note- Oral  contraceptives  have  been  marketed  in  the  United  States 
0  nee  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effec- 
/eness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
le  combination  products  Both  types  provide  almost  completely  effective  con- 
aception. 

|  An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
1  tonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Iritam  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
I  ressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
luantitated  with  precision. 

I  Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
nate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
-  ome  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
'he  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
efuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
I  eptives  must  be  continued. 

Indication- Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
jers,  cerebral  apoplexy  or  a  past  history  of  these  conditions,  markedly  impaired 
iver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
sstrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a  statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere¬ 
bral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Britain' 3  leading  to  this  conclusion,  and  one4  in 
■  thiscountry  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
]  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the  United 
j  States  found  a  relative  risk  of  4  4,  meaning  that  the  users  are  several  times  as  li  kely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
f  American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration. 

I  The  American  study  was  not  designedtoevaluateadifference  between  products. 

I  However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm¬ 
boembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be  quanti¬ 
tated,  and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com¬ 
plete  loss  of  vision,  or  if  there  is  a  sudden  onset  of  proptosis,  diplopia  or  migraine. 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon¬ 
strated,  it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi¬ 
men  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A  small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi¬ 
fied  mthe  milkof  mothers  receiving  thesedrugs.  The  long-rangeeffecttothe  nurs¬ 
ing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a  Papani¬ 
colaou  smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen.  There¬ 
fore,  if  such  tests  are  abnormal  in  a  patient  taking  Ovulen  or  Demulen,  it  is  rec¬ 
ommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
somedegree  of  fluid  retention,  conditions  which  might  be  influenced  by  thisfactor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed¬ 
ing  per  vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon¬ 
tinued  if  the  depression  recurs  to  a  serious  degree.  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A  decrease  in  glucose  tolerance  has  been 
observed  in  a  significant  percentage  of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  ad¬ 
vised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a  relation¬ 
ship  has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e  g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in¬ 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup¬ 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovu¬ 
lation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo¬ 
sum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep¬ 
tives:  hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de¬ 
crease  in  T3  uptake  values:  metyrapone  test  and  pregnanediol  determination. 

References:  1 .  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J  Coll.  Gen.  Pract.  73:267-279  (May)  1967. 2. 

Inman,  W.  H  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2: 193-199 (April  27)  1968  3.  Vessey,  M.  P,  and  Doll,  R.:  Inves¬ 
tigation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A  Further  Report,  Brit.  Med  J.  2:651-657  (June  14)  1969  4.  Sartwell, 

P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E  :  Thromboembo¬ 
lism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer  J. 
Epidem.  90: 365- 380  (Nov.)  1 969.  1A5 

Where  “The  Pill”  Began 

G.  D.  Searle  &  Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Mylanta 

24  million  hours 

a  day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  =  patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Stuart 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Annual  Session  of  the  House  of  Delegates 

October  4-6 
1971 

Pittsburgh  Hilton  Hotel 


1971  Annual  Business  Session 
Pennsylvania  Medical  Society 

Program 


Sunday,  October  3 


1:00  P.M. 

Board  of  Trustees 

King’s  Terrace 

6:00  P.M. 

PMS  Past  Presidents’  Dinner 

Brigade  Suite  H 

Monday,  October  4 

10:00  A.M. 

PaMPAC  Board  of  Directors 

Brigade  Suite  H 

12:00  Noon 

Reference  Committee  Chairman  Luncheon 

King’s  Garden 

1:00  P.M.  -  8:30  P.M. 

Delegates’  Registration 

Ballroom  Foyer 

3:00  P.M.  -  5:00  P.M. 

Second  Councilor  District  Meeting 

Chartiers  Suite  A 

3:00  P.M.  -  5:00  P.M. 

Third  Councilor  District  Meeting 

Chartiers  Suite  B 

3:00  P.M.  -  5:00  P.M. 

Fifth  Councilor  District  Meeting 

Traders  Room  C 

3:00  P.M.  -  5:00  P.M. 

Sixth  Councilor  District  Meeting 

Black  Diamond  Room  F 

3:00  P.M.  -  5:00  P.M. 

Seventh  Councilor  District  Meeting 

Brigade  Suite  G 

3:00  P.M.  -  5:00  P.M. 

Eighth  Councilor  District  Meeting 

Brigade  Suite  H 

3:00  P.M.  -  5:00  P.M. 

Ninth  Councilor  District  Meeting 

King’s  Terrace 

3:00  P.M.  -  5:00  P.M. 

Tenth  Councilor  District  Meeting 

King’s  Garden 

3:00  P.M.  -  5:00  P.M. 

Eleventh  Councilor  District  Meeting 

Ballroom  1 

3:00  P.M.  -  5:00  P.M. 

Twelfth  Councilor  District  Meeting 

Parlor  414 

7:30  P.M. 

First  Session,  House  of  Delegates 

Ballroom  1 

Tuesday,  October  5 

12:00  Noon  -  2:00  P.M. 

Delegates’  Registration 

Ballroom  Foyer 

8:00  A.M. 

Reference  Committee  on  Constitution  and  By-Laws 

Ballroom  4 

8:00  A.M. 

Reference  Committee  on  Education  and  Science 

King’s  Garden 

8:00  A.M. 

Reference  Committee  on  Governmental  Relations 

LaBateau  Lounge 

8:00  A.M. 

Reference  Committee  on  Medical  Service  A 

Ballroom  2 

9:00  A.M. 

Reference  Committee  on  Public  Service 

Chartiers  Suite  A 

9:00  A.M. 

Reference  Committee  on  Reports  of 

Standing  and  Special  Committees 

Chartiers  Suite  B 

9:00  A.M. 

Reference  Committee  on  Reports  of  Officers 

Traders  Room  C 

1:30  P.M. 

Special  Reference  Committee  on  Medical  Service  B 

Ballroom  3 

6:00  P.M.  -  7:00  P.M. 

State  Dinner  Reception 

King’s  Garden 

7:00  P.M. 

State  Dinner 

Ballroom  1 

Wednesday,  October  6 

7:00  A.M.- 9:00  A.M. 

AMA  Delegation  Breakfast 

Chartiers  Suite  A 

8:00  A.M.  -  1:00  P.M. 

Delegates’  Registration 

Ballroom  Foyer 

9:00  A.M. 

Second  Session,  House  of  Delegates 

Board  of  Trustees  (following  adjournment  of 

Ballroom  1 

House  of  Delegates) 

King’s  Terrace 

Twenty-fourth  Annual  State  Dinner 

Tuesday  Evening 
October  5,  1971 

Pittsburgh  Hilton  Hotel 


Reception 


(compliments  of  Parker  &  Co.,  Inc., 


of  Pennsylvania  and  Argonaut  Insurance  Company) 


Dinner 

Dancing 

and  Entertainment 


•  Installation  of  George  P.  Rosemond,  M.D.,  as  the  122nd  President  of  the  Penn¬ 
sylvania  Medical  Society 

•  Presentation  of  Past  President’s  Medallion  to  William  A.  Limberger,  M.D.,  121st 
President 

•  Presentation  of  State  Benjamin  Rush  Awards 

Please  reserve _ tickets  at  $11  per  person  for  the  Annual  State  Dinner  banquet. 

Name  (Please  Print) _ 

Add  ress _ 

City _ County  Society _ 

(Please  make  check  payable  to  Pennsylvania  Medical  Society.) 


»ummary:1971  Official 
Pennsylvania  Medical 


Reports 

Society 


All  items  appearing  in  this  special 
section  of  PENNSYLVANIA  MEDICINE 
are  summaries  of  the  1970-71  official 
reports.  Complete  official  reports, 
including  that  of  the  auditor,  appear  in 
the  1971  Official  Reports  Book,  which 
is  available  upon  request. 


Joard  of  Trustees  and  Councilors  Park  M.  Horton,  M.D. 


I  This  report  summarizes  significant  actions  taken  by  the 
oard  of  Trustees  during  the  1970-71  year,  as  outlined  in 
le  board’s  annual  report. 

The  board: 

Approved  the  Articles  of  Incorporation  of  the  Pennsyl- 
ania  Medical  Care  Foundation.  Also  authorized  the 
Council  on  Medical  Service  to  apply  for  federal  funds  to 
nitiate  an  experimental  peer  review  project.  Peer  review  is 
major  part  of  the  proposed  foundation  plan  which  will  be 
'resented  to  the  members  at  a  special  reference  committee 
gearing  in  the  afternoon  on  Tuesday,  October  5,  1971, 
iluring  the  Annual  Session  at  the  Pittsburgh  Hilton  Hotel; 

Approved  the  proposal  for  a  group  professional  liability 
irogram  submitted  by  Argonaut  Insurance  Company  and 
*arker  and  Company  International,  Inc.  This  program  is 
designed  to  provide  the  membership  with  maximum  profes- 
ional  liability  insurance  at  the  lowest  possible  cost  and  fea- 
ures  Society  participation  in  all  underwriting  decisions; 

Adopted  recommendations  designed  to  alleviate  pollution 
n  the  Great  Lakes; 

Approved  the  white  paper  on  emergency  medical  services 
jrepared  by  the  Council  on  Education  and  Science  and 
published  in  the  June  issue  of  PENNSYLVANIA  MEDICINE. 
The  white  paper  explores  the  current  status  of  emergency 


Secretary 


Raymond  C.  Grandon,  M.D. 


medical  services  in  Pennsylvania  and  presents  thirty-four 
specific  recommendations  for  the  improvement  of  services; 

Determined  to  hold  a  special  long-range  planning  meet¬ 
ing  of  the  board  on  August  12,  1971,  in  order  to  set  aside 
current  problems  and  review  Society  objectives; 

Formulated  recommendations  for  action  by  the  House  of 
Delegates  which  would  restructure  the  Medical  Defense 
Fund  to  provide  legal  assistance,  upon  authorization  by  the 
Board  of  Trustees,  in  cases  which  have  a  broad  impact  on 
health  care  issues  and  the  practice  of  medicine.  As  recom¬ 
mended,  the  criterion  for  intervention  by  the  fund  would  no 
longer  be  solely  because  the  member  had  no  liability  cover¬ 
age  (since  the  Society  now  offers  a  group  liability  plan);  use 
of  the  fund  would  be  limited  to  resolution  of  major  issues 
affecting  a  broad  spectrum  of  the  membership; 

Determined  to  continue  as  grantee  for  the  Susquehanna 
Valley  Regional  Medical  Program; 

Met  with  the  deans  of  the  Pennsylvania  medical  schools, 
or  their  representatives,  on  May  12,  1971,  to  discuss  the 
production  and  training  of  physicians  in  Pennsylvania,  the 
attendant  costs  and  use  of  innovative  techniques  in  order  to 
train  physicians  within  as  short  a  time  as  possible.  In  view 
of  the  value  of  the  meeting,  the  board  plans  to  schedule  fur¬ 
ther  meetings  periodically  with  the  deans. 


The  workload  of  the  secretary’s  office  increased  this  year 
as  a  larger  number  of  physicians  formed  professional  associ¬ 
ations  or  professional  corporations.  As  you  know,  Regula¬ 
tion  11.3  of  the  State  Board  of  Medical  Education  and 
Licensure  requires  that  the  names  of  professional  associa¬ 
tions  and/or  corporations  be  acceptable,  from  an  ethical 
point  of  view,  to  the  county  medical  society  in  which  the 
principal  office  is  located,  the  State  Society,  and  the  State 
Board  of  Medical  Education  and  Licensure.  In  calendar 
1970  we  processed  a  total  of  thirty-six  names  for  profes¬ 
sional  associations/corporations.  At  the  time  this  report  is 
being  written,  we  have  processed  a  total  of  ninety-four 
names  during  the  first  four  months  of  1971. 

I  have  administered  the  Medical  Defense  Fund  and  have 
participated  in  the  work  of  the  Committee  on  Medical  Be¬ 
nevolence. 

The  1970  House  of  Delegates  determined  to  urge  all 
county  medical  societies  to  change  their  by-laws  to  admit 
qualified  osteopaths  to  membership.  This  House  action  was 
implemented  in  a  letter  which  I  sent  to  component  societies’ 
secretaries  on  November  5,  1970. 

The  secretary’s  office  has  referred  grievances  to  county 


societies  and  in  cooperation  with  legal  counsel  has  provided 
legal  opinions  to  members  of  component  societies.  It  has 
been  a  pleasure  and  a  privilege  to  attend  board  meetings. 

JUDICIAL  COUNCIL 

In  1970  the  House  recommended  that  the  Judicial 
Council  henceforth  conclude  its  opinions  or  reports  with  a 
statement  indicating  the  mechanism  for  appeal.  The  council 
has  noted  this  recommendation  and  plans  to  implement  it 
on  all  opinions  rendered  henceforth. 

Resolution  70*15 
Definitive  Interpretation  of  Sole 
Arbiter  Principle 

In  1970,  the  House  adopted  Resolution  70-15:  “Defini¬ 
tive  Interpretation  of  'Sole  Arbiter’  Principle,”  the 
resolved  portion  of  which  reads:  “Resolved,  that  the 
House  of  Delegates,  Pennsylvania  Medical  Society 
submit  a  request  to  the  Judicial  Council  of  the  AMA  for 
a  more  definitive  interpretation  of  the  AMA  guideline  as 
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it  pertains  to  the  area  of  ‘sole  arbiter’  of  the  disposition  of 
his  professional  income.” 

On  November  2,  1970,  I  wrote  to  Edwin  J.  Holman, 
Esquire,  director,  medical  ethics  department,  AMA,  at¬ 
taching  a  copy  of  Resolution  70-15,  and  requesting  that  he 
bring  it  to  the  attention  of  the  AMA  Judicial  Council  at 
their  earliest  convenience. 

On  December  11,  1970,  I  received  the  following  letter 
from  E.G.  Shelley,  M.D.,  chairman,  Judicial  Council, 
American  Medical  Association. 

“Dear  Dr.  Grandon: 

The  Judicial  Council  of  the  American  Medical  As¬ 
sociation  considered  your  letter  of  November  2  at  its 
recently  held  meeting.  The  subject  of  this  letter  was 
“Definitive  Interpretation  of  Sole  Arbiter  Principle” 
as  adopted  October  7,  1970,  by  the  Pennsylvania 
Medical  Society’s  House  of  Delegates.  The  opinion  of 
the  Judicial  Council  of  the  Pennsylvania  Medical  So¬ 
ciety  dated  March  26,  1969,  established  “Guidelines 
for  Hospital  Medical  Staffs”  was  also  considered. 

After  review  of  this  material  it  is  the  suggestion  of 
the  Judicial  Council  of  the  American  Medical  Associ¬ 
ation  that  this  matter  might  be  clarified  by  rewriting 
paragraph  9  of  the  “Guidelines”  as  follows: 

“9.  The  physician  is  the  sole  arbiter  as  to  ways  in 
which  he  may  dispose  of  his  professional  income, 
consistent  with  the  laws  of  the  land,  the  Princi¬ 
ples  of  Medical  Ethics  of  the  American  Medical 
Association  and  the  Pennsylvania  Medical  Soci¬ 
ety  and  the  bylaws  of  the  medical  staff  and  medi¬ 
cal  societies  of  which  he  is  a  member.” 

In  addition,  the  paragraph  on  page  11  of  the  March 
26,  1969,  report  of  the  Judicial  Council  of  the  Penn¬ 
sylvania  Medical  Society  commencing  with  the  words 
“It  is  important”  and  ending  with  the  words  “of 
absolute  right,  relocate”  should  be  deleted. 

Sincerely, 

E.G.  Shelley,  M.D.” 

At  a  meeting  on  December  17,  1970,  at  Society 
Headquarters,  the  council  voted  to  amend  guideline 
Number  9  from  its  opinion  dated  March  26,  1969,  to  read 
as  follows: 

“The  physician  is  the  sole  arbiter  as  to  the  ways  in  which 
he  may  dispose  of  his  professional  income,  without 
duress,  consistent  with  the  laws  of  the  land,  the  principles 
of  medical  ethics  of  the  American  Medical  Association 
and  the  Pennsylvania  Medical  Society,  and  the  By-laws 
of  the  medical  staff  and  county  medical  society  of  which 
he  is  a  member.” 


The  council  also  voted  to  delete  the  following  paragraph 
from  its  opinion  of  March  26,  1969: 

“It  is  important  also  to  remember  that  your  Council  con¬ 
tinues  to  recognize  (see  guideline  number  9)  that  the 
physician  is,  in  the  final  analysis,  ‘the  sole  arbiter  of  his 
income,’  for,  if  a  physician  is  unwilling  to  support  such  a 
fund  when  same  is  established  by  a  majority  vote  of  the 
medical  staff,  he  can,  as  a  matter  of  absolute  right, 
relocate.” 

A  complete  copy  of  the  amended  opinion  is  available 
from  Society  headquarters. 

On  December  17,  1970,  the  council  met  to  consider  i 
matter  raised  by  a  member  of  the  Lebanon  County  Medica 
Society  with  regard  to  his  appointment  to  the  hospital  staf 
of  the  Milton  S.  Hershey  Medical  Center.  Final  dispositioi 
of  the  case  cannot  be  accomplished  until  after  review  of  thi 
by-laws  of  the  medical  staff  of  the  center.  The  by  laws  ti 
govern  the  medical  staff  of  the  center  had  been  written  ii 
January,  1971,  but  could  not  be  exposed  to  formal  reviev 
by  the  Judicial  Council  before  they  had  come  under  the  ap 
proval  of  the  trustees  of  the  Pennsylvania  State  University 
Up  to  June,  1971,  the  proposed  by-laws  had  not  been  sut 
mitted  to  the  Judicial  Council  for  the  review  necessary  t 
the  council’s  final  adjudication. 

The  1970  House  of  Delegates  authorized  publication  i 
PENNSYLVANIA  medicine  of  the  Judicial  Council 
guidelines  concerning  the  ethical  storage  and  retrieval  < 
privileged  medical  information  in  computers  and  distribt 
tion  of  the  same  to  the  secretary  of  each  county  medical  si 
ciety. 

Publication  of  the  guidelines  occurred  in  the  Decemb 
issue  of  Pennsylvania  medicine  and  county  socie 
secretaries  were  apprised  through  a  letter  dated  Decemb 
21,  1970. 


MEDICAL  DEFENSE 

During  1970  no  applications  for  Medical  Defense  we 
filed.  The  total  expenditure  for  legal  fees  from  the  Medic 
Defense  Fund  in  1970  was  $14,806,  leaving  a  balance 
$107,1 1 1  in  the  fund.  For  further  comments  on  the  fun< 
status,  see  the  report  of  the  treasurer. 

As  of  May  31,  1971,  there  were  11  active  medii 
defense  cases  in  our  files.  By  councilor  districts,  they  are 


follows: 

First  District  2 

Second  District  3 

Fifth  District  1 

Tenth  District  5 


Executive  Director  John  F.  Rineman 

This  report  summarizes  significant  points  contained  in  number —  although  not  in  responsibility —  that  the  Sociy 
the  annual  report  of  the  Executive  Director:  has  utilized  for  the  past  decade.  The  number  of  staff - 

Actions  taken  by  the  1970  House  of  Delegates  have  been  signed  to  the  Susquehanna  Valley  Regional  Medical  F>- 
implemented  or  are  now  in  the  process  of  completion.  gram,  whose  salaries  are  paid  from  federal  grant  fut>. 

At  a  time  when  several  major  new  Society  programs  have  decreased  slightly  in  the  past  year  and  now  totals  twenty, 
been  initiated,  the  number  of  employees  paid  directly  out  of  Following  the  1970  Annual  Session,  the  membership  d 
Society  funds  has  increased  by  only  one  in  the  past  year,  staff  were  staggered  by  the  death  of  Carl  B.  Lechner,  M 
Staff  presently  numbers  thirty-nine,  about  the  same  in  long-time  Medical  Editor  of  PENNSYLVANIA  MEDICI;. 
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)r.  Lechner  worked  closely  with  staff  and  was  a  beloved 
riend  of  the  physicians  and  staff  alike. 

During  the  past  year  a  valuable  member  of  the  staff  re- 
ired  after  eleven  years  of  service —  Sam  C.  Price,  staff  as- 
istant  to  the  Council  on  Education  and  Science.  His  loyalty 
md  conscientiousness  will  long  be  appreciated  and  remem- 
>ered  by  his  many  friends  on  the  staff  and  among  the  mem- 
>ership. 

The  headquarters  building  continues  to  be  maintained  in 
ixcellent  condition.  Many  of  the  members  and  their  wives 
vho  have  visited  it  during  the  past  year  have  mentioned 
low  fresh  and  new  the  building  looks  despite  the  fact  that  it 
s  now  five  years  old. 

This  year  1  again  held  a  management  conference  of  key 
itaff  at  a  location  away  from  the  distractions  of  the  office. 
)ur  focus  was  twofold —  an  examination  of  current  man- 
lgement  systems  with  a  view  to  improving  them  and  a  col- 
ective  long-range  look  at  our  administrative  responsibilities 
md  options. 

1  feel  very  keenly  that  such  management  conferences, 
divorced  from  the  everyday  work  environment,  stimulate 
:alents  in  our  key  people  which  might  otherwise  not  be 
jtilized.  In  these  meetings  they  are  given  the  opportunity  to 
abandon  their  parochial  responsibilities  for  a  day  and  con¬ 
centrate  on  answering  the  question  of  how  the  total  ad¬ 
ministration  of  the  Society  can  be  improved  to  meet  the 
challenges  of  new  responsibilities. 

The  Susquehanna  Valley  Regional  Medical  Program 
budget  for  1971-72  is  $625,710  and  includes  the  cost  of 
operating  a  program  of  six  projects. 

Regional  Medical  Programs  throughout  the  country  were 
subjected  to  a  minimum  of  a  12  percent  cut  in  funds  for  the 
federal  fiscal  year  beginning  July  1,  1971.  As  a  result,  sharp 
cuts  in  the  SVRMP  budget  were  made. 

Since  September  1970,  the  program  has  been  housed  in 

Treasurer  John  F.  Rineman 

The  customary  examination  of  the  Society’s  accounts  as 
of  December  31,  1970,  was  performed  by  Main,  Lafrentz  & 
Co.,  certified  public  accountants,  and  the  report  of  their 
audit  is  being  submitted  to  all  members  of  the  House  of 
Delegates.  It  is  available  to  others  upon  request. 

The  Society’s  resources  are  contained  in  five  separate 
funds.  Four  of  these  funds  are  earmarked  for  special  pur¬ 
poses  and  are  not  available  for  current  operating  expenses. 

The  annual  assessment  of  our  members  who  pay  full  dues 
was  $75  for  the  year  1970.  Of  this  total,  however,  only  $65 
was  available  to  the  General  Fund  for  the  operating  ex¬ 
penses  of  the  Society.  By  action  of  the  House  of  Delegates, 
$9  per  member  was  allocated  as  follows:  $8.00  to  the  Edu¬ 
cational  and  Scientific  Trust  for  loans  and  scholarships  and 
$1.00  to  the  Medical  Benevolence  Fund.  In  addition,  the 
Board  of  Trustees  found  it  necessary  to  make  a  $1.00  per 
member  appropriation  to  the  Medical  Defense  Fund  in 
order  to  meet  the  obligations  of  the  fund  for  1970. 

The  General  Fund  is  the  active  functioning  account  for 
the  day-to-day  operation  of  the  Society’s  various  programs. 
During  1970,  income  for  this  account  (derived  chiefly  from 


the  Fernwood  Office  Building  some  three  miles  south  of  the 
PMS  headquarters  office. 

The  Society  prepared  1971  dues  statements  for  fifty-eight 
county  medical  societies  through  Electronic  Data  As¬ 
sociates,  the  Society’s  computer  service  bureau.  The  only 
expense  to  county  socieites  was  postage;  supplies  and 
envelopes  were  furnished  by  the  Society. 

There  was  a  decrease  of  187  in  full  dues  paying  members 
and  an  increase  of  138  in  senior  members.  In  the  overall 
membership,  there  was  a  decrease  of  83  members. 

The  Board  of  Trustees  appointed  David  A.  Smith,  M.D., 
of  Harrisburg  to  fill  the  position  of  medical  editor  for  PENN¬ 
SYLVANIA  Medicine,  a  vacancy  created  by  the  death  of 
Carl  B.  Lechner,  M.D.,  who  served  in  this  capacity  with 
great  distinction  for  many  years. 

Reprint  orders  and  requests  to  include  articles  in 
anthologies  of  scientific  papers  continue  to  be  a  source  of 
satisfaction —  and  a  proof  of  the  worth  of  Pennsylvania 
Medicine’s  scientific  content. 

By  strict  curtailment  of  expenses,  PENNSYLVANIA  MEDI¬ 
CINE  was  published  in  1970  without  a  budget  deficit, 
despite  the  fact  that  nearly  half  the  budget  was  exhausted  in 
the  first  quarter.  Although  the  budget  established  for  1971 
offered  only  a  minor  increase,  expenses  have  remained  well 
within  budget  limitations. 

By  having  type  set  by  the  phototypesetting  method,  and 
by  developing  page-saving  techniques,  Pennsyl¬ 
vania  MEDICINE  is  presenting  as  much  scientific  material 
as  ever,  and  more  socioeconomic  and  Society  news  than 
ever,  in  an  attractive  format.  Although  income  shows  little 
sign  of  appreciable  increase,  costs  have  begun  to  climb,  and 
indications  are  that  more  cost  increases  are  on  the  way. 

I  believe  the  Pennsylvania  Medical  Society  is  in  the 
process  of  a  creative  transmutation  in  purpose  and  design 
and  I  know  I  speak  for  all  the  staff  when  I  say  we  are 
delighted  to  be  part  of  it. 


dues,  advertising  in  Pennsylvania  Medicine,  commercial  ex¬ 
hibits  and  registration  fees  at  the  scientific  session,  and  in¬ 
vestments)  amounted  to  $990,989.  Expenses  for  1970  to¬ 
taled  $912,610.  With  income  of  $990,989  and  expenditures 
of  $912,610,  as  well  as  payments  on  the  mortgage  principal 
and  for  equipment  of  $8,951,  the  Society  ended  the  year 
with  a  surplus  of  $69,428  in  the  General  Fund. 

The  Medical  Defense  Fund  had  assets  totaling  $106,883 
at  the  beginning  of  the  fiscal  year.  The  appropriation  from 
dues  amounted  to  $10,256  and  income  on  savings  and 
securities  of  $5,180  provided  total  income  to  the  fund  of 
$15,436.  The  fund  paid  out  $14,806  for  medical  defense 
purposes  and  $402  for  other  expenses  for  a  total  of  $15,208 
which  resulted  in  a  gain  of  $228  for  the  year,  thus  increas¬ 
ing  the  assets  of  the  fund  to  $107,1 11  as  of  December  31, 
1970. 

Assets  in  the  Medical  Benevolence  Fund  totaled 
$560,139  on  January  1,  1970.  The  fund  received  $10,542 
from  dues  allocations  and  $24,131  from  income  on  invest¬ 
ments.  Contributions  from  the  Woman’s  Auxiliary  and 
other  sources  amounted  to  $8,059.  Loss  on  the  sale  of  in- 
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vestments  of  $1 1,397  reduced  total  income  to  the  fund  to 
$31,335.  Payments  to  recipients  of  $41,665  and  investment 
expense  of  $2,078  reduced  the  total  assets  of  the  Medical 
Benevolence  Fund  to  $547,73 1  as  of  December  31,1 970. 

At  the  beginning  of  1970,  the  Contingency  Reserve  Fund 
was  valued  at  $201,077.  The  Board  of  Trustees  authorized 
the  transfer  of  the  1969  surplus  totaling  $129,720  to  the 
Contingency  Reserve  Fund.  Income  on  investments  was 
$1 1,957.  Loss  on  the  sale  of  investments  amounted  to  $707 
and  investment  expenses  totaled  $965.  These  transactions 
resulted  in  an  increase  in  the  assets  of  the  fund  to  a  total  of 
$341,082  on  December  31,  1970.  On  January  6,  1971,  the 
Board  of  Trustees  took  action  to  transfer  the  1970  surplus 


to  the  Contingency  Reserve  Fund  with  the  stipulation  that 
the  Finance  Committee  be  authorized  to  invade  the  fund  if 
funds  were  required  to  meet  obligations  in  1971. 

As  of  December  31,  1970,  the  Property  and  Equipment 
Fund  included  land  and  building  with  a  net  value  of 
$728,308  and  furniture  and  equipment  with  a  net  value  of 
$59,915.  Depreciation  reserves  for  replacement  of  both  the 
building  and  the  furniture  and  equipment  accounted  for 
$149,560.  The  mortgage  was  reduced  to  $82,120  by  the  end 
of  1970.  The  total  value  of  the  Property  and  Equipment 
Fund  (including  accumulated  depreciation)  was  $937,783  at 
the  end  of  fiscal  year  1970. 


Reports  of  District  Trustees  and  Councilors 


First  District  A.  Reynolds  Crane,  M.D. 

Theodore  Roosevelt  is  credited  with  saying,  "Every  man 
owes  part  of  his  life  to  the  profession  of  which  he  is  part” 
and  each  year  as  this  report  is  prepared  one  is  impressed  by 
the  number  of  members  of  the  Philadelphia  County  Medi¬ 
cal  Society  (the  First  Councilor  District)  who  are  involved 
and  who  care  enough  about  the  future  to  do  something 
about  it.  Jonathan  Rhoads,  M.D.,  the  immediate  past  pres¬ 
ident,  pointed  out  that  more  than  one  of  every  four 
members  of  the  Society  has  been  involved  as  an  officer, 
board  or  committee  member  during  his  term  of  office.  One 
of  the  rewards  of  serving  as  trustee  and  councilor  is  the  re¬ 
reading  of  the  year’s  issues  of  Philadelphia  Medicine , 
itemizing  the  accomplishments  recorded  therein  and  getting 
lost  in  the  fascinating  blend  of  local,  state  and  national  af¬ 
fairs  so  ably  assembled  by  the  editor,  Donald  C.  Geist, 
M.D.,  and  supported  by  the  Publications  Committee  under 
Alma  D.  Morani,  M.D.  One  of  the  chores  of  being  trustee  is 
to  try  to  assemble  from  the  recordings  of  so  many  activities 
a  brief  sequential  report  for  the  House  of  Delegates  and  in 
so  doing  recommend  the  reading  of  Philadelphia  Medicine. 
Its  contents  are  both  informative  and  useful. 

Leadership  of  the  society  has  passed  from  Jonathan 
Rhoads,  M.D.,  whose  firm  and  practical  approach  to  issues 
permitted  steady  progress,  to  the  hands  of  George  A.  Hahn, 
M.D.,  who,  in  his  installation  address,  has  called  for  a  coop¬ 
erative  effort  on  the  part  of  physicians  and  all  persons  in¬ 
volved  in  the  delivery  of  health  care  to  meet  the  health 
needs  of  the  nation. 

The  branch  societies  continue  to  be  an  effective  in¬ 
strument  in  promoting  participation  in  the  affairs  of  medi¬ 
cine  and  their  representation  on  the  Board  of  Directors  is  a 
helpful  avenue  of  communication  and  understanding  in  a 
large  and  complex  society.  In  the  effort  to  engender  cooper¬ 
ation,  a  Deans  Committee  under  Dr.  Eugene  P.  Pen¬ 
dergrass,  M.D.,  has  held  several  productive  meetings 
devoting  much  consideration  to  means  of  delivering  care  to 
underprivileged  areas,  possibly  through  county  society  or 
branch  sponsored  clinics  suggested  by  John  McClenahan, 
M.D. 

The  Professional  Relations  Committee  under  Drs.  G.F. 
Tucker  and  H.S.  Wieder,  while  continuing  to  evaluate 


complaints  initiated  by  patients,  has  raised  the  question  of 
the  society’s  responsibility  to  a  more  active  role  in  the  eval¬ 
uation  of  the  quality  of  the  health  care  delivered  and  will 
pursue  this  concept  (peer  review)  along  with  the  Board  of 
Censors  (R.R.  Ravdin,  M.D.)  and  the  Insurance  Review 
Committee  (J.A.  Tucker,  M.D.). 

The  Committee  on  Membership  and  Society  Organiza¬ 
tion,  under  Robert  Pressman,  M.D.,  has  continued  the  fine 
work  done  under  David  Cristol,  M.D.  The  society  now  has 
a  total  of  3,765  members  of  which  2,889  are  active 
members,  413  are  associates  and  463  are  affiliate.  The  way 
has  been  opened  for  acceptance  of  osteopaths  and  a  number 
of  applications  have  been  processed.  Further  revision  of 
by-laws  will  make  interns  and  residents  eligible  for  active 
membership. 

The  awards  given  this  year  met  with  universal  acclaim. 
David  A.  Cooper,  M.D.,  past-president,  former  member  of 
the  PMS  House  of  Delegates,  distinguished  physician,  and 
revered  teacher,  was  given  the  Strittmater  Award,  appropri¬ 
ately  accepted  for  him  in  absentia  by  Esmond  Long.  M.D., 
since  the  two  men  had  done  so  much  to  further  the  under¬ 
standing  of  pulmonary  diseases.  Illness  prevented  Dr. 
Cooper's  attendance  and  he  died  shortly  after  the  award  was 
given.  The  Benjamin  Rush  Awards  were  given  to  Frank  G. 
Harrington,  M.D.,  for  his  contributions  to  the  rehabilitation 
of  the  handicapped  and  to  Wheels,  Inc.,  for  their  recruitment 
and  dispatching  service  in  the  same  field.  Eugene  P.  Pen¬ 
dergrass,  M.D.,  was  the  recipient  of  the  Distinguished  Serv¬ 
ice  Award  of  the  State  Society.  The  DaCosta  Oration  was  de¬ 
livered  by  Dr.  S.J.  Dudrick  on  "Long  Term  Total  Parenteral 
Nutrition”. 

The  Committee  on  Medical  Education  (S.H.  Lorber, 
M.D.)  has  been  most  effective  in  pursuing  means  of  con¬ 
tinuing  education  and  determining  educational  goals.  A 
self-evaluation  program  (E.H.  Me  Gehee,  M.D.)  has  been 
implemented  and  is  being  expanded  to  the  membership  of 
other  societies.  A  joint  meeting  with  the  Institute  of  Electric 
and  Electronic  Engineers  on  "Engineering  in  Medicine  and 
Biology”  has  been  sponsored.  An  interesting  and  important 
activity,  particularly  in  view  of  the  recent  regulations 
promulgated  by  the  Welfare  Department,  is  that  of  a  recon¬ 
stituted  Utilization  Committee,  under  G.R.  Fisher.  M.D., 
and  comprised  of  members  of  hospital  utilization  com¬ 
mittees  from  the  city  and  neighboring  areas.  This  group 
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nopes  to  coordinate  its  efforts  with  third  party  payment  re¬ 
viewers,  state  utilization  auditors  and  government  bodies 
and  is  compiling  a  handbook  of  guidelines  for  utilization 
review. 

Activities  in  experimental  delivery  systems  for  health 
care  sponsored  by  Temple  University  in  North  Philadelphia 
and  by  Pennsylvania  Hospital  in  South  Philadelphia  (South 
Philadelphia  Health  Action)  have  been  closely  followed  by 
the  society  through  the  Committee  on  Medical  Economics 
with  J.D.  Alexander,  M.D.,  as  its  chairman  and  with  P.  In- 
gaglio,  M.D.,  serving  on  the  Board.  Dr.  Alexander  also 
serves  as  a  representative  of  the  Society  to  Group  Health 
Planning  of  Greater  Philadelphia,  and  with  participation  in 
the  planning  phase  of  an  extremely  broad  program  to  coor¬ 
dinate  existing  facilities  in  a  pre-paid  total  care  program. 
William  F.  Bouzarth,  M.D.,  has  continued  his  fine  work  in 
emergency  medical  care  and  disaster  medicine. 

A  joint  task  force,  representing  Blue  Cross,  the  Delaware 
Valley  Hospital  Council,  and  the  society,  prepared  an  admi¬ 
rable  review  of  the  problem  of  hospital  costs  and  their  con¬ 
tainment.  This  report  appears  in  detail  in  the  February  issue 
of  Philadelphia  Medicine.  J.V.  Blady,  M.D.,  is  to  be  com¬ 
mended  for  this  accomplishment. 

The  woman’s  auxiliary,  under  Mrs.  Peter  Herbut  and 
Mrs.  Richard  Brunner,  has  continued  its  activities  on  behalf 
of  the  society.  The  Annual  Health  Institute,  devoted  to 
medical  education,  was  an  outstanding  success.  Their  fund¬ 
raising  activities  in  the  interest  of  nursing  education  have 
continued  and  in  addition,  Mrs.  Brunner  in  behalf  of  the 
auxiliary,  presented  Dr.  Hahn  with  a  check  for  $500  toward 
the  support  of  Project  Hope  in  which  he  and  many 
members  of  the  society  have  been  active. 

These  are  but  a  few  highlights  of  the  activities  and  only  a 
few  of  the  many  dedicated  physicians  are  named.  First 
Councilor  District  is  outstanding  as  a  center  of  medical  in¬ 
novation,  education  and  progress  because  of  all  the  activity 
and  all  of  the  active  individuals. 


Second  District  LeRoy  A.  Gehris,  M.D. 

The  six  county  medical  societies  in  the  Second  Councilor 
District  have  had  a  very  active  year.  All  of  the  societies 
conducted  regular  meetings.  The  meetings  covered  all 
aspects  of  health  care  in  the  community.  Socio-economic 
and  scientific  programs  were  presented.  In  some  instances  a 
recognized  leader  in  government  spoke  to  county  societies 
and  groups  of  county  societies.  National  and  state  medical 
leaders  also  have  spoken  to  county  medical  societies  of  the 
Second  District. 

In  addition  to  the  regular  meetings,  numerous  other  ac¬ 
tivities  were  conducted  by  the  various  county  medical 
societies,  such  as  mass  immunization  programs  against 
communicable  disease,  diabetic  detection,  and  glaucoma 
detection  programs.  One  society  presented  a  certificate  of 
commendation  to  a  steel  mill  for  installing  equipment 
costing  over  a  million  dollars  to  prevent  air  pollution.  Rush 
Awards  were  presented  and  served  as  a  source  of  good 
public  relations. 

One  county  medical  society  regularly  receives  a  report  of 


the  president  of  the  county  woman’s  auxiliary  at  the  regular 
meetings  of  the  county  society  Board  of  Trustees. 

William  A.  Limberger,  M.D.,  president  of  the  Pennsyl¬ 
vania  Medical  Society,  spoke  to  each  county  of  the  second 
district  on  at  least  one  occasion. 

Five  of  the  six  county  medical  societies  have  executive 
secretarial  service.  The  one  county  of  the  district  without  an 
executive  director  is  served  by  a  dedicated  physician  secre¬ 
tary  with  paid  secretarial  assistance. 

Third  District  Ralph  K.  Shields,  M.D. 

Each  county  society  has  either  been  or  will  have  been 
visited  by  me  before  the  annual  meeting  of  the  House  of  Del¬ 
egates  in  October,  1971. 

On  April  17,  1971,  our  annual  Councilor  District  meeting 
was  held  at  the  Buck  Hill  Inn, Buck  Hill  Falls.  Representa¬ 
tion  from  each  county  medical  society  except  one  was 
present.  In  addition,  we  were  honored  to  have  PMS  President 
William  A.  Limberger,  M.D.,  with  us.  Also  in  attendance 
were  several  members  of  our  very  capable  PMS  staff.  The 
theme  of  our  discussion  was  “Health  Care —  Five  Years  from 
Now”.  There  was  interesting  dialogue  and  we  all  benefited 
from  this  experience.  Our  wives,  also  in  attendance,  joined  in 
a  pleasant  social  hour  and  dinner. 

With  the  thought  of  making  the  annual  report  more  mean¬ 
ingful,  a  questionnaire  was  sent  to  the  president  of  each  com¬ 
ponent  county  medical  society  in  the  Third  Councilor  Dis¬ 
trict.  These  eight  questions  were  asked: 

1. What  have  been  the  chief  activities  and  outstanding 
events  in  your  county  medical  society  this  past  year? 

2.  What  has  your  county  medical  society  planned  for  the 
balance  of  this  year? 

3.  What  are  some  of  the  problems  with  which  your  county 
medical  society  is  faced? 

4.  What  do  you  feel  is  the  consensus  of  your  membership 
regarding  the  State  Society? 

5.  Would  your  officers  and  your  membership  be  interested 
in  having  a  summary  of  the  transactions  of  each  Penn¬ 
sylvania  Medical  Society  Board  of  Trustees  meeting 
sent  to  you  by  your  district  councilor? 

6.  In  what  ways  would  you  like  to  see  your  district  council¬ 
or  provide  a  more  meaningful  liaison  between  the  State 
Society  and  the  component  county  medical  societies? 

7.  What  suggestions  would  you  and  your  membership 
offer  to  improve  the  effectiveness  of  organized  medicine 
in  terms  of  health  care  delivery,  government  involve¬ 
ment,  and  costs  of  health  care? 

8.  Have  you  any  other  thoughts  which  might  be  helpful  to 
others  in  organized  medicine? 

Clearly,  from  the  substance  of  the  various  reports,  there  is 
a  desire  for  improved  communication  between  the  State  So¬ 
ciety  and  the  county  societies  in  the  Third  Councilor  District. 
There  is  a  need  to  do  something  about  this  in  order  that  the 
membership  may  have  greater  participation  and  voice  in  the 
decision  and  policy  making.  There  are  good  and  constructive 
criticisms  in  these  reports. 

In  summary  I  would  emphasize  that  healthy  concerns  exist 
in  the  county  societies  which  deserve  and  need  our  attention, 
at  all  levels  of  organized  medicine.  I  would  recommend  that 
ways  and  means  be  worked  out  to  help  bridge  the  communi- 
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cation  gap  which  exists.  I  personally  plan  to  report  to  each 
county  society  the  highlights  of  each  Board  of  Trustees  meet¬ 
ing.  I  believe  that  more  frequent  visits  to  the  county  societies 
by  officers  and  staff  members  of  the  PMS  should  be  planned. 

Fourth  District  George  A.  Rowland,  M.D. 

County  society  activity  has  continued  at  an  even  pace. 
Regular  scientific  programs  of  high  quality  have  been  the 
rule  of  all  components. 

As  in  the  past,  Montour  County  has  been  meeting  in  con¬ 
junction  with  Geisinger  Hospital  staff  meetings.  Schuylkill 
County  meets  at  the  time  of  Jefferson  Medical  College  sem¬ 
inars  in  Pottsville.  Schuylkill  and  Northumberland  Counties 
continue  to  hold  meetings  only  in  the  spring  and  fall 
avoiding  unfavorable  weather.  Northumberland  and 
Columbia  report  no  difficulty  in  getting  speakers  of  good 
quality,  even  from  more  distant  medical  centers.  These  two 
societies  have  held  several  joint  meetings.  Pharmaceutical 
houses  have  been  most  generous  in  offering  assistance  both 
in  financial  form  and  in  the  mechanics  of  obtaining  speak¬ 
ers. 

Even  more  than  in  the  past,  the  biggest  problem  faced  by 
all  of  these  societies  has  been  member  apathy.  If  doctors  are 
induced  by  the  promise  of  good  meals  or  interesting  speak¬ 
ers  to  attend  a  meeting,  they  either  fall  asleep  or  quietly  slip 
out  when  the  business  meeting  starts.  This  carried  through 
to  the  onerous  tasks  concerned  with  society  officers.  It  is 
often  necessary  to  beg  members  to  serve.  Really  active  com¬ 
mittee  chairmen  are  almost  unheard  of.  This  is  a  problem 
that  today  faces  most  medical  organizations.  It  deserves 
study  and  serious  effort  to  find  a  solution. 

A  meeting  of  representative  leaders  of  all  district  societies 
was  held  at  Elysburg  in  May.  There  were  presentations  by 
members  of  the  PMS  staff  on  the  new  state  medical  liability 
insurance  and  on  the  proposed  Medical  Care  Foundation. 
Interest  was  high,  questions  were  plentiful,  and  discussions 
were  heated.  These  highly  interested  members  of  each  soci¬ 
ety  are  deeply  concerned  about  the  problems  faced  by  medi¬ 
cine. 

The  proposal  to  establish  a  district  executive  office  was 
again  presented  with  little  reaction  expected.  On  the  con¬ 
trary,  the  matter  received  unlooked  for  support.  It  was 
decided  to  discuss  this  matter  again  later  in  the  year. 

Perhaps  the  most  valuable  outcome  of  the  more  frequent 
district  meetings  that  have  been  held  in  the  last  few  years  is 
the  feeling  of  rapport  that  has  developed  between  leaders  of 
the  different  societies.  Medical  groups  that  in  the  past  have 
been  as  diverse  as  if  they  had  no  common  language  have 
begun  to  speak  to  each  other  and  recognize  common 
ground.  If  somewhere  a  spark  can  be  found  to  ignite  the 
bulk  of  the  membership  the  future  of  these  organizations 
will  be  assured. 


Fifth  District  David  S.  Masland,  M.D. 

The  component  societies  of  the  Fifth  Councilor  District 
have  been  engaged  in  their  individual  projects.  I  am  happy 
to  report  that  we  had  excellent  representation  from  this  Dis¬ 
trict  at  the  1971  Officers’  Conference. 


Adams  County 

The  Adams  County  Medical  Society  reports  that  it  has 
continuing  education  in  progress  through  the  PMS  Council 
on  Education  and  Science.  Attendance  at  these  meetings 
was  reasonably  good  for  the  first  year.  Harold  O.  Clossen, 
M.D.,  secretary,  reports  that  the  younger  physicians  in  the 
area  have  been  called  on  to  provide  programs  for  the 
county  society.  This  has  been  a  fruitful  experience  for  both 
the  society  and  the  speakers. 

Cumberland  County 

H.  Robert  Davis,  M.D.,  secretary  of  the  Cumberland 
County  Society,  reports  that  the  society  again  sponsored  the 
Athletic  Injuries  Conference  at  Dickinson  College.  This  was 
attended  by  over  100  participants  from  most  of  the  schools 
in  the  area.  The  society  also  sponsored  the  pre-medical 
dinner,  attended  by  eighty-five  students  from  Dickinson, 
Messiah,  Shippensburg  State,  Gettysburg,  Harrisburg  Area 
Community  College,  and  Penn  State  Campus  at  Middle- 
town. 

Dauphin  County 

The  Dauphin  County  Medical  Society  reports  that  since 
the  last  meeting  of  the  House  of  Delegates,  the  society  held 
its  second  planning  committee  meeting  at  Hershey  Motor 
Lodge  for  the  purpose  of  exploring  the  foundation  for  medi¬ 
cal  care  concept  of  delivering  and  financing  medical  care  in 
Dauphin  County.  As  a  result  of  the  meeting,  the  society 
sponsored  a  seminar  on  the  foundation  approach  in  con¬ 
junction  with  the  Central  Pennsylvania  Academy  of  Medi¬ 
cine  at  its  November  meeting.  Participants  included  Russell 
Roth,  M.D.,  speaker  of  the  AM  A  House  of  Delegates  and 
Donald  Harrington,  M.D.,  medical  director,  San  Joaquir 
Foundation  for  Medical  Care.  Since  then,  the  society’s  sec¬ 
retary  and  executive  secretary  have  attended  the  Regiona 
Conference  on  Foundations  for  Medical  Care  held  ir 
Rochester,  New  York,  April  16  to  18,  1971.  It  is  quite  pos-j 
sible  the  society  will  form  a  foundation  in  the  future  for  the 
purpose  not  only  of  delivering  and  financing  medical  care 
but  also  for  researching  socio-economic  programs,  and 
serving  as  a  health  maintenance  organization  and  peer 
review  organization,  if  legislation  is  passed  in  these  areas,  a; 
well  as  conducting  mass  immunization  programs  for  the  cit 
izens. 

Another  development  of  the  society  last  year  was  the  ap 
pointment  of  an  ad  hoc  committee  to  review  the  healtl 
needs  of  Dauphin  County.  As  yet,  no  formal  report  has; 
been  made  by  the  committee  but  it  is  undergoing  a  study  o 
such  needs  and  a  report  is  planned  for  the  third  planning 
committee  session  of  the  society  to  be  held  in  August  1 97 1 .[ 

The  society,  through  its  Committee  on  Emergency  Medi 
cal  Care  and  Disaster  program  has  continued  to  participatt 
in  the  Harrisburg  Area  Disaster  Planning  Council  anc 
presently  the  chairman  of  the  society’s  committee  serves  a: 
chairman  of  the  council.  Meetings  on  aircraft  disasters 
legal  aspects  of  disasters  and  similar  subjects  have  beer 
presented  to  representatives  of  the  city  and  state  govern 
ments,  ambulance,  fire  and  other  organizations.  In  addition 
the  society  has  agreed  that  the  Committee  on  Emergency 
Care  and  Disaster  should  explore  the  ambulance  situatior 
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the  greater  Harrisburg  area  and  report  on  its  present 
itus  at  a  future  meeting. 

“Compulsory  Health  Insurance  in  the  1970’s”  was  the 
le  of  a  presentation  given  before  members  of  the  Dauphin 
aunty  Society  on  February  2,  1971,  at  the  Penn  Harris 
otor  Inn.  On  May  11,  1971,  a  presentation  on  “The  Hos- 
tal  and  the  Physician  in  the  1970’s”  was  given  by  Mr. 
'ikon  Appleyard,  executive  director  of  Harrisburg  Hospi- 
1,  for  the  benefit  of  members  and  wives  • 

Dauphin  County,  through  volunteer  physicians,  again 
rovided  free  physical  exams  for  150  or  more  children  who 
:tended  the  summer  camp  of  the  Police  Athletic  League  of 
[arrisburg.  In  addition,  the  members  participated  in  the 
MCA  camper  program  by  providing  similar  examinations 
)r  their  campers. 

The  society  is  participating  in  the  Pennsylvania  Medical 
ociety’s  Regional  Blue  Cross  Blue  Shield —  Major  Medical 
’rogram  which  was  put  into  effect  January  1,  1971  for  the 
enefit  of  its  members.  The  society  continues  to  support  the 
tudent  AMA  chapter  located  in  Hershey  and  also  contrib- 
ited  $50  to  SAMA  in  order  to  continue  its  sustaining  mem- 
•ership.  The  society  changed  its  bylaws  this  past  year  and 
low  osteopathic  physicians  who  meet  the  qualifications  of 
he  society  are  eligible  for  membership.  Liaison  with  the 
Jar  and  Nurses  Associations  has  been  continued  and  the  so- 
:iety  once  again  participated  in  the  Tri-County  United 
Fund  Campaign. 

Franklin  County 

The  Franklin  County  Medical  Society  has  enjoyed  an  ac¬ 
tive  year.  Ten  dinner  meetings  were  held  throughout  the 
year.  Attendance  averaged  40  percent  of  the  active  mem¬ 
bership.  Excellent  guest  speakers  covered  a  wide  variety  of 
topics  of  medical  and  community  health  interest.  Of  note  is 
that  in  December,  the  president  of  the  Pennsylvania  Medi¬ 
cal  Society,  William  A.  Limberger,  M.D.  was  the  Society’s 
guest. 

A  very  successful  rubella  immunization  program  was 
carried  out  by  Franklin  County  in  November. 

The  society  added  its  support  to  Imwalle  Foundation,  a 
center  for  the  care  and  rehabilitation  of  alcoholics  and  sup¬ 
ported  and  participated  in  an  Emergency  Ambulance 
Training  Course.  Society  representatives  have  participated 
in  several  meetings  aimed  at  improving  communications 
within  the  society.  Discussions  will  continue  to  explore  the 
possibility  of  sharing  an  executive  secretary. 

Lancaster  County 

The  Lancaster  County  Medical  Society  stressed  commu¬ 
nity  service  in  1970-71.  William  Atlee,  M.D.,  president¬ 
elect,  worked  with  the  Community  Council  for  Comprehen¬ 
sive  Health  Planning  in  order  to  efficiently  coordinate  the 
efforts  of  concerned  health  groups.  The  Emergency  Call 
System  of  the  Lancaster  area  was  revised.  Student  winners 
of  the  science  fairs  again  were  exhibited  for  the  society 
and  accepted  Savings  Bond  prizes.  The  United  Fund  Cam¬ 
paign  was  boosted  by  the  film  “Be  Prepared.” 

Detective  Luther  Henry  spoke  on  drug  abuse  and  the  ex¬ 
ecutive  director  of  the  Human  Relations  Urban  League 
prodded  with  “Apathy  and  Inaction —  A  Danger  to  Our 
Community”.  The  District  Nurses  Association  presented 


“The  Development  and  Design  of  the  Nurses  Role  in  the 
1970’s.”  William  LaMotte,  Chairman  of  the  AMA  Council 
on  Legislation  spoke  about  “Health  and  Federal  Legisla¬ 
tion”. 

Fewer  county  society  meetings  have  been  devoted  to  sci¬ 
entific  topics  since  hospital-oriented  sessions  have  provided 
such  good  coverage.  However,  Albert  Brest,  M.D., 
professor  of  medicine  at  Jefferson  Medical  College  dis¬ 
cussed  coronary  disorders  and  Leroy  Shear,  M.D.  of 
Temple  added  to  our  knowledge  of  renal  transplants  and 
dialysis. 

The  society  named  a  representative  to  work  with  the  Ex¬ 
plorer  Club  in  offering  leadership  to  youth  with  science  in¬ 
terests.  The  first  doctor  of  Osteopathy  accepted  membership 
in  the  Society. 

Plans  are  now  underway  to  revise  again  the  bylaws  of  the 
Lancaster  County  Medical  Society  to  make  possible  mem¬ 
bership  of  residents,  interns  and  students  of  medicine. 

Perry  County 

The  Perry  County  Medical  Society  is  still  discussing 
plans  for  a  medical  care  unit  to  be  built  in  that  area.  There 
are  now  seven  medical  doctors  in  the  county,  one  of  whom 
limits  his  practice  solely  to  obstetrics  and  gynecology,  and 
five  osteopathic  physicians. 

York  County 

The  York  County  Medical  Society  enjoyed  a  fairly  active 
year  in  1970-71.  Through  collaboration  with  the  auxiliary, 
meetings  on  drug  abuse  were  continued,  to  coincide  with 
programs  on  Channel  33.  Many  discussions  were  held  con¬ 
cerning  comprehensive  health  planning.  A  representative  of 
the  Society  is  playing  an  active  role  in  the  York  Community 
Planning  Council.  The  scholarship  program  continues  to 
support  county  residents  in  medical  and  paramedical 
training.  Through  the  medical-legal  liaison  committee,  dis¬ 
cussions  were  held  with  lawyers  and  members  of  the  os¬ 
teopathic  society  concerning  mutual  interests  and  improved 
relationships. 

A  composite  group  picture  of  society  members  was 
taken.  Twenty-six  past  presidents  were  honored  at  the 
Presidential  Ball  in  February.  The  Society  toured  the  PMS 
facilities  in  April. 

With  the  assistance  of  the  PMS  staff,  they  have  embarked 
on  a  three-year  schedule  of  programs  and  speakers  to  culmi¬ 
nate  in  the  celebration  of  the  Society’s  100th  anniversary  in 
1973. 

Sixth  District  H.  Thompson  Dale,  M.D. 

This  year  my  report  has  some  disappointments.  The  Fi¬ 
nance  Committee  of  the  Board  of  Trustees  of  the  State 
Medical  Society  refused  to  provide  money  to  entertain 
students  who -are  in  the  last  year  of  premedical  education  at 
Juniata  College  and  Penn  State  University  (the  schools  of 
higher  education  in  our  Councilor  District).  I  appealed  to 
the  Huntingdon  and  Centre  County  Medical  Societies  to  en¬ 
tertain  these  students.  I  heard  nothing  from  the  Huntingdon 
County  Society  and  the  Centre  County  Society  refused  to 
request  the  Centre  County  Medical  Society  Foundation  to 
provide  funds  for  students’  entertainment. 

Funds  were  available  for  a  district  councilor  meeting  but 
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since  each  county  society  was  graciously  offered  a  visit 
from  President  William  A.  Limberger  and  a  representative 
from  our  Lemoyne  office,  I  decided  to  save  the  money.  All 
of  our  county  societies  but  one  were  visited  by  Dr.  Lim¬ 
berger  this  past  year. 

Blair  County 

In  January  1971  Mrs.  Dale  and  I  attended  the  annual 
dinner-dance  and  installation  of  officers  at  the  Penn  Alto 
Motor  Hotel  in  Altoona.  Dr.  and  Mrs.  Limberger,  our  ener¬ 
getic  and  capable  State  Society  president  and  his  wife,  were 
honored  guests  at  this  meeting.  Five  members  of  the  Blair 
County  Society  offered  to  do  work  at  the  State  Society 
level. 

Centre  County 

The  Centre  County  Medical  Society  had  its  usual  nine 
meetings  this  past  year.  One  of  the  most  outstanding  meet¬ 
ings  was  the  one  at  which  Dr.  Ford  Clark  of  Huntingdon 
presented  an  illustrated  talk  on  some  of  the  experiences  he 
has  had  on  the  ship  HOPE. 

Sunday,  June  6,  1971,  the  annual  physicians,  dentists  and 
druggists  picnic  was  held  at  Mountain  Acres  Camp  in  the 
Seven  Mountains.  This  year  the  lawyers  were  invited  and  a 
total  of  125  people  attended  this  excellent  affair. 

The  new  State  College  Mountain  View  Hospital  branch 
of  the  Centre  County  Hospital  is  behind  schedule  and  may 
not  be  finished  in  1971. 

On  April  15,  1971,  we  were  honored  to  have  Dr.  William 
Limberger  and  Mr.  John  Rineman,  our  executive  director, 
speak  to  this  county  society  and  the  woman’s  auxiliary. 

Clearfield  County 

An  attempt  was  made  to  have  Dr.  Limberger,  State  Soci¬ 
ety  president,  meet  with  this  society  without  success. 

The  former  secretary  of  this  society,  Dr.  Robert  Boron, 
was  visiting  the  Centre  County  Hospital  in  Bellefonte  in 
December  1970  and  I  had  a  nice  visit  with  him.  He  was 
quite  concerned  about  the  chiropractic  problems  in  Clear¬ 
field.  I  told  him  I  would  be  glad  to  arrange  a  meeting  with 
our  health  legislation  people  from  the  Lemoyne  office  and 
the  Clearfield  Society  but  have  heard  nothing. 

I  feel  disappointed  that  this  fine  group  of  physicians  has 
not  taken  advantage  of  the  help  that  the  State  Society  has  to 
offer  them. 

Huntingdon  County 

On  Tuesday,  May  25,  1971,  it  was  my  privilege  to  attend 
a  dinner  meeting  of  this  Society.  Dr.  Limberger  and  Mr. 
LeRoy  Erickson  of  our  Lemoyne  office  explained  to  the  50 
percent  of  the  society  who  attended  what  the  Pennsylvania 
Medical  Society  has  to  offer  and  plans  for  the  future. 

Dr.  William  Stewart,  secretary  of  this  society,  Dr.  Ford 
Clark,  and  ever-faithful  Dr.  William  B.  West  helped  make 
this  a  very  successful  meeting.  I  hope  they  cart  keep  up  the 
good  work. 

Mifflin-Juniata  County 

Again  this  year  in  January,  Mrs.  Dale  and  I  attended  the 
annual  dinner-dance  and  installation  of  officers  of  this  ac¬ 
tive  society  at  the  Green  Gables  Hotel  in  Lewistown. 


I  have  been  informed  that  State  President  Limberger,  and 
Mr.  Dane  Wert,  State  Society  director  of  communications, 
attended  a  meeting  of  this  society  in  May  1971.  I  know  they 
gave  them  very  worthwhile  information. 

Visit  to  Clinton  County 

On  Saturday  evening,  June  12,  1971,  Mrs.  Dale  and  1 
were  guests  of  the  Clinton  County  Society  at  which  Pres¬ 
ident  Limberger  and  Mr.  Rineman  addressed  the  society. 
About  75  percent  of  the  society  members  and  their  wives 
attended  this  fine  meeting.  The  Seventh  District  Councilor, 
Dr.  Robert  Sanford,  and  his  wife  were  present. 

I  am  anxious  to  hear  from  any  of  our  members  and 
anxious  to  help  try  to  solve  any  problems  that  may  arise  in 
this  6th  Councilor  District. 

Seventh  District  Robert  S.  Sanford.  M.D. 

As  Trustee  and  Councilor  of  the  Seventh  Councilor  Dis¬ 
trict  it  has  been  my  pleasure  to  serve  the  component  county 
societies  of  this  District  during  the  past  year.  Although  per¬ 
sonal  visits  to  the  individual  county  societies  were  not  as 
frequent  as  desired,  the  interests  of  each  county  were 
included  in  the  many  discussions  and  meetings  I  attended 
during  the  last  year. 

I  would  like  to  remind  the  House  of  Delegates  and  the 
members  of  the  Seventh  Councilor  District  that  the  practice 
of  medicine  is  undergoing  a  revolution  brought  about  by 
the  overwhelming  advances  in  medical  knowledge  as  well  as 
the  overwhelming  demands  being  placed  on  each  practicing 
physician.  These  demands  are  creating  so  great  a  volume  ol 
paper  work  and  non-medical  responsibilities  that  there  is 
less  time  to  concentrate  on  the  actual  practice  of  medicine. 
Increasing  numbers  of  members  of  the  medical  profession 
are  leaving  the  actual  practice  of  medicine  because  of  the 
pressures  of  non-medical  responsibilities. 

Much  time  and  effort  is  being  expended  by  the  American 
Medical  Association  and  the  Pennsylvania  Medical  Societ) 
to  keep  the  practice  of  medicine  out  of  government  control 
The  most  recent  effort  on  the  part  of  the  Pennsylvania  Med¬ 
ical  Society  is  the  introduction  of  the  Foundation  type  ol 
health  care  payment  arrangements.  It  is  true  that  this  set-Uf 
creates  self-discipline  by  the  medical  profession  in  the  forir 
of  utilization  and  peer  review.  More  non-medical  work  i* 
required  to  make  such  a  program  feasible.  However,  the 
medical  profession  must  take  the  initiative  in  order  to  main 
tain  its  independence.  If  this  is  the  way  to  remain  indepen 
dent  of  government  control,  this  Councilor  urges  its  devel 
opment. 

Except  for  the  Williamsport  area  of  Lycoming  Count) 
and  the  Lock  Haven  area  of  Clinton  County,  the  Seventl 
Councilor  District  is  rural  in  its  nature  of  medical  practice 
Available  hospitals  are  mostly  small  in  size  as  are  theii 
respective  staffs.  Such  circumstances  make  peer  review 
chart  review  and  utilization  review  too  personal  a  situatioi 
to  be  healthy  for  good  staff  relations.  Yet,  if  such  disturbinj 
duties  are  not  performed,  the  entire  operation  of  medica 
care  is  jeopardized  by  the  threat  of  non-payment. 

This  Councilor  would  like  to  see  an  in-depth  study  anc 
analysis  of  medical  practice  trends  in  an  effort  to  uncove 
some  solutions  to  these  problems  before  discouragemen 
conquers. 
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For  the  Seventh  Councilor  District,  I  am  happy  to  report 
lat  there  have  been  no  major  problems  during  the  past 
ear.  The  participation  of  the  counties  in  the  activities  of 
he  Pennsylvania  Medical  Society  has  been  in  general  quite 
atisfactory.  All  counties  within  the  Seventh  District  have 
xpended  considerable  effort,  and  experienced  excellent 
mrticipation  in  continuing  education  programs.  Physician 
ecruitment  activities  are  being  carried  out  in  the  Tioga  and 
51k-Cameron  Societies  although  additional  physicians  are 
leeded  in  all  counties. 

The  coming  year  should  be  a  busy  one  for  all  the  counties 
in  providing  the  required  postgraduate  programs.  This 
Councilor  is  anticipating  one  of  the  finest  years  from  each 
component  society  in  his  Councilor  District. 

Eighth  District  David  J.  Keck,  M.D. 

The  following  is  a  summary  of  the  activities  of  some  of 
the  county  medical  societies  comprising  the  Eighth  Coun¬ 
cilor  District. 

Crawford  County 

Crawford  County  membership  has  remained  the  same 
this  year,  and  as  with  all  counties,  is  experiencing  a  shortage 
of  physicians.  The  members  have  ten  dinner  meetings  a  year 
at  which  there  have  been  speakers  on  scientific  or  economic 
topics.  In  December  of  this  past  year,  PMS  President  Lim- 
berger  and  John  F.  Rineman,  PMS  executive  director,  gave 
an  interesting  presentation  to  the  members. 

The  members,  in  cooperation  with  the  Pennsylvania 
Department  of  Health,  conducted  a  rubella  vaccination  pro¬ 
gram,  which  included  children  from  kindergarden  through 
the  sixth  grade.  This  was  a  successful  venture. 

Crawford  Codnty  continues  to  have  Pennsylvania  Medi¬ 
cal  Society  Continuing  Education  Programs  twice  a  month. 
These  programs,  conducted  at  Spencer  Hospital,  have  had 
good  attendance. 

The  Woman’s  Auxiliary  continues  to  be  active  and  is  still 
in  the  process  of  furnishing  a  room  in  the  Baldwin  Reynolds 
Home  Museum  with  medical  artifacts. 

Erie  County 

Listed  below  are  the  principle  activities  indicating  a  most 
successful  year  for  Erie  County: 

1.  Disaster  drills  were  held  at  both  hospitals  under  the 
direction  of  William  P.  Garvey,  M.D.,  in  cooperation  with 
the  local  Civilian  Defense  Organization. 

2.  Conferences  were  held  with  the  United  Steelworkers 
and  various  senior  citizens’  groups  to  discuss  current 
problems. 

3.  $3,800  in  scholarships  from  the  Erie  County  Sabin 
Scholarship  Fund  were  awarded  to  sixteen  students. 

4.  Leonard  B.  Snider,  M.D.,  worked  ardently  with  the 
Future  Physicians  Club  to  build  interest.  Meetings  were 
held  at  Hamot  Hospital,  with  40  to  50  high  school  students 
attending. 

5.  Centenarian  Awards  were  presented  to  patients  of 
Robert  B.  Stuart,  M.D.  and  Charles  R.  Leone,  M.D. 

6.  A  regional  medical  symposium  on  group  practice  in 
conjunction  with  the  Upper  New  York  Regional  Medical 
Program  was  sponsored. 


7.  October  18,  1970  was  designated  “Rubella  Sunday,” 
with  25,000  children  immunized  against  Rubella.  This  pro¬ 
gram  was  held  in  cooperation  with  the  osteopathic 
physicians. 

8.  A  Physician  Recruitment  Committee  was  organized 
under  the  leadership  of  Robert  J.  Demuth,  M.D.,  and  funds 
to  be  used  to  secure  more  physicians  for  the  Erie  area  were 
budgeted. 

9.  The  Drug  Committee,  chaired  by  William  P.  Garvey, 
M.D.,  is  working  in  cooperation  with  other  Erie  city 
agencies  to  help  alleviate  the  drug  abuse  problems. 

10.  A  new  Speakers’  Bureau  was  developed,  with  Public 
Service  Chairman  A.T.  Merski,  M.D.,  providing  the  neces¬ 
sary  leadership. 

11.  Four  membership  meetings  were  held,  plus  monthly 
Executive  Committee  meetings  excluding  July  and  August. 

12.  Four  successful  golf  tournaments  were  held,  including 
a  physician-dentist  match,  and  the  bowling  team  remained 
active  throughout  the  season. 

McKean  County 

McKean  County  gained  two  new  members  this  past  year, 
for  a  total  of  thirty.  The  membership  continues  to  hold  ten 
meetings  a  year,  alternating  between  Kane  and  Bradford. 
Again  this  year,  the  annual  Christmas  Dinner  Dance  was 
held  at  the  Penn  Hill  Country  Club. 

The  society  conducted  a  rubella  vaccination  program  for 
children  from  kindergarden  through  sixth  grade,  in  con¬ 
junction  with  the  Pennsylvania  Department  of  Health. 

McKean  County  continues  to  have  good  attendance  at 
the  Pennsylvania  Medical  Society’s  Continuing  Medical  Ed¬ 
ucation  Programs. 

Mercer  County 

The  Mercer  County  Medical  Society  continued  with  ap¬ 
proximately  96  active  members.  New  members  welcomed 
were  Drs.  John  Tragellis,  Jesus  Chaves,  Jr.,  and  Federico  P. 
Vallesteros. 

Meetings  were  held  at  the  Shenango  Inn,  Sharon,  in  the 
months  of  October,  November,  January,  April,  May  and 
June.  In  September  1970,  the  county  society,  as  a  group, 
toured  the  Mercer  County  Home  and  Hospital  and  were  the 
guests  of  the  hospital  for  dinner.  The  tour  was  informative 
and  many  of  the  members  were  impressed  by  the  County 
Home  and  Hospital. 

The  Mercer  County  Medical  Society  sponsored  a  lecture 
on  drug  abuse  by  Dr.  Bloomquist,  of  California,  in  Febru¬ 
ary  1971  to  which  the  dentists,  pharmacists  and  osteopaths, 
in  Mercer  County  were  invited. 

Mercer  County  presented  the  Individual  Benjamin  Rush 
Award  at  their  May  meeting  to  Mrs.  Margaret  Finucame  of 
Sharon,  and  the  Group  Award  to  the  Phi  Theta  Phi  Frater¬ 
nity  from  Thiel  College,  Greenville.  The  Phi  Theta  Phi  Fra¬ 
ternity  is  responsible  for  the  Walk-A-Thon  in  support  of  the 
Children’s  Hospital  in  Pittsburgh.  The  Mercer  County  Med¬ 
ical  Society  was  happy  to  see  that  the  Greenville  Lions 
Club,  last  year’s  Benjamin  Rush  recipient,  won  the  State 
Benjamin  Rush  Award. 

Drs.  Ricciutti,  Biggins,  Connelly  and  Kline  attended  the 
Officers’  Conference  in  April  1971. 

The  Mercer  County  Medical  Society  contributed  to  the 
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restoration  fund  for  the  home  of  Benjamin  Rush  in 
Philadelphia.  The  society  also  entertained  the  Mercer 
County  Dental  Society  at  the  June  9,  1971  meeting  which 
was  a  social  occasion.  This  was  part  of  a  continuing  effort 
by  the  society  and  the  Dental  Society  to  become  more  fa¬ 
miliar  with  the  other’s  society. 

Warren  County 

The  Warren  County  Medical  Society  will  celebrate  its 
100th  birthday  on  September  29,  1971.  It  is  interesting  to 
note  that  the  celebration  will  take  place  in  the  same  home  at 
which  the  society  was  organized  100  years  ago.  The  official 
celebration  includes  a  reception  followed  by  dinner. 

The  membership  continues  to  meet  ten  times  a  year  with 
meetings  held  on  the  third  Tuesday  of  the  month.  Followed 
by  dinner  and  discussion  of  various  interesting  topics,  these 
meetings  take  place  at  Warren  State  Hospital. 

A  rubella  program  was  conducted  this  past  year-  with 
children  from  kindergarden  to  the  sixth  grade  immunized. 

Pennsylvania 

Medical 

Care  Foundation 


Special  Reference  Committee  on 
Medical  Service  “B”  will  consider 
the  Supplemental  Report  on  the 
Medical  Care  Foundation  at  1:30 
p.m.,  Tuesday,  October  5,  1971  in 
Ballroom  No.  3.  All  delegates  are 
urged  to  attend  this  reference 
committee  hearing. 


Ninth  District  Cyrus  B.  Slease,  M.D. 

The  county  medical  societies  of  the  Ninth  District  are  ac¬ 
tive  and  all  hold  regular  meetings.  Nearly  every  meeting  has 
some  scientific  or  academic  type  program.  Attendance  is 
generally  good,  ranging  from  25  percent  to  90  percent. 

Some  county  societies  are  getting  programs  for  meetings 
through  the  Regional  Medical  Program. 

Joint  meetings  of  two  or  more  county  societies  have  been 
held  and  more  are  being  contemplated. 

Clarion  County  has  a  visiting  nurses  association  ready  to 
start  work  July  1,  1971.  This  project  is  100  percent  commu¬ 
nity  funded. 

County  visitations  are  at  the  halfway  point  at  this  date. 

The  shortage  of  physicians  in  every  county  of  the  District 
still  exists,  and  the  hospital  emergency  room  practice  con¬ 
tinues  to  increase. 

The  physicians  of  the  Ninth  District  have  in  general, 
been  trying  to  practice  good  medicine  during  the  past  year. 
This  has  occurred  despite  the  increasing  demands  on  their 
time,  and  more  patients  are  being  treated  more  efficiently 
and  with  more  success. 

It  is  the  opinion  of  many  physicians  that  comprehensive 
planning  and  regional  programs  are  weak  and  wasteful  and 
should  be  re-evaluated. 

The  general  feeling  is  that  increasing  demands  on 
physicians’  time  and  increasing  restrictions  on  utilization 
will  not  only  elevate  the  cost  of  medical  care  by  necessi¬ 
tating  repeated  hospitalizations  for  the  patient  but  will  also 
compound  the  shortage  of  physicians. 

Since  we  as  a  district  feel  that  medical  care  can  be 
improved  we  respectfully  submit  three  requests,  regarding 
regional  or  comprehensive  programs. 

1 .  Spend  less  on  administrative  costs. 

2.  Simplify  and  streamline  applications  for  grants. 

3.  Plan  medical  care  from  the  "grass  roots”  up —  rather 
than  from  bureaucracy  down. 

I  know  these  requests  cannot  be  acted  upon  by  the  House 
of  Delegates  but  perhaps  they  will  outline  some  of  the 
thoughts  of  the  physicians,  who  try  to  provide  the  medical 
care  needed  in  their  respective  communities. 

Tenth  District  wiiiiamj.  Kelly,  m.d. 

Allegheny  County 

The  society's  new  headquarters  building,  located  on 
Ridge  Avenue  in  the  north  side  of  Pittsburgh,  became  a 
center  of  health  affairs  in  1971.  The  headquarters  also 
became  a  regular  meeting  place  for  the  Pittsburgh  Academy 
of  Medicine,  the  Southwestern  Chapter  of  the  American 
College  of  Surgeons,  twelve  medical  specialty  societies,  the 
Hospital  Planning  Association  of  Allegheny  County,  the 
Western  Pennsylvania  Regional  Medical  Program,  the 
Health  and  Welfare  Association,  the  Hospital  Utilization 
Project,  the  County  Medical  Society  Foundation,  medical 
assistants,  medical  records  librarians.  Visiting  Nurses  Asso¬ 
ciation,  and  various  hospital  medical  staffs. 

The  society  continuing  involvement  with  approximately 
thirty  hospitals  and  2,000  physicians  serving  an  estimated 
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5  million  population  in  Allegheny  County,  has  generated 
jnificant  activity  in  health  affairs.  The  Poverty  Com- 
ittee  and  the  Health  Services  Planning  Committee  are  ac- 
/ely  engaged  in  efforts  to  improve  medical  services  for  the 
tire  county  and,  through  its  co-sponsorship  of  a  commu- 
ty  council,  the  society  is  exerting  efforts  to  obtain  a 
>50,000  grant  for  emergency  medical  care  which  is  needed 
h.  j  up-grade  and  coordinate  these  services.  Local  political 
•oblems  have  blocked  receipt  of  these  funds  although  the 
jpropriation  has  been  partially  approved  at  the  federal 
vel.  The  Medical  Advisory  Committee  to  the  Hospital 
lanning  Association  reviewed  proposals  amounting  to  ap- 
roximately  130  million  dollars  during  the  past  year.  The 
rgest  proposal  approved  would  completely  replace  the 
lercy  Hospital  in  its  present  location  at  an  estimated  cost 
f  60  million  dollars.  The  highly  controversial  concept  of 
regional”  hospitals  or  centers  continues  to  be  discussed,  as 
ospitals  are  keenly  interested  in  determining  their  roles  in 
Nation  to  such  proposals,  and  local  physicians  have  turned 
d  the  county  medical  society  for  representation  in  discus- 
ion  dealing  with  the  proposed  regional  hospitals  and  the 
niversity’s  health  center. 

Peer  review  and  utilization  committee  activity  continue 
o  be  of  great  interest  in  Western  Pennsylvania.  At  the 
equest  of  the  State  Society,  the  county  society  did  not  file  a 
•roposal  for  a  separate  grant  but  expects  to  participate  as 
enth  Councilor  District  component  under  the  PMS 
tpplication  to  the  Health,  Education,  and  Welfare  Depart- 
nent.  The  society  is  also  in  the  process  of  establishing  sup- 
jlementary  committees  which  would  relate  to  this  plan. 

Membership  records  and  physicians’  information  files 
tave  been  computerized.  Arrangements  have  been  made 
vith  the  Hospital  Utilization  Project  to  provide  assisting 
services  and  to  assist  in  this  work.  The  society  employed  a 
systems  analyst  holding  a  degree  in  education. 

Activities  of  particular  significance  this  year  involved 
continuing  education,  legislation,  public  relations,  and 
emergency  medical  care.  Because  of  the  changes  in  PMS 
requirements  for  continuing  education,  special  action  was 
taken  and  a  special  continuing  education  committee  ap¬ 
pointed.  Intern  and  resident  membership  has  been  given 
study  and  various  meetings  will  be  arranged  with  local  hos¬ 
pital  medical  directors  to  better  acquaint  house  staffs  with 
organized  medicine.  Bylaw  changes  are  being  prepared  to 
accomodate  these  memberships. 

At  the  society’s  106th  Annual  Dinner,  AM  A  President 
Dr.  Walter  Bornemeier,  was  the  featured  speaker.  The 
Harold  B.  Gardner  Award  was  presented  to  Frank  B.  Clack, 
director  of  the  Allegheny  County  Health  Department  for 
his  devoted  efforts  to  clean  up  the  environment  in  Pitts¬ 
burgh.  Mrs.  Leslie  Jay  Reese,  founder  and  president  of  the 
Twenty-Five  Club  at  Magee  Womens  Hospital,  received  the 
Benjamin  Rush  Individual  Award  for  her  contributions  to 
infant  research.  The  Benjamin  Rush  Organizational  Award 
was  presented  to  the  Pittsburgh  Ostomy  Society,  and  the 
Frederick  M.  Jacob  Physicians  Merit  Award  was  presented 
jointly  to  Dr.  Alexander  H.  Colwell  and  to  your  Tenth  Dis¬ 
trict  Councilor.  A  special  luncheon,  held  prior  to  the  annual 
dinner  in  honor  of  Dr.  Bornemeier  and  President  Fred 
Brady,  was  well  attended  by  educators  and  civic  leaders 
from  various  institutions  in  Western  Pennsylvania. 


Legislative  activity  has  increased  and  the  Committee  on 
Public  Health  Legislation  has  been  reorganized.  Special  at¬ 
tention  has  been  focused  on  chiropractors  and  the  proposed 
Drug,  Device  and  Cosmetics  Act.  A  successful  legislative 
dinner  was  held  and  Dr.  William  A.  Limberger,  president  of 
the  Pennsylvania  Medical  Society,  and  several  members  of 
the  executive  staff  in  Harrisburg  attended.  Mr.  Stanley 
Schaeffer,  president  of  Duquesne  Light  Company,  and 
chairman  of  the  board  of  the  Hospital  Planning  Association 
was  guest  speaker.  Many  comments  from  legislators  and 
others  indicate  that  the  impact  of  the  society  in  the  commu¬ 
nity  has  been  considerable.  In  cooperation  with  PMS  and 
the  AMA,  society  officials  participated  in  the  annual  Con¬ 
gressional  Visit.  Support  for  PaMPAC  and  AMPAC  ap¬ 
pears  to  be  gradually  increasing  and  their  representatives 
have  been  invited  to  society  functions  on  various  occasions. 
A  fall  meeting  for  the  entire  membership  on  the  subject  of 
public  health  legislation  is  scheduled  at  the  new  Pittsburgh 
Stadium.  The  Medical  Society  and  the  Bar  Association  plan 
to  invite  the  Insurance  Commissioner  to  discuss  “no  fault” 
insurance  and  other  issues  of  interest.  Earlier  this  year  more 
than  200  physicians  met  at  the  Stadium  Club  when  the  soci¬ 
ety  invited  officials  of  Pennsylvania  Blue  Shield  to  discuss 
changes  in  the  participating  agreements.  Another  special 
meeting  will  include  a  discussion  of  peer  review,  the 
proposed  PMS  Foundation  and  group  practice. 

Several  new  committees  were  appointed  this  year  to  con¬ 
sider  problems  involving  pollution  and  drug  abuse.  These 
committees  were  active  and  held  meetings  at  society 
headquarters  for  discussions  with  representatives  of  local 
agencies  and  the  community-at-large.  Radio  and  television 
programs  sponsored  by  the  Public  Relations  Committee 
were  well  received.  The  Geriatrics  and  Chronic  Disease 
Committee  has  made  a  strong  effort  in  focusing  on  the 
upgrading  of  standards  in  boarding  homes.  Membership 
Committee  meetings  and  orientation  dinners  were  held  with 
new  members  accepted  into  the  society.  Woman’s  Auxiliary 
functions  held  in  the  new  building  have  been  successful  and 
this  is  a  pleasant  dividend. 

An  operational  grant  enabled  the  Western  Pennsylvania 
Comprehensive  Health  Planning  Agency  to  employ  a  full 
time  staff  group  to  implement  the  activities  in  the  twelve 
county  area.  Medical  societies  continue  to  be  represented 
on  the  Board  of  Directors  and  on  a  recently  formed  medical 
advisory  committee.  Principles  for  reviewing  various  pro¬ 
posals  and  the  establishment  of  proper  methods  to  relate  to 
sub-area  groups  are  being  finalized  at  the  time  of  preparing 
this  report.  More  communication  with  practicing  physicians 
is  desirable.  It  would  be  premature  to  evaluate  the  program 
at  this  time. 

Western  Pennsylvania  Regional  Medical  Program  is  es¬ 
tablished  and  continues  to  make  progress.  It  is  the  opinion 
of  Allegheny  County  representatives  that  the  program 
deserves  continued  support.  The  county  society  and 
WPRMP  co-sponsored  a  seminar  attended  by  more  than 
300  health  related  personnel  and  physicians  on  the  subject 
of  physicians  assistants.  Participants  included  C.  Grove 
McCown,  PMS  legal  counsel,  and  his  comments  were  ap¬ 
propriate  with  respect  to  the  concern  of  organized  medicine 
regarding  the  legal  liability  of  utilizing  assistants.  Allegheny 
County  Medical  Society  conducted  a  survey  on  the  use  of 
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physician  assistants  in  non-primary  practice  with  a  90  per¬ 
cent  response  from  its  membership —  a  notable  achieve¬ 
ment  and  a  sign  of  respect  from  its  membership  for  this  So¬ 
ciety.  Continuous  and  up-to-date  revisions  of  this  county 
society’s  bylaws  are  being  accomplished. 

The  Allegheny  County  Medical  Society  Bulletin  with  its 
new  format  and  variable  contents  continues  to  be  one  of  the 
most  informative,  readable,  and  most  acceptable  documents 
on  medicine  in  this  state  as  well  as  the  county  which  it 
serves.  This  County  Society  continues  as  always  to  be  one 
of  the  leaders  in  organized  medicine  not  only  in  this  state 
but  in  the  country  as  well.  They  are  interested,  they  are  ac¬ 
tive,  and  they  are  loyal  to  the  true  ideals  of  medicine. 

Beaver  County 

The  district  censor  of  the  Beaver  County  Medical  Society 
reports  a  total  membership  of  157,  of  which  number  149 
are  active  members,  6  associate  members,  and  2  in 
residencies. 

Beaver  County  did  not  hold  a  Health-O-Rama  in  1970. 
In  its  place,  a  rubella  immunization  program  was  held,  with 
a  make-up  day  a  month  later.  An  estimated  21,000 
children,  ages  1  to  12,  were  immunized  against  this  disease. 

The  September  meeting  was  combined  with  the  Woman’s 
Auxiliary  and  held  at  the  Country  Club.  Russell  B.  Roth, 
M.D.,  Erie,  speaker  of  the  AM  A  House  of  Delegates 
presented  his  cartoon  talk  entitled  “What’s  so  Funny  about 
Practicing  Medicine?” 

In  December  the  Beaver  County  Medical  Society  again 
entertained  the  medical  students  residing  in  Beaver  County 
at  a  dinner  while  they  were  home  on  vacation.  The 
members,  together  with  hospital  administrators,  are  doing 
their  best  to  try  to  influence  some  of  these  students  to  re¬ 
turn  to  Beaver  County  to  start  their  practice  of  medicine. 

J.  Willard  Smith,  M.D.,  was  honored  in  January  for 
thirty-one  years  of  service  as  secretary-treasurer  of  the  soci¬ 
ety.  A  nursing  scholarship  in  the  amount  of  $500  has  been 
established  at  Beaver  County  Community  College  for  a  de¬ 
serving  nursing  student  residing  in  Beaver  County.  It  will  be 
known  as  the  “J.  Willard  Smith,  M.D.  Scholarship”.  It  is 
recommended  that  future  boards  of  the  society  will  carry  on 
this  scholarship.  Ruth  Wilson,  M.D.  received  the  PMS 
Fifty-Year  Award  at  the  same  meeting. 

The  Program  Committee  for  1970  did  an  excellent  job  in 
obtaining  speakers  for  their  scientific  meetings.  The  attend¬ 
ance  is  still  above  average. 

In  March,  an  alcohol  and  drug  abuse  seminar  was  held  at 
the  Rochester  General  Hospital  sponsored  by  the  county 
medical  society,  Beaver  County  Pharmaceutical  Associa¬ 
tion,  Beaver  County  Drug  Commission  and  the  Beaver 
County  Commissioners.  Outstanding  speakers  from  the 
Pittsburgh  area  spoke  to  the  physicians,  pharmacists  and 
nurses  in  attendance. 

Dr.  William  Gillespy,  representative  to  the  Pennsylvania 
Comprehensive  Health  Planning,  reported  to  the  society  the 
appointment  of  a  new  executive  director.  He  stated  that 
meetings  were  to  be  held  more  frequently  than  the  previous 
quarterly  schedule.  Within  each  county  there  is  now  a 
chairman  of  the  representatives  to  the  sub-area  council;  Mr. 
Wilbur  Fisher  is  the  acting  chairman  for  Beaver  County. 
This  society’s  members  were  also  very  active  and  influential 
in  the  local  political  arena  this  past  year.  Through  their  own 


personal  contributions  and  their  efforts  in  procuring 
PaMPAC  support,  they  were  successful  in  supporting  can¬ 
didates  favorable  to  their  local  programs  and  medicine’s 
goals.  This  society  continues  to  support  a  lay  member  from 
their  area  on  the  PMS  Advisory  Committee. 

The  society  was  quite  active  in  the  Beaver  County  Joint 
Hospital  Planning  Association.  They  have  three  represent¬ 
atives  on  the  Medical  Advisory  Committee. 

Membership  and  officers  of  this  society  were  very  active 
in  their  participation  on  State  Society  commissions  and 
committees  this  past  year  and  are  to  be  congratulated  and 
thanked  for  their  devotion  to  the  State  Society.  They  are  or¬ 
ganized  and  active. 

Lawrence  County 

The  Lawrence  County  Medical  Society  has  met  monthly 
except  for  the  summer  months.  The  Board  of  Directors 
have  met  regularly  throughout  the  year,  at  which  time  rou¬ 
tine  business  was  transacted.  There  was  a  social  function  in 
June  and  also  in  December  for  members  and  wives  of  the 
Lawrence  County  Medical  Society.  No  special  projects  were 
undertaken  during  the  year.  Efforts  are  still  being  made  to 
have  more  active  participation  in  comprehensive  health 
planning  at  the  local  level.  The  Comprehensive  Health 
Planning  Agency  has  recently  invited  members  of  this  soci¬ 
ety  to  be  involved  in  their  clinics  and  participate  in  their 
meetings.  Members  of  this  society  were  personally  very  ac¬ 
tive  in  their  opposition  to  the  chiropractic  bill  and  per¬ 
sonally  made  their  legislators  know  medicine’s  viewpoint  as 
well  as  their  own  on  this  issue.  It  is  also  worthy  to  note  that 
in  the  hospitals  in  this  area  physicians  were  successful  in 
being  placed  on  hospital  boards.  This  is  a  direct  reflection 
of  the  pursuit  and  ability  of  this  county  society’s  mem¬ 
bership. 

Officers  of  this  society  continue  to  attend  the  State  Soci¬ 
ety's  meetings  and  participate  in  its  committee  activities. 

The  Lawrence  County  Medical  Society,  though  small  and 
located  in  a  highly  competitive  and  poorly  distributed  area, 
geographically,  continues  to  assert  itself  on  the  ideals  of  the 
practice  of  medicine  and  the  goals  of  organized  medicine.  I 
commend  them  for  their  efforts,  as  it  has  not  been  easy. 

Westmoreland  County 

The  society's  membership  of  December  31,  1970,  was 
224-216  active  members,  3  temporary  associate  members,  t 
associate  active  members,  and  19  permanent  members 
There  were  4  deceased  members  in  1970. 

Ten  excellent  meetings  were  held  through  the  yea 
climaxed  by  the  annual  May  Clinic  held  at  Greensburj 
Country  Club  and  the  combined  meeting  with  the  Indian; 
County  Medical  Society  and  auxiliaries  at  Torrance  Stat< 
Hospital.  Attendance  at  these  meetings  was  above  average. 

The  society  has  had  excellent  scientific  meetings  for  it 
membership  throughout  the  year.  Also  it  has  been  very  ac 
tive  in  participating  in  and  replying  to  community  project 
and  requests. 

The  auxiliary  entertained  the  society  at  a  dinner  dance  a 
the  Greensburg  Country  Club  and  also  at  dinner  at  the  La 
trobe  Country  Club  on  Doctor’s  Day. 

The  Westmoreland  County  Medical  Society  Scholarshi 
Fund  renewed  four  scholarships  and  awarded  two  new  one 
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r  1971-72.  The  County  Society  Bulletin  continues  to  do 
;  superb  job  of  notifying  its  members  of  meetings, 
oblems,  membership,  and  activities  of  this  devoted  group. 

In  the  opinion  of  the  councilor,  its  officers  have  done  an 
.cellent  job  of  keeping  abreast  of  and  participating  in  State 
)ciety  activities. 

In  summary,  may  I  state  that  1  have  tried  to  keep  the 
icieties  in  the  Tenth  Councilor  District  informed  by 
nding  them  summaries  of  all  the  PMS  Board  of  Trustees 
eetings.  It  truly  has  been  a  pleasure  and  an  educational 
:perience  to  have  been  associated  with  these  Tenth  Coun- 
lor  District  county  societies  and  their  members  this  past 
jar. 


leventh  District  william  c.  Ryan,  m.d. 


In  serving  as  District  Trustee  and  Councilor  for  the  past 
ear,  I  have  found  it  very  difficult  to  adequately  fill  the  shoes 
■f  the  late  Dr.  George  Bloom  whose  unexpired  term  I  have 
een  privileged  to  fill.  The  year  was  spent  becoming 
cquainted  with  the  characteristics  and  problems  of  compo¬ 
nent  societies,  in  an  effort  to  better  understand  the  role  of  the 
'ennsylvania  Medical  Society. 

All  component  societies  of  the  district  held  regular  meet- 
ngs  throughout  the  year,  and  each  society  has  been  active  in 
he  affairs  of  its  local  community.  Meetings  were  held  with 
he  officers  and/or  board  of  trustees  of  each  component  soci¬ 
ety. 

Each  county  continues  to  have  problems  in  identifying 
:ommon  goals  which  will  serve  as  a  focus  of  involvement  for 
ill  members  in  its  area.  Physicians  do  not  seem  to  look  to  the 
:ounty  society  for  professional  leadership  and  often  view  the 
itate  Society  as  a  political  third  party  in  the  practice  of  medi- 
:ine.  Characteristically,  it  is  quite  difficult  for  physicians  to 
.eparate  the  decision  making  process  used  in  patient  care 
rom  that  applied  to  professional  education  and  socio-poli- 
ical  areas.  County  societies,  in  general,  do  not  clearly  under¬ 
stand  the  philosophy  of  the  PaMPAC  organization.  There  is 
i  tendency  on  the  part  of  many  physicians  to  assume  that 
3aMPAC  is,  or  should  be,  identified  with  one  or  the  other  of 
he  major  political  parties. 

William  A.  Limberger,  M.D.  PMS  president,  and  Mr. 
lohn  F.  Rineman,  PMS  executive  director,  extended  them¬ 
selves  by  accepting  invitations  for  meetings  with  individual 
societies  of  the  district  in  order  to  communicate  more  clearly 
what  the  State  Society  means  to  individual  members. 

A  meeting  of  officers  and  delegates  of  one  of  the  societies 
was  held  in  September  in  preparation  for  the  October  Annual 
Session  of  the  House  of  Delegates. 

The  year  was  an  educational  one  for  me  as  I  learned  some 
of  the  fundamentals  of  State  Society  operations,  and  became 
more  familiar  with  the  problems  of  component  societies  of 
the  district.  I  wish  to  express  my  thanks  to  all  physicians  in 
the  district  for  the  cordial  welcome  extended  to  me  on  my 
visits.  I  enjoyed  the  fullest  cooperation  as  I  explored  the  char¬ 
acteristics  of  the  district  and  learned  to  think  more  carefully 
about  the  needs  of  individual  members. 


Twelfth  District  Park  M.  Horton,  M.D. 


Bradford  County 

The  Bradford  County  Medical  Society  has  sixty-three  ac¬ 
tive  members  and  six  associate,  affiliate  or  senior  members, 
and  two  members  in  service.  This  society  holds  meetings 
monthly  with  excellent  scientific  programs  which  are  well 
attended.  They  held  a  joint  meeting  with  the  Bradford 
County  Bar  Association  on  December  16,  1970,  which  was 
an  outstanding  meeting.  The  meeting  was  highlighted  by  a 
paper  by  George  W.  Corner,  Sr.,  M.D.,  executive  director 
of  the  American  Philosophical  Society  in  Philadelphia,  on 
the  subject,  “The  Ethical  Aspects  of  Abortion:  An 
Embryologist’s  View”. 

The  Bradford  County  Society,  this  year,  changed  the 
beginning  of  their  year  from  May  to  January  and  Paul 
Shallenberger,  M.D.  succeeded  George  W.  Corner,  Jr., 
M.D.  as  president. 

The  Woman’s  Auxiliary  of  the  Bradford  County  Medical 
Society  is  very  active  and  usually  meets  concurrently  with 
the  county  medical  society. 

Luzerne  County 

The  Board  of  Directors  of  the  Luzerne  County  Medical 
Society  meets  the  first  Wednesday  of  each  month  in  the  So¬ 
ciety  Building  at  130  South  Franklin  Street,  Wilkes-Barre. 
The  regular  meetings  of  the  Society  are  usually  held  the 
third  Wednesday  in  the  month  at  one  of  the  hospitals. 
Among  the  excellent  speakers  who  appeared  before  the  sci¬ 
entific  meetings  were:  Bertrand  M.  Winer,  M.D.,  clinical 
associate  in  medicine,  Harvard  Medical  School;  Thaddeus 
S.  Danowski,  M.D.,  professor  of  medicine,  University  of 
Pittsburgh;  and  William  Dornette,  M.D.,  chief  of  anesthesi¬ 
ology,  Veterans  Administration  Hospital,  Cincinnati,  Ohio. 
These  meetings  were  alternated  with  socio-economic  sub¬ 
jects  in  combined  meetings  with  dentists,  lawyers,  and  the 
medical  staff  of  the  local  veterans  administration  hospital. 

In  addition  to  the  regular  Board  of  Directors  meetings 
and  the  scientific  meetings,  the  Luzerne  County  Medical 
Society  met  with  representatives  of  the  Northeastern  Penn¬ 
sylvania  Health  and  Hospital  Planning  Council,  Model 
Cities  Agency,  Rural  Health,  and  the  Greater  Delaware 
Valley  Regional  Medical  Program.  The  Society  also  partici¬ 
pated  in  a  TV  Drug  Abuse  Program  “Rap-Line”  on 
November  14,  1970.  A  luncheon  meeting  with  state 
legislators  to  discuss  chiropractic  legislation  was  held  on 
April  17,  1971. 

Questionnaires  were  mailed  to  all  physicians  in  the 
county.  From  these  a  physician’s  profile  is  being  sum¬ 
marized  and  coded  for  computer  run-off.  Information 
derived  will  be  distributed  and  presented  to  all  groups  plan¬ 
ning  health  care  needs  for  the  area. 

The  annual  meeting  and  formal  dinner  dance  was  held  at 
the  Hotel  Sterling  on  January  23,  1971.  The  individual  Ben¬ 
jamin  Rush  Award  was  presented  to  Stanley  Penkala  who 
has  received  national  recognition  for  his  services  to  the 
United  Cerebral  Palsy  program.  The  group  Benjamin  Rush 
Award  was  presented  to  the  Luzerne  Lions  Club  for  serv¬ 
ices  provided  to  safety  patrols,  ambulance  corps,  scout  lead- 
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ers,  and  for  contributions  of  medical  identification  bracelets 
and  wheel  chairs.  Pennsylvania  Medical  Society  Fifty-Year 
Awards  were  presented  to  Drs.  George  W.  Taggart,  Lewis 
Reese,  and  Wilson  C.  Marsden.  Preceding  the  dinner,  paint¬ 
ings  and  sculpture  by  local  artists,  of  doctors  and  their  fami¬ 
lies  were  displayed  in  the  exhibition  center.  The  theme  of 
art  and  medicine  was  carried  over  through  the  table  decora¬ 
tions.  PMS  President  William  A.  Limberger,  M.D.,  was 
guest  speaker  at  the  dinner.  The  meeting  was  highlighted  by 
the  report  of  the  president,  William  Pearlman,  M.D.,  and 
the  installation  of  George  B.  Davis,  M.D.,  as  president  for 
1971. 

The  Hazleton  Branch  of  the  Luzerne  County  Medical  So¬ 
ciety  meets  monthly  at  the  Hazleton  State  Hospital.  Their 
programs  are  both  scientific  and  socio-economic.  Eugene 
LaBuz,  M.D.,  is  president  and  J.J.  Coyle,  M.D.,  is  the  rep¬ 
resentative  to  the  parent  society. 

The  woman’s  auxiliary  to  the  parent  society  and  the 
Hazleton  Branch  is  very  active  and  honored  their  physician 
husbands  on  “Doctor’s  Day”  March  30,  1971. 

Susquehanna  County 

The  Susquehanna  County  Medical  Society  has  fifteen  ac¬ 
tive  members  with  an  average  attendance  at  its  monthly 
meetings  of  about  70  percent  of  its  membership.  A  new 
format  for  the  meetings  was  instituted  during  the  year.  The 
first  hour  of  the  meeting  is  devoted  to  Society  business  with 
a  discussion  of  Legislative  Bulletins  and  AMA  Newsletters. 
This  is  followed  by  dinner  with  many  of  the  members’  wives 
present  and  dinner  is  followed  by  a  scientific  program  and 
usually  an  invited  guest  speaker.  This  appears  to  have  met 
with  the  approval  of  the  members  and  succeeded  in  keeping 
the  membership  better  informed  regarding  organized  medi¬ 
cine’s  activities.  At  the  annual  meeting  of  the  Society 
Michael  Markarian,  M.D.,  succeeded  James  Grace,  M.D., 
as  president  for  1971. 


Wyoming  County 

The  Wyoming  County  Medical  Society  meets  every  two 
months.  Their  meetings  are  held  on  a  Sunday  afternoon  and 
include  the  ordinary  society  business,  scientific  programs 
and  dinner.  They  have  a  high  percentage  of  membership  at¬ 
tendance  at  their  meetings. 

This  society  has  been  unusually  successful  in  attracting 
younger  physicians  into  this  largely  rural  county  and  also  in 
obtaining  their  participation  in  organized  medicine. 

At  the  annual  meeting  of  the  Society,  held  in  November, 
1970,  Arthur  Sherwood,  M.D.,  was  installed  as  president. 

A  Twelfth  Councilor  District  meeting  was  held  in  the 
Wood  Room  of  the  Host  Farm  Motel  in  Lancaster  on  Octo¬ 
ber  5,  1970.  At  this  meeting  various  reports  to  the  House  of 
Delegates  along  with  resolutions  which  had  been  published 
were  discussed.  Three  of  the  four  county  societies  were 
represented  at  this  meeting.  Another  Councilor  District 
meeting  is  being  planned  for  September,  1971. 

PMS  President  Limberger,  and  members  of  the  PMS 
staff  have  attended  meetings  of  three  of  the  county  societies 
in  this  District  on  one  or  more  occasions. 

The  Twelfth  Councilor  District  is  involved  with  three 
Regional  Medical  Programs  and  two  Health  Planning 
Councils.  Luzerne  and  Wyoming  County  Societies  are  in¬ 
volved  with  the  Greater  Delaware  Valley  Regional  Medical 
Program  and  the  Health  and  Hospital  Planning  Council  of 
Northeastern  Pennsylvania.  Bradford  and  Susquehanna 
County  Societies  come  under  the  service  of  both  the  Central 
New  York  Regional  Medical  Program  and  the  Susquehanna 
Valley  Regional  Medical  Program,  while  most  of  their  ef¬ 
forts  in  health  planning  have  been  through  New  York  Penn 
Health  Planning  Council,  Inc.,  with  headquarters  in 
Binghamton,  New  York.  With  the  efforts  of  busy  physicians 
being  dissipated  in  so  many  directions  it  is  little  wonder  that 
actual  effects  of  Regional  Medical  Programs  or  Health 
Planning  Councils  are  not  very  apparent  to  the  Councilor. 


Reports  of  Standing  Committees 


Advisory  Committee 
to  the  Woman’s  Auxiliary 

Since  no  meetings  were  held  during  the  year,  advisement 
by  the  Advisory  Committee  was  received  by  mail. 

The  chairman  reviewed  the  program  and  participated  in 
the  Annual  Mid-Year  Conference  held  April  21-22,  1971. 
A  forum  on  Alcohol  in  Relation  to  Highway  Safety  was 
presented  during  the  conference. 

From  October,  1970,  until  April  15,  1971,  $2,589.27  was 
contributed  to  the  Auxiliary’s  Health  Careers  Financial  Aid 
Fund  established  in  1970  to  provide  financial  assistance  to 
students  who  wish  to  continue  their  education  in  the  allied 
health  professions. 

The  expansion  of  the  Health  Careers  Recruitment  Pro¬ 
gram  of  the  Pennsylvania  Medical  Society  was  aided  by  the 
auxiliary.  To  date  forty-nine  "Careers  in  Health  Clubs” 
have  been  established. 

The  auxiliary  continued  to  emphasize  the  importance  of 
women’s  involvement  in  political  action  groups  by 
promoting  "PaMPAC  Membership  for  Women.” 


The  following  auxiliary  priority  projects  for  1971-72 
were  approbated  by  the  Auxiliary’s  Board  of  Directors  and 
the  Advisory  Committee:  American  Medical  Association 
Education  and  Research  Foundation,  Health  Careers,  Leg¬ 
islation,  Membership,  and  Publications. 

In  order  to  alleviate  overlapping,  the  consolidation  of  all 
community  health  programs  was  adopted;  therefore,  Com¬ 
munity  Health,  Children  and  Youth,  Home-Centered 
Health  Care,  Mental  Health,  and  Safety-Disaster  chair¬ 
manships  will  be  replaced  by  committees  on  health  educa¬ 
tion  concerned  with  educating  the  public  in  such  areas  as 
immunization,  drug  abuse,  alcohol,  safety,  etc.  and  Volun¬ 
teer  Health  Services,  responsible  for  direct  service  opportu¬ 
nities  such  as  volunteer  work  in  health  facilities  including 
vision  and  hearing  testing,  homemaker  and  meals  service, 
etc. 

Aid  to  Education 

In  the  1970-71  school  year,  148  students  enrolled  in  28 
medical  schools  received  $129,125  in  loans  from  the  Educa¬ 
tional  Fund.  In  addition,  loans  of  $5,165  helped  five 
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hildren  of  deceased  members  continue  their  college  educa- 
ion. 

The  terms  of  the  loans  granted  from  the  Educational 
:und  will  be  revised  beginning  with  the  1971-72  school 
-ear  to  provide  for  a  forgiveness  benefit  of  interest 
tayments  and  a  deferment  of  principal  repayments  for  bor- 
owers  who  remain  in  Pennsylvania  for  their  internships 
md  residency  training. 

The  Committee  on  Aid  to  Education  recommends  that 
he  $8.00  allotment  from  the  annual  assessment  of  active 
nembers  for  the  Educational  Fund  be  continued  for  1972. 

Constitution  and  Bylaws 

The  committee  met  on  March  18,  1971  to  consider  an 
Agenda  which  included  referrals  from  the  House,  the 
Board,  and  correspondence  as  well  as  items  generated 
within  the  committee.  Suggested  language  for  all  Constitu¬ 
tion  and  By-law  revisions  is  found  in  the  “Official  Call.” 

I.  Amended  Resolution  70-1:  “Expanded  Membership  of 
the  Judicial  Council”  - 

The  Committee  on  Constitution  on  By-laws  considered 
this  Resolution  at  length  on  March  18,  as  did  the  Reference 
Committee  in  Lancaster.  In  this  year’s  “Official  Call”  the 
committee  has  submitted  amendments  which  liberalize  the 
qualifications  for  membership  on  the  Council,  without  im¬ 
pairing  its  effectiveness. 

Resolution  70-1  as  amended  by  the  House  of  Delegates 
reads: 

“RESOLVED,  the  Committee  on  Constitution  and 
By-laws  be  instructed  to  further  investigate  the  advis¬ 
ability  of  increasing  the  number  of  members  of  the 
Judicial  Council  as  well  as  changing  the  qualifications 
necessary  for  membership  and  that  they  bring  to  this 
House  of  Delegates  at  its  next  annual  meeting  an  ap¬ 
propriate  recommendation  for  the  members  of  this 
House.” 

After  soliciting  and  receiving  testimony  from  a  number 
of  individual  members  and  Society  components,  the  com¬ 
mittee  makes  the  following  recommendations: 

(1)  The  current  five-year  term  on  the  Judicial 
Council  with  a  maximum  of  two  consecutive  terms 
should  be  reduced  to  a  maximum  of  three,  three-year 
terms.  It  is  hoped  that  the  shorter  term  (three  years) 
will  be  acceptable  to  younger  members  and  mitigate 
the  fact  that  they  must  exclude  themselves  from  vir¬ 
tually  all  other  Society  activity  while  serving  on  the 
Council.  At  the  same  time  it  allows  a  man  who 
chooses  to  serve  to  remain  for  a  significant  period  of 
time. 

(2)  The  Secretary  of  the  Society,  who  is  also  Secre¬ 
tary  to  the  Judicial  Council,  should  be  made  a  voting 
alternate  in  the  event  that  one  of  the  regular  members 
is  absent.  Thus,  without  increasing  expenses,  the  Soci¬ 
ety  has  moved  to  guarantee  that  the  greatest  number 
of  votes  possible  will  be  cast  on  any  given  case.  The 
committee  does  not  believe  that  a  quorum  of  seven  or 


nine  would  ipso  facto  render  better  decisions  than  a 
court  of  five.  Contrarily,  a  large  council  would  be 
more  unwieldy  and  more  expensive. 

(3)  The  current  qualifications  for  service  on  the 
Judicial  Council  be  liberalized  in  the  area  of  mem¬ 
bership  in  the  House  of  Delegates.  The  requirement 
of  ten  ( 10)  years  of  service  in  the  House  is  too  restric¬ 
tive  and  should  be  reduced  to  five  (5). 

II.  Increased  Size  of  and  Change  in  the  Procedure  of  the 
Committee  to  Nominate  Delegates  and  Alternates  to  the 
AMA  - 

The  1970  House  of  Delegates  mandated  us  to  enlarge  the 
Committee  to  Nominate  Delegates  and  Alternates  to  the 
AMA  to  include  one  representative  from  each  Councilor 
District  and  to  instruct  the  committee  to  nominate  more 
candidates  than  there  are  offices  to  be  filled. 

We  considered  this  proposal  at  length  and  had  the  benefit 
of  comments  from  the  Board,  several  past-presidents,  the 
chairman  of  the  delegation  and  the  chairman  of  the  present 
Nominating  Committee.  In  addition,  staff  surveyed  some 
key  states  with  large  delegations  to  determine  the  methods 
by  which  they  nominate  delegates  and  alternates  to  the 
AMA  and  the  effectiveness  of  those  methods. 

This  input  has  resulted  in  an  alternate  recommendation 
from  the  Committee  on  Constitution  and  By-laws.  We 
believe: 

(1)  The  Committee  to  Nominate  Delegates  and  Al¬ 
ternates  to  the  AMA  should  be  enlarged,  but  not  to 
twelve  members.  We  think  a  committee  of  five  (5) 
would  democratize  without  introducing  chauvinism 
and  unwarranted  expense. 

(2)  The  Committee  should  be  mandated  to  seek 
names  from  the  County  Societies. 

(3)  The  Committee,  after  meeting  and  choosing  its 
slate,  should  publish  its  list  of  nominees  in  the  “ Of¬ 
ficial  Call.” 

(4)  Service  on  this  Committee  should  be  limited  to 
two  terms  of  three  years  each. 

III.  Reduction  in  the  Size  of  the  Committee  on  Objec¬ 
tives  - 

The  1970  House  of  Delegates  referred  a  recommendation 
from  the  Board  of  Trustees  that  the  Committee  on  Objec¬ 
tives  be  reduced  to  seven  members. 

Because  ultimate  responsibility  for  objectives  lies  with 
this  House  of  Delegates  and  between  its  meeting  with  the 
Board  of  Trustees  and  Councilors,  we  are  offering  amend¬ 
ments  to  achieve  the  following  recommendation: 

We  recommend  that  the  Committee  on  Objectives  be 
composed  of  seven  members,  four  from  the  House  of 
Delegates  and  three  from  the  Board.  Among  the  four 
Committee  members  from  the  House,  one  must  be  ei¬ 
ther  a  student,  Intern,  or  Resident  Delegate.  The 
Speaker  of  the  House  and  the  Chairman  of  the  Board 
shall  appoint  their  respective  members  annually.  This 
Committee  will  make  an  annual  report  to  the  House 
of  Delegates  and  between  meetings  of  the  House  will 
report  to  the  Board. 
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COMMITTEE  ON  DISCIPLINE  SURVEY 

Grievance  and  Disciplinary  Actions  - 1970 
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IV.  Continuing  Education  Membership  Requirement  - 

The  1970  House  determined  to  require  continuing  educa- 

on  as  a  prerequisite  of  membership  in  the  Society  with  the 
iMA  Physician’s  Recognition  Award  being  the  instrument 
irough  which  the  program  is  to  be  launched.  Amendments 
D  the  Constitution  and  By-laws  to  implement  this  mandate 
ave  been  written  and  appear  in  the  "Official  Call.” 

V.  Judicial  Council  Appeals  - 

The  1970  House  of  Delegates  directed  that  the  Com- 
nittee  prepare  an  amendment  to  the  By-laws  extending  the 
tppeal  period  to  the  AMA’s  Judicial  Council  from  thirty 
lays  to  sixty  days.  The  necessary  resolution  was  introduced 
o  the  AMA  and  was  rejected. 

VI.  Restructuring  of  the  Medical  Defense  Fund  - 

The  Board  of  Trustees  and  Councilors  at  its  meeting  on 
vlarch  17,  1971  approved  the  institution  of  a  Group  Mal¬ 
practice  Insurance  Program  for  all  the  members  of  Pennsyl¬ 
vania  Medical  Society,  such  program  to  commence  func- 
:ioning  on  June  1,  1971. 

The  Board  of  Trustees  and  Councilors  at  its  meeting  on 
May  12,  1971  reviewed  a  report  submitted  to  it  by  the  Com¬ 
mittee  to  Study  the  Medical  Defense  Fund,  which  report 
recommended  the  development  of  a  Group  Mal¬ 
practice  Insurance  Program  followed  by  the  discontinuance 
of  the  Medical  Defense  Fund.  The  Board,  while  agreeing  that 
the  Medical  Defense  Fund  would  appear  now  to  be  not  nec¬ 
essary,  nevertheless  felt  that  the  Board  itself  should  be  given 
the  authority  to  expend  moneys  of  the  Society  to  defray  legal 
expenses  associated  with  the  defense  of  individual  members, 
groups  of  members  or  county  societies  in  any  case  where  it 
believes  the  best  interests  of  a  substantial  number  of  members 
are  so  served. 

With  all  of  the  above  in  mind,  the  Board  requested  the 
committee  to  draft  the  necessary  By-law  amendments  to  dis¬ 
continue  the  Medical  Defense  Fund  while  at  the  same  time 
granting  authority  to  the  Board  to  expend  moneys  of  the 
Society  to  defray  legal  expenses  as  indicated  above.  The 
committee  has  prepared  such  language,  and  it  appears  in  the 
"Official  Call.” 

Discipline 

The  Committee  on  Discipline  has  not  found  it  necessary 
to  hold  a  meeting  during  1 970-7 1 . 

Liaison  with  the  Pennsylvania  State  Board  of  Medical 
Education  and  Licensure  is  maintained  through  mem¬ 
bership  on  the  committee  by  the  Chairman  of  the  Board 
(Charles  B.  Hollis,  M.D.,  Philadelphia). 

The  committee’s  principal  activity  this  year  was  its 
survey  of  component  society  grievance  and  disciplinary  ac¬ 
tivities.  With  59  of  the  60  county  societies  reporting,  or 
98.3  percent,  the  survey  showed  a  total  of  433  grievances 
received  in  1970  as  compared  to  349  in  1969.  Of  these,  348 
required  committee  action,  resulting  in  344  cases  being 
closed  in  1970,  or  79.4  percent  of  the  case  load.  This  com¬ 
pares  with  304  cases  being  closed  in  1969,  or  80  percent  of 
the  case  load.  Three  weeks  or  less  was  the  time  cited  most 
frequently  as  being  required  to  close  a  case,  with  the  longest 
estimates  being  four  to  six  months.  Most  grievance  com¬ 
mittees  continue  to  meet  upon  the  call  of  the  chairman. 


Twenty-three  disciplinary  proceedings  were  reported, 
resulting  in  one  suspension,  six  censures,  two  reprimands, 
and  one  hospital  suspension. 

Medical  Benevolence 

Twenty-four  family  units  received  assistance  amounting 
to  $41,665.00  from  the  Medical  Benevolence  Fund  during 
1970  in  monthly  grants  ranging  from  $50.00  to  $300.00. 

During  the  year  the  daughter  of  a  deceased  member 
began  receiving  assistance  from  the  fund.  One  recipient 
died;  she  received  a  total  of  $3,300.00  from  the  fund  in 
twenty-two  months. 

Several  of  the  persons  receiving  assistance  from  the  fund 
have  been  hard  hit  by  inflation,  making  it  necessary  for  the 
committee  to  increase  their  monthly  allocations.  This  trend 
will  probably  continue  in  1972. 

In  March,  1971,  the  Board  of  Trustees  changed  the  phi¬ 
losophy  under  which  the  monies  of  the  Medical  Benevo¬ 
lence  Fund  are  managed.  Authorization  was  given  at  that 
time  to  invade  the  principal  if  necessary.  The  committee  is 
counting  on  a  slight  projected  surplus  of  funds  plus  the 
reserve  authority  to  invade  the  principal  to  carry  it  through 
1972.  It,  therefore,  recommends  that  the  amount  of  the  an¬ 
nual  assessment  appropriated  to  the  Medical  Benevolence 
Fund  remain  at  $1.00  per  member. 

The  committee  acknowledges  the  continued  strong  finan¬ 
cial  support  of  the  Woman’s  Auxiliary  and  its  members. 
Their  contributions  amounted  to  $7,823.93  in  1970.  Other 
memorials  and  contributions  brought  total  gifts  for  1970  to 
$8,059.00. 

The  financial  details  of  the  Medical  Benevolence  Fund 
are  given  in  the  Accountant’s  Report  for  1970.  It  is  the 
opinion  of  the  committee  that  an  allocation  of  $1.00  per  ac¬ 
tive  member  from  the  1972  annual  assessment  should  be 
sufficient  to  finance  the  fund  for  the  year. 

Objectives 

The  Society’s  By-laws  stipulate  that  it  shall  be  the  duty  of 
the  Committee  on  Objectives...  "to  recommend  objectives 
to  the  Board  of  Trustees  and  Councilors  and  to  the  House 
of  Delegates,  and  to  review  annually  these  objectives  and 
recommend  any  desirable  changes.”  During  1969-70,  the 
committee  prepared  a  series  of  recommended  objectives  for 
the  Society  which  were  approved  by  both  the  Board  and  the 
1970  House  of  Delegates. 

The  1970  Reference  Committee  on  Reports  of  Officers, 
after  studying  the  model  plan  for  Councilor  District  Reor¬ 
ganization  submitted  by  the  Committee  on  Objectives, 
stated: 

"Your  Reference  Committee,  while  commending 
the  Committee  on  Objectives  for  the  great  effort  that 
produced  this  plan,  feels  that  reorganization  along  the 
lines  suggested  by  the  Committee  on  Objectives  is  not 
the  best  way  to  satisfy  the  aims  as  stated  by  the  Com¬ 
mittee  on  Objectives  on  page  76  of  the  Official 
Reports  Booklet. 

"Your  Reference  Committee,  therefore,  recom¬ 
mends  that  this  matter  be  referred  back  to  the  Com¬ 
mittee  on  Objectives  to  propose  alternate  methods  of 
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obtaining  the  five  goals  referred  to  in  the  Committee’s 
report.” 

The  five  goals  referred  to  above  are: 

“1.  Secure  greater  grass  roots  participation  in  the 
work  of  organized  medicine. 

2.  Improve  communications. 

3.  Coordinate  private  and  public  health  related  pro¬ 
grams. 

4.  Foster  cooperation,  and  coordination  among 
contiguous  county  societies  at  the  working  committee 
level. 

5.  Promote  more  efficient  county  societies.” 

Because  support  was  lacking  for  reorganization  of  the  So¬ 
ciety  as  suggested  in  the  committee’s  Model  Plan,  the  com¬ 
mittee  has  determined  to  pursue  its  five  objectives  through 
existing  Society  framework.  It  is  hoped  that  some  of  the 
recommendations  which  appear  in  this  Annual  Report,  if 
implemented,  will  help  achieve  the  five  goals  of  the  Model 
Plan. 

Three  meetings  of  the  committee  were  devoted  to  the 
subject  “How  Can  Organized  Medicine  in  Pennsylvania  Be 
Improved?”  To  assist  the  committee  in  this  study,  a  number 
of  consultants  were  invited  to  participate  in  the  committee’s 
meetings.  They  included  Mr.  Mark  Berger,  SAMA,  Hah¬ 
nemann  Medical  College,  Philadelphia;  Rocco  Chirieleison, 
M.D.,  chief  medical  resident,  Reading  Hospital;  Mr. 
Norman  V.  Lourie,  deputy  secretary.  Department  of  Public 
Welfare;  Harry  M.  Woske,  M.D.,  associate  dean,  University 
of  Pennsylvania  School  of  Medicine;  Edward  J. 
Kowalewski,  M.D.,  past-president,  American  Academy  of 
Family  Physicians;  Mr.  Louis  B.  Rubinsohn,  district  man¬ 
ager,  Wyeth  Laboratories;  Mr.  David  W.  Powers,  director 
of  management  services,  American  Medical  Association; 
Angelo  P.  Angelides,  M.D.,  director  of  medical  education, 
Lankenau  Hospital;  and  Dean  F.  Dimick,  M.D.,  chief  of 
medicine,  Allentown  Hospital. 

Testimony  from  these  consultants  along  with  the  results 
of  a  preliminary  survey  of  medical  school  graduates,  class 
of  1960,  have  resulted  in  the  following  recommendations: 

1 .  The  committee  recommends  that  the  Pennsylvania 
Medical  Society  continue  to  support  the  long  range 
objectives  adopted  by  the  1970  House  of  Delegates. 

The  committee  supports  the  council’s  efforts  in  effec¬ 
tively  utilizing  community  teaching  hospitals  in  its  con¬ 
tinuing  education  programs,  and  encourages  further  in¬ 
volvement  in  this  area. 

The  committee  heartily  supports  the  principle  of  a  con¬ 
tinuing  education  requirement  for  membership  in  the  State 
Society  arid  urges  continued  efforts  to  simplify  the  current 
certification  procedure. 

The  committee  notes  with  approval  the  White  Paper  on 
Emergency  Medical  Services,  published  in  the  June  issue  of 
Pennsylvania  Medicine  and  encourages  the  membership 
to  read  this  document  and  implement  its  findings  at  the 
local  level. 

The  committee  recognizes  the  council’s  efforts  to 
improve  school  health  programs  throughout  the  Common¬ 
wealth  and  urges  the  council  to  continue  its  work  with  the 


Department  of  Education  in  this  regard. 

The  committee  applauds  the  council’s  efforts  to  achieve  a 
more  precise  definition  of  the  functions  and  education 
needs  of  physician  assistants. 

2.  The  committee  recommends  that  the  Council  on 
Education  and  Science  work  with  the  deans  of  Penn¬ 
sylvania’s  medical  schools  to  revise  their  curricula 
and  postgraduate  opportunities  to  produce  additional 
general  practitioners  for  the  Commonwealth. 

The  committee  approves  the  concept  of  the  Pennsylvania 
Medical  Care  Foundation  as  being  in  harmony  with  the 
development  of  programs  of  health  care  services  and  facili¬ 
ties  in  such  a  way  as  not  to  be  detrimental  to  existing,  prov¬ 
en  methods  of  health  care  delivery.  In  this  regard  the  com¬ 
mittee  believes  that  recipients  of  health  care  should  be 
required  to  pay  at  least  partial  costs  of  each  health  care 
service  in  order  to  maintain  efficient  utilization,  and  urges 
that  Society  programs  reflect  this  concept. 

Testimony  at  public  hearings  held  in  Philadelphia  in¬ 
dicates  that  money  originally  allotted  for  health  care  serv¬ 
ices  and  facilities  has  been  used  to  subsidize  medical  educa¬ 
tion. 

3.  The  committee  recommends  that  the  Pennsyl¬ 
vania  Medical  Society  support  the  concept  that  only 
educational  funds  should  be  used  to  finance  postgrad¬ 
uate  medical  education. 

The  committee  applauds  the  council’s  efforts  in  spon¬ 
soring  courses  on  the  economics  of  medical  practice  in 
teaching  hospitals  and  medical  schools.  The  committee 
urges  the  Society  to  promote  the  inclusion  of  these  courses 
in  the  undergraduate  curriculum  of  Pennsylvania  Medical 
Schools. 

4.  The  committee  recommends  that  the  Society 
give  priority  to  the  involvement  of  young  physicians 
in  organized  medicine  by  using  the  “ Detail  Man” 
concept. 

The  committee  views  the  cooperation  of  directors  of 
medical  education  as  vital. 

5.  The  committee  recommends  that  the  Council  on 
Public  Service  direct  news  releases  to  directors  of 
medical  education  to  improve  communications  and 
assist  in  recruitment  of  young  physicians. 

Copies  of  the  transcripts  of  the  consultants’  remarks  were 
distributed  to  the  editors  of  the  county  society  bulletins  and 
Pennsylvania  Medicine  as  resource  material. 

Study  Relations  Between 
Medicine  and  Osteopathy 

The  Committee  to  Study  Relations  Between  Medicine 
and  Osteopathy  reports  that  it  has  held  no  meetings  so  far 
this  year,  but  that  individual  members  of  the  committee 
have  had  conversations  with  state  and  national  osteopathic 
leaders.  The  committee  also  reports  that  five  county  medi- 
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1  societies  have  accepted  osteopaths  to  membership  and 
at  these  doctors,  in  turn,  have  become  members  of  the 
ate  Medical  Society. 

The  committee  also  calls  attention  to  the  liaison  being 

Reports  of  Spec 

General  Practice 

Your  Special  Committee  on  General  Practice  did  not 
eet  during  the  year.  This  came  about  for  diverse  reasons: 
ie  ecologic  movement  (our  contribution  being  a  reduction 
i  waste  paper);  the  conservation  movement  (our  concern 
;ing  manifest  by  sparing  the  committee  members’  time  and 
ie  Society’s  money);  and  finally,  the  nullity  of  matters 
iferred  to  the  committee  by  the  House  and  the  Board. 

Since  the  establishment  of  this  committee,  family  prac- 
ce  residencies  have  increased  in  number,  medical  schools 
;em  to  be  inclined  to  train  family  practitioners,  and  the 
American  Board  of  Family  Practice  has  come  into  exis- 
jnce.  These  are  encouraging  signs  of  progress  on  a  national 
ivel  and  suggest  that  reports  of  the  demise  of  general  prac- 
ce  may  have  been  premature.  We,  of  course,  take  no  credit 
/hatever  for  any  of  the  above  accomplishments. 

We  recommend  that  the  committee  be  discharged.  We 
urther  recommend  that  the  preceptorship  program  be  con- 
inued  under  the  Council  on  Education  and  Science  and 
hat  the  group  practice  information  service  be  continued 
mder  the  Council  on  Public  Service. 

Lay  Advisory  on  Health  Care 

This  committee,  organized  by  the  Board  of  Trustees  in 
anuary,  1970,  after  approval  of  the  concept  three  months 
:arlier  by  the  House  of  Delegates,  has  several  inherent 
jroblems  in  moving  quickly  to  accomplish  its  broadly 
lefined  purpose  “of  acquainting  non-medical  leaders  with 
he  problems  facing  the  medical  profession  and  soliciting 
:he  advice  of  these  leaders  to  aid  in  their  solution.” 

In  choosing  leaders  from  business,  education,  industry, 
labor,  law,  religion  and  government,  the  criteria  resulted  in 
the  selection  of  people  who  already  had  massive  demands 
on  their  time.  This  has  made  the  scheduling  of  meetings,  at 
which  a  majority  of  the  members  might  be  able  to  be  present, 
an  extremely  difficult  task.  Despite  half  a  dozen  different  at¬ 
tempts  to  schedule  meetings,  only  two  meetings  have  been 
held —  the  first  in  July  1970,  and  the  second  in  June  1971. 
This  continuing  difficulty  has  resulted  in  a  committee  recom¬ 
mendation,  approved  and  implemented  by  the  Board,  that 
the  non-medical  members  be  expanded  from  the  original 
seven  to  eleven. 

The  original  non-medical  members  were:  Mr.  George  L. 
Cullen,  vice-president,  Strawbridge  &  Clothier,  Philadel¬ 
phia;  Dr.  Charles  H.  Watts,  II,  Ph.D.,  president,  Bucknell 
University,  Lewisburg;  Reverend  Paul  M.  Washington, 
rector  of  the  Church  of  the  Advocate,  Philadelphia;  Mr.  Pat¬ 
rick  M.  Greene,  director  of  Community  Service  Activities, 
Pennsylvania  AFL-CIO,  Harrisburg;  the  Honorable  J. 
Quint  Salmon,  judge,  Beaver  County  Court  of  Common 
Pleas,  Beaver;  Mrs.  John  M.  Spatz,  Federation  of  Women's 
Clubs,  Pittsburgh;  and  U.S.  Rep.  John  H.  Ware,  Oxford. 


conducted  between  various  councils  and  committees  of  the 
Pennsylvania  Medical  Society  and  the  Pennsylvania  Os¬ 
teopathic  Medical  Association  in  the  area  of  public  rela¬ 
tions,  legislation,  and  malpractice  insurance  coverage. 

ial  Committees 

Those  that  have  been  asked  to  serve  on  an  expanded  com¬ 
mittee  are:  Mr.  Everett  P.  Zurn,  chairman  of  the  board, 
Zurn  Industries,  Inc.,  Erie;  Dr.  Leonard  N.  Wolf,  Ph.D., 
vice  president,  University  of  Scranton,  Scranton;  Mr.  John 
T.  Ryan,  Chairman  of  the  Board,  Mine  Safety  Appliances 
Company,  Pittsburgh;  and  Miss  Rebecca  F.  Gross,  vice- 
president,  “The  Express”,  Lock  Haven.  The  physician  ex- 
officio  members  of  the  committee  include  Chairman  of  the 
Board  of  Trustees  Park  M.  Horton,  M.D.;  President 
William  A.  Limberger,  M.D.;  President-Elect  George  P. 
Rosemond,  M.D.;  and  Immediate  Past-President  William 
A.  Barrett,  M.D. 

At  the  initial  meeting  of  the  committee,  the  committee 
members  elected  Mr.  Cullen  as  chairman  and  Dr.  Watts  as 
vice  chairman.  That  initial  meeting  was  devoted  almost 
exclusively  to  a  discussion  of  current  State  Society  activities 
and  concerns.  At  the  second  meeting  of  the  committee,  an 
exploration  of  specific  problems  was  started.  These  included 
health  and  medical  care  cost  control  efforts;  the  production 
of  more  physicians,  the  types  of  physicians  needed  and  the 
distribution  of  medical  manpower.  On  the  agenda  for  pos¬ 
sible  future  review  are  the  chiropractic  problem  and  the 
State  Society’s  public  and  professional  relations  activities. 

The  committee  is  scheduling  a  third  meeting  for  Sep¬ 
tember  because  it  has  expressed  a  sense  of  urgency  in  arriv¬ 
ing  at  specific  recommendations  in  the  health  and  medical 
care  cost  and  manpower  areas  that  will  be  of  possible 
benefit  for  both  the  public  and  the  profession. 

Medicine  and  Religion 

The  committee  has  not  functioned  as  actively  during  the 
past  year  as  it  has  in  prior  years,  mainly  due  to  the  resigna¬ 
tion  of  the  previous  chairman  and  the  interim  period  until  a 
new  chairman  was  appointed.  Hopefully,  the  committee  can 
move  forward  with  vigor  in  the  coming  year. 

The  chairman  attended  the  Regional  Medicine  and 
Religion  Workshop  of  the  AMA  in  New  York  City  during 
February,  1971.  The  excellent  program  once  again 
provided  several  ideas  which  may  be  of  use  in  Pennsylvania. 
Some  of  the  suggestions  under  consideration  are  the  use  of 
volunteer  seminarians  in  the  hospital  emergency  room; 
closer  relationships  with  the  clinical  pastoral  education 
group;  the  institution  of  postgraduate  education  in  medicine 
and  religion  for  interns  and  residents;  and  the  rejuvenation 
of  county  society  committees. 

The  committee  believes  there  has  not  been  enough  atten¬ 
tion  directed  to  maintaining  local  interest  in  medicine- 
religion  activities  and,  as  such,  plans  to  direct  more  effort  to 
those  county  societies  where  interest  has  waned. 

We  will  continue  to  work  for  the  development  of 
medicine-religion  programs  in  the  seminaries,  in  coopera¬ 
tion  with  the  appropriate  county  societies  and  clinical  pas¬ 
toral  education  groups. 
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Relationships  with 
Allied  Professions 

The  Committee  on  Relationships  with  Allied  Professions 
reports  that  it  has  held  another  Physician/Nurse  Seminar 
during  the  year  at  the  Society’s  headquarters  building,  and 
this  year  has  involved  representatives  of  the  Hospital  Asso¬ 
ciation  of  Pennsylvania,  which  they  thought  was  extremely 
helpful.  The  committee  also  reports  that  Pennsylvania  is 
one  of  nine  states  selected  by  the  National  Commission  for 
the  Study  of  Nursing  and  Nursing  Education  for  a  pilot 
program  in  the  establishment  of  joint  state  practice  commis¬ 
sions  and  a  statewide  master  planning  committee  for 


nursing  education.  The  purpose  of  the  two  permanently  es¬ 
tablished  committees  is  (1)  to  determine  the  utilization  of 
nurses  in  providing  health  care;  (2)  to  study  the  develop¬ 
ment  of  career  perspective  in  nursing  practice;  (3)  to  con¬ 
sider  the  expansion  of  the  role  of  a  nurse  to  insure  that  their 
talents  and  capacities  are  fully  used;  and  finally,  (4)  to 
discuss  all  other  related  problems  between  hospitals,  nurses 
and  physicians. 

The  committee  also  reports  that  it  continues  to  be  inter-  t 
ested  in  liaison  with  the  Pennsylvania  Podiatry  Association 
and  has  sponsored  an  article  which  appeared  in  the  April,  i 
1971  issue  of  PENNSYLVANIA  MEDICINE,  as  an  educational 
device  for  physicians  as  to  the  proper  utilization  of  doctors  i 
of  podiatry. 


Reports  of  Administrative  Councils 


Education  and  Science 

Following  is  a  summary  of  the  activities  of  the  Council. 

Hospital-Based  Educators —  At  the  AM  A  Congress  on 
Medical  Education  in  February,  the  council  held  a  conti¬ 
nental  breakfast  meeting  for  forty-two  Pennsylvania 
hospital-based  educators.  At  this  session,  the  concept  of 
PMS  educational  program  organization  was  presented. 
There  was  an  interchange  between  the  various  hospital- 
based  educators  on  ways  to  be  effective  in  educational  ac¬ 
tivities. 

Joint  Statements  on  Inhalation  Therapy  and  Sterile 
Vaginal  Examinations —  At  the  request  of  the  Pennsylvania 
Nurses  Association,  the  council  reviewed  and  finally 
approved  two  statements  that  would  endorse  principles  for 
various  aspects  of  professional  nursing  practice.  A  state¬ 
ment  on  inhalation  therapy  contended  that  the  registered 
nurse  may  assume  the  responsibility  for  administering 
inhalation  therapy,  as  ordered  by  the  physician,  provided 
certain  conditions  were  met.  A  second  statement  recognized 
that  sterile  vaginal  examinations  may  be  done  by  a  regis¬ 
tered  nurse  to  determine  the  progress  of  a  patient  during 
labor. 

Community  Hospital  Courses —  Fifteen  community  hos¬ 
pital  courses  were  sponsored  by  the  council  and  the  Educa¬ 
tional  and  Scientific  Trust.  Preliminary  reports  indicate  that 
the  total  registration  and  average  attendance  have  risen  for 
all  areas  which  were  included  in  the  1969-70  report.  The 
council  chairman  has  found  that  he  will  not  be  able  to  plan 
and  develop  future  courses  as  he  has  done  in  the  past. 
William  M.  Cooper,  M.D.,  director  of  continuing  education 
at  the  University  of  Pittsburgh  School  of  Medicine,  has 
agreed  to  plan  the  programs  for  Bradford,  DuBois,  Sharon, 
St.  Mary’s,  Kittanning,  and  Uniontown.  Joseph  P.  Scottino, 
Ph.D.,  program  director  for  the  physicians  continuing  edu¬ 
cation  program  at  Gannon  College,  Erie,  will  develop  the 
program  for  the  Meadville  area  in  cooperation  with  the 
local  course  director.  Several  directors  of  medical  education 
in  the  Susquehanna  Valley  Regional  Medical  Program  area 
have  offered  to  assist  with  the  planning  of  the  courses  there. 
This  includes  Gettysburg,  Hanover,  Lewistown,  Lock 
Haven,  and  Wellsboro.  Their  expenses  will  be  reimbursed 
from  funds  made  available  by  SVRMP.  There  are  only  two 


of  our  courses  in  the  eastern  part  of  the  state,  and  we  have 
been  fortunate  enough  to  secure  the  assistance  of  the  Medi¬ 
cal  College  of  Pennsylvania  and  the  Delaware  Valley 
Regional  Medical  Program  in  the  planning  of  these.  Since 
we  started  these  courses  in  small  community  hospitals  in 
1969,  we  know  there  has  been  some  success  in  developing 
an  '"appetite”  for  continuing  education  among  the  mem¬ 
bership  in  these  areas. 

Hospital  Library  Conference —  Using  the  theme,  “A 
Partner  of  Medical  Education,”  two  conferences  on  the  hos¬ 
pital  library  were  held  in  April.  The  goal  of  the  conference 
was  to  provide  in  a  community  hospital  a  library  service 
that  will  be  a  meaningful  part  of  the  continuing  education 
program  for  physicians  and  allied  professions. 

MECO  Program —  The  Medical  Education-Community 
Orientation  Program  of  the  Student  American  Medical  As¬ 
sociation  was  approved  by  the  Board  of  Trustees.  On  special 
letterhead,  which  was  signed  by  Dr.  Limberger  and  Edwin 
L.  Taylor,  the  president  of  the  Hospital  Association,  was  an 
invitation  to  hospitals  to  participate  in  the  program.  This 
letter  was  mailed  to  143  hospitals  in  Pennsylvania,  selecting 
those  that  did  not  have  resident  and  intern  training  pro¬ 
grams.  Fifty-two  replies  were  received  and  reported  to  the 
MECO  state  project  director  at  the  University  of  Pittsburgh 
School  of  Medicine  and  to  the  Hospital  Association  of 
Pennsylvania.  Of  these,  twenty-eight  were  indications  for 
participation,  which  requested  a  total  of  sixty-eight 
students. 

Medical  Education  Administration —  On  March  19,  a 
conference  for  hospital-based  educators  was  held  regarding 
medical  education  administration.  Through  a  workshop 
format,  the  attendees  developed  educational  objectives, 
planned  methods  of  evaluation  of  programs,  developed 
skills  in  identifying  educational  needs,  prepared  individual 
physician  educational  profiles,  and  role-played  situations 
where  the  director  of  medical  education  became  a  coor¬ 
dinator  of  medical  education  in  a  community  hospital. 

Medical  Education  Resource  Center —  Reported  in  the 
1970  Annual  Report  was  the  development  of  a  videotape 
dubbing  service  on  medical  subjects  for  Pennsylvania  medi¬ 
cal  schools,  hospitals,  and  other  educational  institutions. 
The  three  regional  medical  programs  and  the  Pennsylvania 
Medical  Society  have  provided  106  hours  of  videotape,  at  a 
cost  of  $5,000,  to  be  used  for  master  programs.  The  dub- 
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ing  service,  which  will  be  instituted  in  the  summer  of 
971,  will  utilize  facilities  at  the  State  Department  of  Edu- 
ation  to  transcribe  programs  selected  from  a  catalog  onto  a 
lank  videotape  compatible  with  the  equipment  of  an  insti- 
ltion  requesting  the  dubbing  service.  The  only  cost  to  the 
istitution  will  be  return  postage.  The  advantage  to  the  in- 
titution  is  that  they  can  maintain  their  own  tape  library  or 
ney  can  erase  and  use  the  tape  at  a  later  date  for  new  pro- 
irams  at  a  reasonable  cost. 

Peer  Review  (Medical  Audit)  Activity —  “Guidelines  for 
•eer  Review  (Medical  Audit)  Activity  at  a  County  Medical 
iociety  Level”  have  been  distributed  to  all  county  medical 
ociety  secretaries,  presidents,  and  executive  secretaries,  as 
veil  as  to  the  president  of  the  medical  staff  of  each  hospital, 
ind  to  all  directors  of  medical  education  and  others  who  are 
nterested  in  the  organization  of  medical  education  pro¬ 
grams.  The  council  also,  in  a  related  action,  approved  the 
ievelopment  of  audit  teams  that  would  be  made  available  to 
immunity  hospitals.  Such  teams  would  teach  hospital  staff 
nembers  how  to  determine  the  educational  deficiencies  of 
the  staff  and  then  how  these  deficits  can  be  corrected 
through  educational  programs. 

Pennsylvania  Medical  Continuing  Education  Institute — 
The  Society  has  proceeded  to  incorporate  the  Pennsylvania 
Medical  Continuing  Education  Institute.  Incorporation  was 
sponsored  by  the  Pennsylvania  Medical  Society,  Pennsyl¬ 
vania  Osteopathic  Association,  and  the  Keystone  Medical 
Society.  The  institute  will  be  a  statewide  organization 
created  to  permit  various  sponsors  and  purveyors  of  con¬ 
tinuing  medical  education  to  pool  their  resources  without 
losing  their  basic  autonomy. 

PMS  Membership  Requirement —  AMA  Physician’s 

Recognition  Award —  The  Advisory  Committee  on  Con¬ 
tinuing  Medical  Education  has  reviewed  the  requirements 
of  the  AMA  Physician’s  Recognition  Award,  as  directed  by 
the  House,  and  has  recommended  the  following  changes: 

1.  Credit  should  be  given  for  audio  digest  instruction, 
reading  of  scientific  articles  and  professional  journals, 
and  any  other  such  programs  that  are  offered  as  a  part 
of  a  hospital’s  continuing  education  program. 

2.  Credit  should  be  given  for  self-assessment  examina¬ 
tions. 

3.  The  description  of  courses  under  category  4  should  be 
expanded  to  include  all  types  of  continuing  education 
courses  that  physicians  in  various  types  of  practice 
could  use  to  improve  their  services;  for  example,  man¬ 
agement  courses  for  administrative  specialists, 
teaching  technique  seminars  for  educators.  After  these 
recommendations  were  made,  the  AMA’s  Board  of 
Trustees  appointed  a  special  ad  hoc  committee  to 
review  all  the  requirements  and  make  recommen¬ 
dations  for  change. 

Production  of  Physicians —  In  the  1970  Annual  Report, 
the  council  called  attention  to  its  statement  regarding  the 
production  of  more  physicians  from  Pennsylvania  medical 
schools.  The  deans  of  Pennsylvania  medical  schools  raised  a 
number  of  objections  about  the  statement.  The  council  has 
been  meeting  with  representatives  of  the  deans  and  the 
Department  of  Education  Bureau  of  Planning  in  order  to 
prepare  criteria  and  a  formula  that  would  be  agreeable  to 
all  parties  for  use  in  securing  funds  for  medical  education 


beginning  in  1973  and  to  develop  a  new  statement  on  the 
production  of  physicians. 

Scientific  Assembly —  All  of  the  innovations  that  were 
planned  for  the  1970  Scientific  Assembly  were  well 
received  and  will  be  continued  during  the  1971  assembly. 
The  theme  again  will  be  “Clinical  Therapeutics —  1971: 
Emergency  Medicine.”  This  year  four  Pennsylvania  medi¬ 
cal  schools —  Hershey,  Penn,  Temple,  and  Woman’s —  have 
each  planned  a  seminar  for  one  morning.  The  Pennsylvania 
Nurses  Association  has  been  represented  in  planning  discus¬ 
sions  and  has  appointed  a  planner  at  each  of  these  medical 
schools  to  develop  an  afternoon  program  for  nurses,  which 
will  be  coordinated  with  that  being  presented  in  the  morn¬ 
ing  for  physicians.  Twelve  specialty  societies  and  two  of  the 
State  Society’s  commissions  are  also  planning  programs  for 
the  assembly. 

Self-Assessment  Examinations —  Data  regarding  twelve 
self-assessment  examinations  has  been  compiled  for  publica¬ 
tion  in  PENNSYLVANIA  medicine.  The  summary  gives  basic 
information  regarding  the  type  of  examination,  who  is  eligi¬ 
ble,  charges,  and  the  name  and  address  of  the  person  to  con¬ 
tact  for  further  information.  This  will  give  all  members  of 
the  Pennsylvania  Medical  Society  a  ready  reference  to  the 
many  self-testing  educational  opportunities  that  are  avail¬ 
able  today. 

Medical  Corpsmen —  The  development  of  Project 
MEDIHC  by  the  federal  government  fills  a  need  for  place¬ 
ment  and  counseling  for  ex-medical  corpsmen,  including 
both  those  ex-corpsmen  desiring  further  education  and 
those  merely  needing  placement.  The  Advisory  Committee 
on  Manpower  and  Allied  Professions  works  closely  with 
MEDIHC  (Pennsylvania’s  official  agency  is  the  Hospital 
Educational  and  Research  Foundation)  and  is  publishing  in 
PENNSYLVANIA  MEDICINE  several  articles  alerting 
physicians  to  the  basics  of  the  program  and  where  to  get 
more  information. 

Physician’s  Assistant  Programs —  Questions  by  physi¬ 
cians  regarding  the  legal  aspects  of  hiring  physicians’  assis¬ 
tants  led  to  an  article  in  PENNSYLVANIA  MEDICINE  stating 
the  opinion  of  legal  counsel  on  the  issue;  namely,  that  a 
physician  may  utilize  allied  medical  personnel  in  any 
desired  capacity,  but  is  liable  for  the  acts  of  these  personnel 
in  the  event  of  a  malpractice  suit. 

Revision  of  Medical  Practice  Act —  Members  of  the 
council  and  staff  directly  participated  in  rewriting  a  draft 
for  a  new  medical  practice  act.  To  be  incorporated  into  the 
proposed  new  act  will  be  language  to  clarify  the  physician’s 
liability  and  responsibilities  in  utilizing  allied  medical  per¬ 
sonnel  and  to  provide  for  broader  interpretation  and  greater 
flexibility  in  the  development  of  curriculum  in  Pennsyl¬ 
vania  medical  schools. 

Support  for  AMA-AHA  Moratorium  on  Licensure  of 
Allied  Medical  Personnel —  The  AMA-AHA  have  called  a 
moratorium  on  licensure  of  emerging  allied  health  per¬ 
sonnel  groups.  The  council  and  the  Board  of  Trustees  sup¬ 
port  the  moratorium.  The  moratorium  is  conceived  as  one 
step  toward  allowing  flexibility  and  encouraging  experi¬ 
mentation  in  physician’s  assistant  training  and  use. 

Vocational  Training  for  Health  Assistant —  The  Bureau 
of  Vocational,  Technical,  and  Continuing  Education  of  the 
Department  of  Education  is  developing  a  health  assistant 
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program  at  the  high  school  level.  This  is  to  be  a  two-year 
course  in  the  eleventh  and  twelfth  grades  and  will  be  offered 
at  technical  high  schools.  This  program  will  expose  more 
students  to  the  potential  of  careers  in  health  and  cut  down 
the  lead  time  necessary  for  the  production  of  a  health  assis¬ 
tant. 

Emergency  Medical  and  Health  Services  in  Pennsyl¬ 
vania —  A  white  paper  on  emergency  medical  services  has 
been  completed  and  approved  by  the  Board  of  Trustees. 
Part  I —  The  Present  Status —  explores  current  data  as  to 
the  state  of  emergency  medical  services  in  Pennsylvania. 
Part  II —  Recommendations —  presents  thirty-four  specific 
recommendations  for  improvement.  The  white  paper  was 
published  in  the  June  issue  of  PENNSYLVANIA  MEDICINE 
and  distributed  in  reprint  form  to  legislators,  local  govern¬ 
ment  officials,  ambulance  associations,  and  other  interested 
parties. 

Toronto  Conference  on  the  Great  Lakes —  Last  year,  a 
two-day  conference  hosted  by  the  Ontario  Medical  Associa¬ 
tion  was  held  in  Toronto.  The  conference  adopted  seven 
major  recommendations,  the  most  important  of  which  was 
that  an  international  body  with  full  regulatory  powers 
throughout  the  entire  Great  Lakes  drainage  basin  be 
formed.  The  Pennsylvania  Medical  Society’s  position  on  the 
pollution  of  the  Great  Lakes  was  presented  to  the  secretary 
of  the  Department  of  Environmental  Resources. 

Second  Career  Workshop —  The  commission  sponsored  a 
“second  career”  workshop.  The  workshop  began  the  devel¬ 
opment  of  an  educational  course  to  meet  the  needs  of  the  al¬ 
ready  practicing  physician  desiring  to  begin  a  second  career 
as  an  emergency  room  physician.  Six  of  the  seven  Pennsyl¬ 
vania  medical  schools  were  represented  at  the  workshop,  as 
was  the  American  College  of  Emergency  Physicians. 

Awards —  The  1969  Occupational  Health  Award  for 
small  companies  (under  500  employees)  was  presented  to 
the  Alcoa  Aluminum  Co.  at  New  Kensington.  This  was  the 
last  presentation  of  the  Occupational  Health  Award.  The 
award  was  discontinued  because  of  the  lack  of  interest  by 
industry.  The  commission  is  in  the  process  of  developing 
criteria  for  an  environmental  health  recognition  award  to 
go  to  individuals,  voluntary  groups,  or  corporations  which 
have  made  outstanding  contributions  to  improving  the  en¬ 
vironment. 

Information  and  Referral  Service  for  the  Aged —  The 

commission  has  submitted  to  the  Office  of  Aging  of  the 
Department  of  Public  Welfare  an  article  outlining  the 
recently  established  information  and  referral  service  in 
Maryland.  The  commission  expects  that  favorable  action 
will  ensue,  leading  to  the  development  of  a  similar  program 
in  Pennsylvania  in  the  very  near  future. 

Position  Paper  on  Home  Care —  At  the  request  of  the 
Board  of  Trustees,  a  position  paper  on  home  care,  which 
defines  the  home  health  aide  and  the  homemaker  services 
was  prepared. 

Commitment  of  Protesting  Patients —  The  commission 
continues  to  be  concerned  with  commitment  problems 
under  the  MH/MR  Act  of  1966.  A  task  force,  composed  of 
legal  and  psychiatric  representatives,  was  appointed  by  the 
Deputy  Secretary  of  Mental  Health/Mental  Retardation  to 
study  and  resolve  these  problems.  The  commission 
presented  a  position  statement  to  the  task  force  studying  the 


commitment  problems,  again  calling  for  the  use  of  the  origi¬ 
nal  interpretation  of  Section  404  with  supportive  reasoning. 
The  task  force  is  still  continuing  its  investigation  and  is  ex¬ 
pected  to  issue  a  report  shortly. 

Regional  Drug  Abuse  Education  Programs —  The  com¬ 
mission,  the  Pennsylvania  Academy  of  General  Practice, 
and  the  Departments  of  Health  and  Public  Welfare  are  cur¬ 
rently  involved  in  planning  a  series  of  educational  programs 
for  physicians  to  assist  them  in  recognizing  and  treating 
drug  addicts.  The  program  will  be  a  one-day  session  in  eight 
different  cities  in  order  to  reach  a  maximum  number  of 
physicians.  The  content  has  been  broken  down  into  four 
major  topics:  (1)  the  magnitude  of  the  drug  abuse  problem 
in  Pennsylvania;  (2)  medical-legal  aspects  of  drugs;  (3) 
medical-pharmacological  considerations  of  the  drugs  of 
abuse;  and  (4)  major  methods  of  treatment  of  drug  addic¬ 
tion. 

Governmental  Relations 

The  Council  on  Governmental  Relations  reports  that  it 
has  had  several  meetings  during  the  year  and  will  hold 
others  since  the  amount  of  legislation  before  both  the 
Legislature  of  the  Commonwealth  and  the  Congress  of  the 
United  States  is  extremely  heavy.  The  council  suggests  that 
it  is  too  early  to  include  in  its  report  a  list  of  legislation  and 
the  actions  taken  on  the  various  bills,  and  that  a  supplemen¬ 
tary  report  confined  to  legislative  activities  will  be  written 
and  distributed  closer  to  the  meeting  of  the  House  of  Dele¬ 
gates —  consequently,  the  report  of  the  council  is  confined 
to  activity  referred  to  it  by  the  House  of  Delegates  and  the 
Board  of  Trustees. 

The  council  comments  on  an  action  taken  by  the  House 
to  the  effect  that  the  Society  should  adopt  a  receptive  atti¬ 
tude  towards  the  support  of  countersuit  brought  by  one  of 
its  members  as  a  result  of  malpractice  action.  The  council 
reports  that  it  could  not  support  this  concept  and  reprints 
comments  from  general  counsel  sustaining  its  feelings.  One 
of  the  key  paragraphs  from  general  counsel’s  letter  seems  to 
be  particularly  germane —  “Finally,  I  believe  the  chances  of 
success  in  any  large  number  of  cases  would  be  so  slim  as  to 
have  very  little,  if  any  deterrent  effect.  Presuming  a  dishon¬ 
est  or  greedy  attorney  in  the  first  instance,  such  traits  would 
result  in  a  false  defense  in  the  ‘Abuse  of  Process’  claim  and 
make  proof  by  the  doctor  of  knowing  perjury,  etc.,  by  dis¬ 
covery  requiring  scrutiny  of  the  files  of  plaintiffs  attorney, 
a  virtual  impossibility . We  advise  against  countersuits  ex¬ 

cept  where  a  knowingly  false  claim  or  malicious  motive  can 
be  proved  by  independent  fact  witnesses.  Such  cases  should 
be  reviewed  by  an  experienced  trial  attorney  on  a  case-by¬ 
case  basis  and  the  expenses  and  risks  should  then  be 
weighed  against  the  chances  of  success  and  any  deterre'  *  ef¬ 
fect  that  success  may  have.” 

The  council  also  reports  on  its  follow-up  activity  with 
regard  to  chiropractic  legislation,  informing  county  medical 
societies  of  individual  legislator’s  voting  records,  activities 
with  respect  to  supporting  the  budgetary  requests  of  medi¬ 
cal  schools,  termination  of  chiropractic  licensing  in  Penn¬ 
sylvania,  abortion  legislation,  prepaid  hospital  and  medical 
insurance  contracts  for  Department  of  Public  Welfare 
clients,  efforts  to  consolidate  health-related  activities  in  the 
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Department  of  Health  and,  finally,  activities  of  its  Commis- 
ion  on  Forensic  Medicine’s  meeting  with  the  Pennsylvania 
Jar  Association  on  “Fee  for  Service  Concept”  for  attorneys. 

The  council  also  reports  on  several  pieces  of  legislation 
eferred  earlier  in  the  year  by  the  Board  of  Trustees,  and,  fi- 
lally,  a  successful  visit  with  Pennsylvania’s  congressmen  by 
•epresentatives  of  the  council  and  county  medical  society 
•epresentatives  in  Washington  this  past  summer. 

Medical  Service 

The  following  is  a  summary  of  the  most  significant  activi- 
:ies  and  actions  of  the  Council  on  Medical  Service  during 
the  past  year. 

The  council: 

Continued  to  assist  and  advise  Pennsylvania  Blue  Shield 
in  the  development  and  expansion  of  the  Prevailing  Fee 
Program  and  offered  guidance  and  support  in  the  develop¬ 
ment  of  up-dated  doctor  profiles. 

Provided  continuing  consultation  to  Pennsylvania  Blue 
Shield  with  respect  to  their  role  as  carrier  for  Medicare  Part 
B,  CHAM  PUS,  and  as  fiscal  administrator  for  Pennsycare 
by  outlining  a  number  of  problem  areas  and  recommending 
administrative  changes  for  improvement. 

Approved  osteopathic  representation  on  the  Western 
Pennsylvania  PMS  -  Blue  Cross  Regional  Steering  Com¬ 
mittee  to  assure  continued  cooperation  of  osteopathic 
physicians’  hospitals  in  the  PMS  -  Blue  Cross  Medical  Advi¬ 
sory  Committee  (MAC)  Program. 

Continued  to  monitor  and  present  testimony,  where  ap¬ 
propriate,  at  public  hearings  conducted  by  the  State  Insur¬ 
ance  Department  relative  to  Blue  Cross  rate  increase 
requests. 

Expanded  to  twenty-one  the  number  of  specialty  advisory 
committees  utilized  by  the  council  in  its  peer  review  activi¬ 
ties. 

Continued  to  meet  with  representatives  of  various  gov¬ 
ernmental  agencies  and  medicare  carriers  in  an  effort  to 
improve  liaison  and  to  develop  a  better  understanding  of 
the  Society’s  review  activities. 

Continued  to  meet  with  representatives  of  the  Depart¬ 
ment  of  Welfare  in  an  effort  to  seek  improvement  in  our 
medicaid  program.  The  council  was  instrumental  in  the 
development  of  the  state’s  Hospital  Rules  and  Regulations. 

Approved  the  offering  of  a  PMS  Professional  Liability 
Insurance  Program  in  keeping  with  the  provisions  of  the 
“Model  Malpractice  Insurance  Program”  developed  by  the 
council  in  1969.  The  program  affords  a  high  degree  of 
physician  involvement  and  represents  the  most  progressive 
and  comprehensive  coverage  available. 

Continued  to  maintain  surveillance  over  Society  en¬ 
dorsed  insurance  programs,  and  in  addition  to  approving  an 
up-grading  of  the  Major  Hospital  and  Surgical  Expense 
Coverage,  the  council  approved  the  offering  of  a 
comprehensive  Blue  Cross-Blue  Shield  program  in  the  Capi¬ 
tal  Blue  Cross  service  area. 

Continued  to  assist  members  and  interested  agencies 
throughout  the  state  in  the  development  of  CHP  and 
provided  liaison  with  the  State  Office  for  Comprehensive 
Health  Planning. 

Initiated  efforts  to  develop  a  Pennsylvania  Medical  Care 


Foundation.  The  council’s  Subcommittee  on  Medical  Care 
Foundation  has  been  actively  engaged  in  the  development 
of  organizational  and  operational  guidelines. 

Initiated  the  development  of  hospitalization  criteria  by 
the  specialty  advisory  committees  to  be  used  in  the  Pennsyl¬ 
vania  Medical  Care  Foundation. 

Sponsored  a  meeting  with  providers,  consumers,  govern¬ 
ment  and  industry  representatives  describing  the  foundation 
concept  and  its  application  to  present  health  care  needs. 

Public  Service 

Political  forces  are  leading  a  growing  public  dissatis¬ 
faction  with  the  cost  of  health  and  medical  care  and  with 
the  entire  health  care  delivery  system  itself. 

The  size  and  number  of  the  forces  leading  this  movement 
are  such  that  the  dollars  that  organized  medicine  can  bring 
to  bear  in  opposition  are  but  a  drop  in  the  bucket  compared 
to  what  is  needed.  In  addition,  at  a  time  when  our  best 
available  weapon  is  responsible  individual  and  group 
physician  action,  evidence  of  individual  action  is  decreasing 
and  a  growing  lack  of  involvement  in  and  commitment  to 
the  organizations  of  medicine  makes  group  action  much 
more  difficult. 

Today’s  physicians  individually  and  collectively  are  not 
demonstrating  the  same  degree  of  patient  rapport  and  con¬ 
cern  that  allowed  them  to  ascend  in  public  esteem  and  con¬ 
fidence.  As  patient  pressures  increase  the  demands  on  their 
time,  physicians  give  more  of  the  science  and  less  of  the  art 
of  medicine  to  their  patients.  To  a  far  greater  degree,  it  is 
the  art  of  medicine  that  produces  patient  rapport.  Although 
concern  for  the  individual  undoubtedly  exists  in  the  medical 
profession  to  a  degree  greater  than  in  any  other  profession, 
it  still  is  slipping  and  the  descent  is  adding  to  attitudes  that 
are  not  in  the  best  interest  of  either  the  public  or  the  profes¬ 
sion.  The  change  in  physician  practices  and  attitudes  un¬ 
doubtedly  is  due  in  part  to  an  affluence  that  in  itself  adds  to 
public  resentment. 

Today’s  medical  school  graduate  not  only  is  a  product  of 
his  times  but  he  also  in  general  is  the  product  of  a  curricu¬ 
lum  and  a  medical  school  environment  which  stresses  the 
science  of  medicine,  largely  ignores  the  art  of  medicine,  and 
degrades  the  role  of  the  primary  physician.  The  more  im¬ 
personal  the  practice  of  medicine  becomes,  the  greater  the 
profession’s  public  relations  problems. 

Companion  to  these  changes  impacting  on  public  atti¬ 
tudes  are  those  that  have  decreased  the  physician’s  commit¬ 
ment  to  the  organizations  of  medicine.  Affluence  is  a  poor 
binding  agent.  Adversity  is  a  much  stronger  glue  but  the  ad¬ 
versity  that  faces  the  medical  profession  today  all  too  often 
is  regarded  as  a  distant  ache  that  doesn’t  require  immediate 
action  rather  than  as  an  immediate,  acute  pain  that 
demands  steps  now. 

The  voice  of  the  Pennsylvania  Medical  Society  is  heard 
only  to  the  degree  that  the  members  are  willing  to  listen. 
There  seems  to  be  a  growing  unwillingness  to  listen  which 
again  may  be  a  product  of  affluence  and  a  lack  of  recog¬ 
nized  immediacy  to  the  problems  discussed.  This  decreased 
membership  involvement  in  and  commitment  to  both  the 
public  and  professional  interest  goals  of  the  Medical  Society 
makes  their  accomplishment  extremely  difficult  and 
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perhaps  even  impossible. 

It  is  in  this  atmosphere  that  the  Council  on  Public  Serv¬ 
ice  attempts  to  carry  out  its  public  and  professional  rela¬ 
tions  responsibilities.  It  wishes  that  it  had  a  way  to  instill  in 
each  physician  the  attitudes  and  actions  that  would  enhance 
the  profession’s  public  relations  to  a  far  greater  degree  than 
any  organizational  activity  can.  It  hopes  that  it  can  find  a 
way  to  increase  membership  involvement  even  if  the  bind¬ 
ing  force  is  economic  rather  than  altruistic.  To  this  end,  it  is 
exploring  projects  of  direct  service  to  members  that  would 
make  medical  society  membership  economically  advan¬ 
tageous.  One  such  idea  being  explored  is  that  of  a 
physicians’  cooperative.  Along  with  the  dismay  over  what 
needs  to  be  done  and  the  barriers  to  its  accomplishment,  the 
council  is  proud  of  what  it  has  been  able  to  do  despite  the 
budget  restrictions  that  inflation  has  brought. 

A  new  council  responsibility  is  shepherding  on  an  interim 
basis  the  public  and  professional  education  components  of 
the  State’s  Uniform  Anatomical  Gift  Act.  Although  the  act 
has  been  law  since  January  1,  1970,  almost  nothing  had 
been  done  to  alleviate  an  inhibiting  shortage  of  bodies  for 
teaching  and  research  purposes  and  a  growing  shortage  of 
body  parts  for  transplantation.  The  lack  of  activity  was  due 
to  reluctance  of  any  single  agency  to  coordinate  and  carry 
out  essential  activities.  Acting  on  a  council  recommen¬ 
dation,  the  Board  of  Trustees  has  agreed  that  it  will  seek 
legislation  to  have  a  state  agency  appropriately  constituted 
and  funded  to  carry  out  all  gift  act  activities.  Because  such  a 
step  may  be  some  time  in  the  future,  the  State  Society  also 
agreed  that  the  council  should  meet  this  role  on  an  interim 
basis  and  the  council  has  developed  public  and  professional 
educational  materials,  donor  cards,  articles  for  journals  and 
the  mass  media,  and  information  for  the  broadcast  media. 
Professional  education  components  are  being  funded  in  part 
by  the  Educational  and  Scientific  Trust  of  the  Pennsylvania 
Medical  Society. 

Among  its  many  television  activities,  the  council 
produced  at  an  astonishingly  low  dollar  cost  a  documentary 
program  examining  delivery  problems  in  the  state,  the  pro¬ 
fession’s  activities  and  concerns  with  these  problems.  It 
called  on  greater  continuing  support  for  medical  education 
to  increase  physician  production  if  the  delivery  problems 
are  to  be  solved.  All  or  major  portions  of  the  program  were 
telecast  in  every  major  market  of  the  state.  Virtually  all  resi¬ 
dents  of  the  state  were  within  one  or  more  of  the  primary 
telecasting  areas  of  the  eight  stations  involved. 

In  addition,  the  council  has  continued  its  weekly  radio 
show  used  on  eighty  stations  and  a  variety  of  other  radio 
and  television  activities  as  well  as  projects  for  newspapers 
and  other  printed  media.  It  has  continued  efforts  to  improve 
and  implement  four  awards  programs —  the  Benjamin  Rush 
Awards  for  lay  contributions  to  health,  the  Donaldson 
Awards  for  media  reporting  of  health  topics,  the  Cen¬ 
tenarian  Awards  for  those  who  achieve  the  age  of  100,  and 
the  Fifty-Year  Awards  for  physicians  who  have  been  in  the 
practice  of  medicine  for  that  period. 

The  council  has  kept  county  society  bulletin  editors 
abreast  of  State  Society  and  related  news  through  periodic 
mailings.  It  has  prepared  and  disseminated  the  Service 
Manual  which  provides  to  county  society  officers  detailed 
information  about  most  of  the  major  programs  and  activi¬ 


ties  of  the  State  Society.  It  has  written  and  produced  a  vari¬ 
ety  of  printed  materials  on  both  public  and  professional 
topics. 

It  has  supervised  the  State  Society  Speakers’  Bureau,  the 
forty-five  members  of  which  have  done  yeoman  service  on 
behalf  of  medicine  before  both  lay  and  professional  groups. 
Its  health  careers  recruitment  activities,  with  a  major  public 
relations  component,  have  advanced  significantly 
throughout  the  state.  Activities  for  students,  interns,  and 
residents  have  included  the  presentation  of  a  socio¬ 
economic  course  in  general  hospitals  and  meetings  with  rep¬ 
resentatives  of  SAMA  chapters.  Guidance  and  financial 
support  has  been  provided  to  medicine’s  superb  friends,  the 
medical  assistants  whose  organization  has  been  renamed  the 
"Pennsylvania  Society,  American  Association  of  Medical 
Assistants.” 

Thousands  of  pieces  of  health  education  literature  have 
been  distributed  in  response  to  an  almost  continuous  flow  of 
requests  from  individuals  and  groups.  With  special  concern 
for  rural  health  delivery,  the  council  has  been  actively 
exploring  mobile  clinic  demonstration  projects  and  a  mobile 
laboratory  concept  to  assist  physicians  in  isolated  areas 
where  laboratory  services  are  comparatively  inaccessible.  It 
has  been  using  exhibits  at  a  number  of  events  to  increase 
health  education  and  a  film  library  largely  devoted  to  drug 
abuse  has  been  in  almost  constant  use. 

The  council  has  continued  to  invite  new  county  society 
secretaries  to  a  day-long  orientation  visit  at  the  state  society 
headquarters  and  it  has  arranged  for  a  number  of  county 
medical  societies  to  hold  meetings  in  the  PMS  building  to 
increase  membership  awareness  of  state  society  activities.  It 
has  continued  efforts  to  increase  non-member  awareness  of 
State  Society  goals  and  activities  and  this  has  met  with  con¬ 
siderable  success. 

Each  of  the  items  listed  is  covered  in  detail  in  the 
council’s  full  annual  report  which  we  hope  will  be  read  by 
every  member  of  the  State  Society.  The  council  would  wel¬ 
come  any  inquiry  about  its  activities. 


Pennsylvania 
Delegation  to  the  AMA 

As  mandated  by  the  1970  PMS  House  of  Delegates  and 
the  Board  of  Trustees,  the  Pennsylvania  Delegation  to  the 
American  Medical  Association  introduced  three  resolutions 
during  the  Clinical  Convention  of  the  AMA  held  in  Boston. 
Massachusetts,  November  29-December  2,  1970,  as  follows 

1.  Homemaker  Services 

2.  White  House  Conference  on  Aging 

3.  Allocation  of  federal  funds  for  Health-Related  Gran 
and  Aid  Programs. 

The  delegation  plans  to  nominate  Russell  B.  Roth,  M.D. 
for  Speaker  of  the  AMA  House  in  1971  and  to  nominal 
him  for  AMA  President-Elect  in  1972. 

A  supplemental  report  will  be  submitted,  since  the  Annu 
al  Meeting  of  the  AMA  will  be  held  June  20-24,  1971. 
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INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi¬ 
cal  education  which  include  a  series  of  two  or 
more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  con¬ 
tact  the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASES 
'ayre;  June  28,  1971 — February  1,  1972 
Rotating  Specialty  Seminar/Cardiovascular  Dis- 
ase;  at  Robert  Packer  Hosp.;  1  hr.  per  day;  1  day 
er  week;  17  weeks;  17  hrs.  AAGP  credit 
pproved.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
.M.E.,  Robert  Packer  Hosp.,  Guthrie  Square, 
ayre  18840. 


DERMATOLOGY 

ayre;  August  10,  1971 — June  6,  1972 
Rotating  Specialty  Seminar/Dermatology;  at 
lobert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
/eek;  6  weeks;  6  hrs.  AAGP  credit  approved.  Con- 
act  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
’acker  Hosp.,  Guthrie  Square,  Sayre  18840. 


ENDOCRINOLOGY 
iayre;  July  20,  1971— May  23,  1972 
Rotating  Specialty  Seminar/Endocrinology;  at 
lobert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
veek;  9  weeks;  9  hrs.  AAGP  credit  approved.  Con- 
act  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
’acker  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

lershey;  September  28,  1971 — June  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
hr.  per  day;  1  day  per  week;  40  weeks;  40  hrs. 
VAGP  credit  approved.  Contact  Thomas  L. 
.eaman,  M.D.,  Chrm.,  Dept,  of  Family  &  Communi- 
jy  Medicine,  M.S.  Hershey,  Hershey  17033. 


GASTROENTEROLOGY 

Philadelphia;  March  3  -  April  7,  1972 
AMA  —  Gastroenterology  Seminar  (Basic  Con- 
;epts  in  the  Modern  Diagnosis  &  Management);  at 
ilahnemann;  31/2  hrs.  ppr  day;  1  day  per  week;  6 
veeks;  21  hrs.  AAGP  credit  requested;  fee  =  $60. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
:duc.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
9102. 


GENERAL  MEDICINE 

Xbington  Memorial  Hospital;  September  15 — 
December  1,  1971 

Psychiatry  for  the  Family  Practitioner;  by  Mont¬ 
gomery  County  Academy  of  Family  Practice;  21/2 
firs,  per  day;  1  day  per  week;  10  weeks;  25  hrs. 
^AGP  credit  requested;  max.  enrollment=30; 
ee  =  $25.  Contact  William  H.  Mahood,  Dir  of 
3ost-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd.,  Abington  19001. 


Abington  Memorial  Hospital;  January  20 — March 
21,  1972 

Endocrine  Problems  in  Family  Practice;  by 
Montgomery  County  Academy  of  Family  Practice; 
2V2  hrs.  ea.  day;  1  day  ea.  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment=30; 
fee  =  $25.  Contact  William  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd.,  Abington  19001 . 


Allentown  Hospital;  September  9,  1971  -  June  8, 
1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  1  day  ea. 
mo.;  3  hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  =  none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  2  days  ea. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac¬ 
tice 

ACGP — American  College  of  General  Practi¬ 
tioners  in  Osteopathic  Medicine  and  Sur¬ 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil¬ 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi¬ 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi¬ 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


mo.;  2  hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1  day  ea.  mo.;  3  hrs.  per  day;  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  -  May  16,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills  Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 

Chester;  September  7,  1971 — May  23,  1972 
AMA —  Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath,  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1  hr.  a  day;  1 
day  per  mo.;  9  hrs.  AAGP  credit  requested.  Con¬ 
tact  John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv¬ 
ices,  Coatesville  VA  Hosp.,  Coatesville  19320. 


DuBois  Hospital;  February  10  -  April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  -  April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 
of  Monroe  County;  3  hrs.  per  day;  1  day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Easton  Hospital,  September  15,  1971 — June  21, 
1972 

AMA —  What’s  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  2  hrs. 
per  day;  third  Wed.  ea.  mo.;  16  hrs.  AAGP  credit 
requested.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  &  Lehigh 
Sts.,  Easton  18042. 


Gettysburg;  January  11  -  April  19,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat¬ 
ing  Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital;  October  20,  1971  -  May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  one 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Harrisburg;  September  30,  1971 — January  20,  1972 
Continuing  Education  Program  1971-1972;  at 
Community  General  Osteopathic  Hosp.;  8  Thurs.; 
21/2  hrs.  per  day;  fee=$60  ($10  ea.  single  ses¬ 
sion);  AAGP  and  ACGP  credit  requested.  Contact 
Charles  M.  Worrell,  D.O.,  D.M.E.,  Community  Gen. 
Osteopathic  Hosp.,  4300  Londonderry  Rd.,  Harris¬ 
burg  17109. 


Hazleton  State  General  Hospital;  September  1  - 
June  1 

AMA  (required  credit)  —  A  Program  of  Con¬ 
tinuing  Medical  Education;  by  U.  of  Pa.;  1V2  hrs. 
ea.  day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total; 
40  hrs.  AAGP  credit  approved.  Contact  Robert 
Gunderson,  M.D.,  D.M.E.,  Hazleton  State  Gen. 
Hosp.,  Hazleton  18201. 


Kittanning;  December  2-16,  1971 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at 
Armstrong  County  Memorial  Hosp.;  every  Thurs.;  6 
hrs.  AAGP  credit  requested,  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Lancaster  General  Hosp.;  September  7,  1971  - 
May  30,  1972 

Continuing  Education  Program;  1  day  per  week; 
3  hrs.  per  day;  29  days;  AAGP  credit  requested; 
fee  =  none.  Contact  John  H.  Esbenshade,  Jr., 
M.D.,  Dir.  Med.  Educ.,  Lancaster  General  Hosp., 
555  N.  Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  -  May  25,  1972 

AMA  —  Continuing  Education  Program;  by  Hah¬ 
nemann;  2  hrs.  per  day;  1  day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Lebanon;  October  7 — November  11,  1971 
Drug  Abuse;  by  Consult,  Inc.  (Lebanon  Co. 
Commission  of  Drug  Abuse)  and  the  Institute  of 
Pa.  Hosp.;  at  Lebanon  Municipal  Bldg.;  Thurs.  ea. 
week;  six  weeks.  Contact  Raymond  R.  Curanzy, 
M.D.,  39  E.  Maple  St.,  Palmyra  17078. 


Lebanon;  November  3,  1971  -  May  2,  1972 
AMA  —  A  Continuing  Medical  Education  Pro¬ 
gram;  by  Jefferson  and  Penn  State;  at  Quentin 
Riding  Academy;  1  day  every-other  mo.;  2  hrs.  per 
day;  8  hrs.  AAGP  credit  requested;  fee  =  none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lewistown  Hospital;  February  9  -  April  12,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP; 
every  Wed.;  30  hrs.  AAGP  credit  requested;  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


Lock  Haven  Hospital;  October  20,  1971  -  April  19, 
1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  first 
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and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  17043. 


Meadville;  September  1,  1971  -  May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
ea.  mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be 
announced.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  15,  1971  -  May  17,  1972 
Continuing  Medical  Education  Seminars;  at 
Methodist  Hospital;  1  day  ea.  mo.;  2  hrs.  per  day; 
18  hrs.  AAGP  credit  requested;  fee  =  none.  Con¬ 
tact  John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19143. 


Philadelphia;  October  13  -  December  1,  1971 
Recent  Advances  in  Medicine;  at  Temple;  1  day 
ea.  week;  4V2  hrs.  ea.  day;  AAGP  credit 
requested;  fee  =  $75.  Contact  Albert  J.  Finestone, 
M.D.,  Dept,  of  Med.,  Temple,  Broad  &  Ontario 
Sts.,  Philadelphia  19140. 


Pittsburgh;  August  5,  1971  -  June  22,  1972 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July;  1  hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  =  30; 
fee=none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  -  46th  St.,  Pitts¬ 
burgh  15201 . 


Pittsburgh;  September  2,  1971  -  June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1  day  ea.  week;  2  hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  =  $50  for  ea.  10-week  series.  Con¬ 
tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  July  14,  1971  -  June  23,  1972 

Post  Graduate  Medical  Education  Lectures 
— Family  Practice;  at  St.  Margaret  Memorial 
Hosp.;  every  Wed.;  1  hr.  ea.  day;  AAGP  credit 
requested;  min.  enrollment=  20;  fee  =  none.  Con¬ 
tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  -  46th  St.,  Pittsburgh  15201. 


Pottsville  Hospital;  September  2,  1971  -  June  1, 
1972 

AMA  — A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2  hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Reading;  September  28,  1971 — May  23,  1972 
1971-1972  Continuing  Education  Program;  at  St. 
Joseph’s  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 
1  hr.  ea.  day;  8  hrs.  AAGP  credit  approved.  Con¬ 
tact  Kenneth  M.  Schreck,  M.D.,  Med.  Dir.,  St. 
Joseph's  Hosp.,  Reading  19610. 


St.  Marys;  September  26,  1971  -  March  26,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Sellersville;  September  22,  1971  -  June  15,  1972 
AMA  — Continuing  Education  Program;  at  Grand 
View  Hosp.;  by  Hahnemann;  2  hrs.  per  day;  1  day 
per  mo.;  9  months;  18  hrs.  AAGP  and  ACGP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Sharon  General  Hospital;  October  20,  1971  - 
March  1,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  first 
and  third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  William 
M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt.,  Scaife 
Hall,  Pittsburgh  15213. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A  Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2  hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.  225  S.  Center  Ave., 
Somerset  15501. 


Tunkhannock;  March  8  -  May  10,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  -  Febru¬ 
ary  23,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt., 
Scaife  Hall,  Pittsburgh  15213. 


Wellsboro;  September  15,  1971  -  March  15,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 
Memorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education),  20  Erford 
Rd.,  Lemoyne  17043. 


Wilkes-Barre;  September  15 — October  27,  1971 
AMA —  Continuing  Education  Program;  at 
Wyoming  Valley  Hosp.;  by  Hahnemann;  3V2  hrs. 
per  day;  1  day  per  week;  6  weeks;  21  hrs.  AAGP 
credit  requested,  ACGP  credit  approved; 
fee=none.  Contact  Frederick  K.  Heath,  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Williamsport  Hospital;  September  10,  1971  - 

March  10,  1972 

AMA  —  A  program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  second  Fri. 
ea.  mo.  except  Jan.;  3  hrs.  ea.  day;  18  hrs.  AAGP 
credit  requested;  fee  =  none.  Contact  John  H. 
Killough,  Ph.  D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12,  1972 — June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


INTERNAL  MEDICINE 

Abington  Memorial  Hospital;  September  2 — 
December  16,  1971 

S-Recent  Advances  in  Internal  Medicine;  2  hrs. 
per  day;  1  day  per  week;  15  weeks;  max.  enroll- 
ment=40  (internal  medicine);  fee  =  $30.  Contact 
William  H.  Mahood,  Dir.  of  Post-Graduate  Educa¬ 
tion,  Abington  Memorial  Hosp.,  1200  York  Rd.,  Ab¬ 
ington  19001. 


Philadelphia;  October  6,  1971  -  May  31,  1972 

AMA  -  internal  Medicine  Reviews;  at  Hah¬ 
nemann;  3  hrs.  ea.  day;  1  day  ea.  week;  32  weeks; 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty  —  Hematology  &  Medical  Oncology, 
October  6  to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol¬ 
ogy  &  General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Pittsburgh;  September  13  -  October  15,  1971 

AMA — Internal  Medicine  Review  Course;  by 
Pitt  and  Amer.  Coll,  of  Physicians;  at  Pitt;  3  hrs.  a 
day;  2  day  ea.  week;  5  weeks;  33  hrs.  AAGP  credit 
requested;  $50  fee.  Contact  William  M.  Cooper, 
M.D.,  Dir.  of  Cont.  Educ.,  Pitt.  Scaife  Hall,  Pitts¬ 
burgh  15213. 


MALIGNANT  DISEASE 

Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos¬ 
pital.  Contact  Harold  I.  Farber,  M.D.,  Dir.  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  19601 . 


NEPHROLOGY 

Sayre;  September  13,  1971 — May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  -  I 
May  8,  1972 

Intensive  Review  of  Neurology;  IV4  hrs.  per  day; 

1  day  per  week;  30  weeks;  min.  enrollment  8; 
fee  =  $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown  I 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris-  1 
town  19401. 


NEUROLOGY 

Sayre;  August  9,  1971 — March  21,  1972 
Rotating  Specialty  Seminar/Neurology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
weeks;  9  hrs.  AAGP  credit  approved.  Contact  Paul 
C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


OPHTHALMOLOGY 

Abington  Memorial  Hospital;  September  22, 
1971— May  22,  1972 

S-Recent  Trends  on  Ophthalmology;  IV2  hrs. 
per  day;  1  day  per  mo.;  9  mos.  13  hrs.  total;  max, 
enrollment=  15;  fee=none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab¬ 
ington  Memorial  Hosp.,  1200  York  Rd.,  Abington 
19001. 


PHARMACOLOGY 

Philadelphia;  September  27,  1971  -  January  24, 
1972 

AMA  —  Experimental  Design,  Statistics  and 
Fortran;  at  Hahnemann;  2  hrs.  per  day;  2  days  per 
week;  15  weeks;  58  hrs.  AAGP  credit  requested; 
fee=$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia  General  Hospital;  September  29, 
1971  -  May  31,  1972 

AMA  —  Current  Concepts  in  Clinical  Phar¬ 
macology;  by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1  day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee=none.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27, 
1971 — June  12,  1972 

S-Seminar  in  Psychiatry;  IV2  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment=30;  fee  =  none.  Contact  William  H.  Mahood, 
M.D.,  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001. 


Abington  Memorial  Hospital;  March  7 — May  9, 
1972 

S-Marital  Therapy;  2  hrs.  per  day;  1  day  per 
week;  10  weeks;  max.  enrollment  =  20;  fee  =  $50. 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate 
Education,  Abington  Memorial  Hosp.,  1200  York 
Rd..  Abington  1 9001 . 


Allentown  Osteopathic  Hospital;  September  22  - 
December  8,  1971 

AMA  —  Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
weeks;  20  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Easton  Hospital;  September  27,  1971  -  June  26, 
1972 

AMA  —  Psychiatry  in  Medical  Practice;  by  Hah¬ 
nemann;  IV2  hrs.  per  day;  1  day  per  mo.;  9  mos.; 
I3V2  hrs.  AAGP  credit  requested;  fee=none.  Con- 
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pt  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
ipt.  of  Mental  Health  Sciences,  Hahnemann,  230 
Broad  St.,  Philadelphia  19102. 


irristown  State  Hospital;  September  10,  1971  - 
ly  12,  1972 

S — Intensive  Review  of  Psychiatry;  1'/4  hrs. 
r  day;  1  day  per  week;  31  weeks;  min.  enroii- 
»nt=8;  fee=$100.  Contact  John  D.  Pruitt,  M.D., 

r. ,  Program  for  Cont.  Educ.  for  Psychiatrists, 
nristown  State  Hosp.,  Stanbridge  &  Sterigere 

s. ,  Norristown  19401. 


orristown  State  Hospital;  October  1  -  December 
l,  1971 

S  —  Group  Therapy;  IV2  hrs.  per  day;  1  day  per 
eek;  10  weeks;  min.  enrollment  =  8;  fee  =  $50. 
ontact  John  D.  Pruitt,  M.D.,  Dir.,  Program  for 
ont.  Educ.  for  Psychiatrists,  Norristown  State 
osp.,  Stanbridge  &  Sterigere  Sts.,  Norristown 
3401. 


orristown  State  Hospital;  January  7  -  February 
3,  1972 

S — Management  of  Adolescent  Behavorial 
isorders;  IV2  hrs.  per  day;  1  day  per  week;  7 
'eeks;  min.  enrollment  =  8,  fee  =  $30.  Contact 
ohn  D.  Pruitt,  M.D.,  Dir.,  Program  for  Cont.  Educ. 
jr  Psychiatrists,  Norristown  State  Hosp., 
tanbridge  &  Sterigere  Sts.,  Norristown  19401. 


lorristown  State  Hospital;  March  3  -  May  19,  1972 
S  —  Family  Therapy  II;  IV2  hrs.  per  day;  1  day 
ier  week;  10  weeks;  min.  enrollment  =  8; 
ee=$50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
iram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris- 
own  1 9401 . 


Philadelphia;  September  7,  1971  -  June  6,  1972 
S/AMA  —  Advances  in  Psychiatry  and  Beha- 
/orial  Sciences;  by  Institute  of  Pa.  Hosp.  and  U.  of 
3a.;  at  the  Institute;  IV2  hrs.  ea.  day;  1  day  ea. 
mo.;  10  mos.;  fee  =  $50.  Contact  Peter  B.  Bloom, 
M.D.,  Coordinator,  Cont.  Educ.  for  Psychiatrists, 
The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  September  15  -  November  17,  1971 
AMA  —  Sexual  Problems  in  Medical  Practice; 
by  Hahnemann;  2  hrs.  ea.  day;  1  day  ea.  week;  10 
weeks;  AAGP  credit  requested;  fee  =  $75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  4  -  December  6,  1971 
S/AMA —  Family  Therapy;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Philadelphia  Child  Guid¬ 
ance  Clinic;  2Vi  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6  -  December  8,  1971 
S/AMA  —  Marital  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2V2  hrs.  ea.  day;  1  day  per  week;  10 
weeks;  fee  =$100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6,  1971  -  February  16,  1972 
AMA  —  Psychiatric  Problems  of  Children;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  18 
weeks;  36  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Edu.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  13,  1971  -  May  17,  1972 
AMA  —  Seminars  in  Psychotherapy:  Short-term, 
Crisis  &  Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  10  weeks  per  semi¬ 
nar;  AAGP  credit  requested;  fee  =  $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink, 
M.D.,  Dir.  of  Educ.  &  Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  January  10  -  March  13,  1972 
S/AMA  —  Behavior  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Hospital  of  U.  of  Pa.;  2 
hrs.  per  day;  1  day  per  week;  10  weeks;  fee  =  $100. 


Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Cont. 
Educ.  for  Psychiatrists,  The  Institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  -  February  14,  1972 
S/AMA  —  Psychopharmacology;  by  the  Institute 
of  Pa.  Hosp.  and  U.  of  Pa.;  V/2  hrs.  per  day;  1  day 
per  week;  6  weeks;  fee=$100.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi¬ 
atrists,  The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  January  11  -  February  29,  1972 
S/AMA  —  Treating  Today's  Adolescent;  by  the 
Institute  of  Pa.  Hosp.  and  U.  of  Pa.;  IV2  hrs.  per 
day;  1  day  per  week;  8  weeks;  fee=$100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for 
Psychiatrists,  The  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  March  22  -  May  24,  1972 
AMA  —  Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
weeks;  AAGP  credit  requested;  fee  =  $75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  22  -  May  24,  1972 
S/AMA  —  Advanced  Marital  Therapy  —  Treating 
Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2V2  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Sayre;  July  27,  1971— May  8,  1972 

Rotating  Specialty  Seminar/Psychiatry;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  10 
weeks;  10  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

September  6  -  October  29,  1971;  Philadelphia 
(repeat  February  7  -  March  13,  1971  and  May  1  - 
June  23,  1972) 

PG/AMA  —  Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  =  $500.  Contact  Frederick  K.  Heath,  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


October  4-7,  1971;  Pittsburgh 

C —  Diseases  Due  to  Immune  Mechanisms;  by 
Pitt;  at  Veterans  Administration  Hosp.,  8  hrs.  per 
day;  32  hrs.  AAGP  and  AMA  Required  credit 
approved;  Fee=$125  ($75  for  residents,  teaching 
and  research  fellows).  Contact  Leo  H.  Criep,  M.D., 
Course  Director,  V.A.  Hosp.,  University  Dr.  C, 
Pittsburgh  15240. 


ARTHRITIS  &  RHEUMATISM 

Continuous;  Philadelphia 

PG/AMA  —  Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2  days  per  week;  4 
weeks;  fee  =  $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 

Continous  (2  or  3  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses;  Fluid  and  Electro¬ 
lyte  Metabolism;  Hypertension  (Clinical  &  Labora¬ 
tory);  Dialysis;  Cardio-Hemodynamics;  Cardiac 
Care  Unit;  Electrophysiology;  Vector-Electrocar¬ 
diography  and  Cardiovascular  Pharmacology; 


Atherosclerosis  and  Lipid  Metabolism;  Phono- 
Echo;  Clinical  Cardiology  and  Cardiovascular  Sur¬ 
gery;  at  Hahnemann;  6,  7,  8,  or  9  hrs.  per  day;  10 
or  15  days;  fee  =  $300  ea.  sub-section.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


September  21  -  25,  1971 ;  Philadelphia 

C/AMA —  Cardiac  Arrhythmias  (Pathophysio¬ 
logy,  Pharmacology  and  Treatment  by  Hah¬ 
nemann;  at  Marriott  Motor  Hotel;  7  hrs.  ea.  day; 
41/2  days;  30  hrs.  AAGP  credit  approved;  $175  fee. 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ., 
Hahnemann;  230  N.  Broad  St.,  Philadelphia  19102. 


September  27  -  28,  1971 ;  Philadelphia 
C/AMA — -Current  Topics  in  Cardiopulmonary 
Disease  -  1971 ;  Evolving  Concepts  in  Coronary  Ar¬ 
tery  Disease;  by  American  College  of  Cardiology; 
at  Temple.  Contact  Miss  Mary  Ann  Mclnerny,  Dir., 
Dept,  of  Cont.  Educ.,  American  College  of  Car¬ 
diology,  9650  Rockvill  Pike,  Bethesda,  Md.  20014. 


CARDIOVASCULAR  DISEASE 
October  7-8,  1971;  Philadelphia  (repeat  starting 
March  16,  1972) 

C —  Cardiopulmonary  Resuscitation  Instructors’ 
Training  Course;  at  Emergency  Care  Research  In¬ 
stitute;  by  Pa.  Heart  Assoc,  and  Heart  Assoc,  of 
Southeastern  Pa.;  7  hrs.  ea.  day;  fee  =  $40.  Con¬ 
tact  Emergency  Care  Research  Inst.,  913  Walnut 
St.,  Philadelphia  19107. 

October  28-29,  1971 ;  Hershey 

C —  Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Hershey;  by  Pa.  Heart  Assoc, 
and  South  Central  Pa.  Heart  Assoc.;  7  hrs.  ea.  day; 
fee  =  $40.  Contact  Royce  J.  Britton,  Prgm.  Dir.,  Pa. 
Heart  Assoc.,  2743  N.  Front  St.,  Harrisburg  17105. 


December  13-17,  1971 ;  Philadelphia 
C/AMA  —  High  Blood  Pressure,  1971  (26th  Hah¬ 
nemann  Symposium);  by  Hahnemann;  at  Sheraton 
Hotel;  7  hrs.  per  day;  5  days;  35  hrs.  AAGP  credit 
approved;  fee  =  $175.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


March  13-15,  1972;  Philadelphia 
C/AMA —  Non-lnvasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  fee  (for  Fellows) —  $60.  Con¬ 
tact  Miss  Carole  Mintz,  Dept,  of  Med.  Ed.,  Ameri¬ 
can  Heart  Assoc.,  44  E.  23rd  St.,  New  York  City 
10010. 


April  10-21,  1972;  Philadelphia 

C/AMA  —  Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah¬ 
nemann;  7  hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  fee  =  $300.  Contact  Frederick 
K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Philadelphia 

C/AMA  —  Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7  hrs.  per  day;  3  days;  21  hrs. 
AAGP  credit  requested;  fee  =  $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses:  Clinical  Pulmo¬ 
nary  Disease;  Inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah¬ 
nemann;  7,  8,  or  9  hrs.  per  day;  20  days;  fee  = 
$350.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


October  4-1 5,  1 971 ;  Wilkes-Barre  General  Hospital 
December  6-17,  1971;  Philadelphia  (Hahnemann) 
March  14-25,  1972;  Allentown  Hospital 

M/AMA  —  A  Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2  weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


October  24  -  28,  1971 ;  Philadelphia 
C/AMA  —  37th  Annual  Fall  Scientific  Assembly; 
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American  College  of  Chest  Physicians;  at 
Sheraton  Hotel;  31  credit  hours;  Fee:  Members  = 
no  charge;  non-members  with  M.D.  degree  prior  to 
1961  =  $65  (armed  service  or  US  PHS  =  $45); 
non-members  with  M.D.  degree  received  after 
1960  =  $45  (armed  service  or  US  PHS  =  $25). 
Contact  Bradford  W.  Claxton,  M.Ed.,  Dir.  Cont. 
Educ.,  Amer.  Coll,  of  Chest  Phys.,  112  E.  Chestnut 
St.,  Chicago,  III.  60611. 


November  1-12,  1971;  Philadelphia  (repeat  Febru¬ 
ary  28  — March  10,  1972) 

PG  —  Bronchoesophagology;  at  Temple;  $350 
fee;  planned  for  chest  physicians,  thoracic  sur¬ 
geons,  anesthesiologists  and  gastroenterologists. 
Contact  Chevalier  Jackson  Clinic,  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140. 

November  10,  1971 ;  Franklin 

O/AMA  —  A  program  of  Continuing  Medical  Ed¬ 
ucation;  by  Jefferson  and  Penn  State;  at  Franklin 
Hospital  and  Voyager  Motor  Inn;  3  hrs.  AAGP 
credit  approved;  fee  =  $10.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


May  3-6,  1972;  Philadelphia 
C/AMA  —  Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day;  4  days;  25 
hrs.  AAGP  credit  approved;  fee  =  $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


EMERGENCY  MEDICINE 

September  15,  1971 ;  Bloomsburg  State  College 
O  —  Malpractice  in  the  Emergency  Room;  by 
PMS;  3  hrs.  AAGP  credit  requested;  min.  enroll- 
ment=40;  fee  =  $10.  Contact  PMS  (Emergency 
Med.  Service),  20  Erford  Rd.,  Lemoyne  17043. 


October  4-15,  1971;  Philadelphia  (repeat  February 
7-18,  1972  and  May  2-13,  1972) 

PG/AMA  —  Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8  hrs.  ea.  day;  10  days;  fee  =  $400. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


March  11,  1972;  Hershey 
O/AMA  —  Emergency  Room  Techniques;  by 
PMS  and  Pa.  Trauma  Committee  of  ACS;  at 
Hershey;  6  hrs.;  min.  enrollment  =  50;  fee  =  $10. 
Contact  PMS  (Emergency  Med.  Service),  20  Erford 
Rd.,  Lemoyne  17043. 


ENDOCRINOLOGY 

September  6  -  October  1,  1971;  Philadelphia 
(repeat  March  6-31,  1972) 

PG/AMA  —  Endocrinology  and  Metabolism  Tu¬ 
torial  Courses;  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  =  $350.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

O  —  Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Assoc.;  at  M.S.  Hershey;  6  hrs. 
AAGP  and  ACGP  credit  requested;  fee  =  $100; 
min.  enrollment=  20.  Contact  PMS  (PMS-POA 
Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 

Continuous;  Philadelphia 

PG/AMA  —  Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days;  fee=$700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee  =  $300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Requested,  1971;  Philadelphia 

PG  —  Acute  Care  Medicine  Fellowship  (re¬ 
training  program  for  women  physicians);  by  M.C. 
of  Pa.;  6  hrs.  per  day;  1  yr.  duration.  Contact  Ethel 
Weinberg,  M.D.,  Assoc.  Dean,  MCP,  3300  Henry 
Ave.,  Philadelphia  19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi¬ 
tals  (rotation) 


Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 

M  —  Diagnosis  and  Management  of  Hyperten¬ 
sion;  by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 

October,  1971;  Altoona 
October,  1971;  Greensburg 
November,  1971;  Scranton 
November,  1971;  Williamsport 
January,  1972;  Allentown 
January,  1972;  King  of  Prussia 

M — The  Physician  and  Addictive  Disease;  by 
PMS,  PAGP,  Pa.  Dept,  of  Health  and  Pa.  Dept,  of 
Welfare;  8  hrs.  AAGP  credit  requested;  min.  en- 
rollment=10,  fee  =  $10.  Contact  PMS,  20  Erford 
Rd.,  Lemoyne  17043. 


November  8-11,  1971;  Lancaster 
C/AMA  —  Clinical  Therapeutics  1971:  Emer¬ 
gency  Medicine;  by  PMS,  U.  of  Pa.,  Temple,  M.C. 
of  Pa.  and  Hershey;  at  Host  Farm  Resort  Motel;  24 
hrs.  AAGP  credit  requested;  min.  enrollment  =  25; 
fee  =  $25.  Contact  PMS  (Scientific  Assembly),  20 
Erford  Rd.,  Lemoyne  17043. 


December  13-17,  1971 ;  Philadelphia 
C/AMA  —  High  Blood  Pressure  -  1971;  by  Hah¬ 
nemann;  at  Sheraton  Hotel;  8  hrs.  ea.  day;  4’/2 
days;  35  hrs.  AAGP  credit  requested;  $125  fee. 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ., 
230  N.  Broad  St.,  Philadelphia  19102. 


May  4-6,  1972;  St.  Davids 
C  —  Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  2V2  days;  15  hrs. 
AAGP  credit  approved;  fee  =  $35.  Contact 

Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  19010. 


INTERNAL  MEDICINE 

January  3-7,  1972;  Philadelphia 

C/AMA  —  Workshops  in  the  Physiology,  Patho¬ 
physiology  and  Diagnosis  of  Disorders  of 
Electrolyte  and  Acid-Base  Metabolism;  by  Amer. 
Coll,  of  Physicians;  at  Hospital  of  the  U.  of  Pa.; 
Fee:  Members  and  F.A.C.P.  =$80,  non-members 
=  $125,  candidate  members  and  ACP  Latin  Ameri¬ 
can  Fellows  =  $40.  Contact  Registrar,  Post¬ 
graduate  Courses,  Amer.  Coll,  of  Physicians,  4200 
Pine  St.,  Philadelphia  19104. 


March  20-24,  1972;  Philadelphia 
C/AMA  —  Specifically  Treatable  Diseases  (Em¬ 
phasizing  Pathophysiology  and  Early  Clinical 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn¬ 
sylvania  Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  =  $80,  non-members  =  $125,  candidate 
members  and  ACP  Latin  American  Fellows  =  $40. 
Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


MALIGNANT  DISEASE 

October  4-29,  1971;  Philadelphia  (repeat 

November  1-26,  1971,  February  7  -  March  3,  1972, 
and  April  3-28,  1972) 

PG/AMA  —  Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann;  8-9  hrs.  per  day; 
20  days;  fee=$400.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


NEPHROLOGY 

June  5-7,  1972;  Philadelphia 

C/AMA  —  Nephrology  for  the  Practicing  Physi¬ 
cian;  by  Hahnemann;  at  Holiday  Inn;  7  hrs.  ea. 
day;  3  days;  21  hrs.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA —  Tutorial  Courses:  Clinical  Neurophy¬ 
siology  (2  hrs.  per  day;  1  day  per  week; 
fee  =  $250);  Neuropathology;  Adult  Neurology;  Pe¬ 
diatric  Neurology  (5-6  hrs.  per  day;  60  days; 
fee=  $1,000);  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


PEDIATRICS 
September  18-19,  1971;  Hershey 

C —  Selected  Pediatric  Subjects;  by  Pa.  Chapt., 
American  Academy  of  Pediatrics;  at  Hershey 
Motor  Lodge;  3  hrs.  ea.  day;  fee  =  $5.  Contact 
James  J.  Reilly,  Secy.,  Pa.  Chapt.,  American 
Academy  of  Pediatrics,  3520  Laketon  Rd.,  Pitts¬ 
burgh  15235. 


April  13,  1972;  Hershey 

O  —  Maternal  and  Child  Health  Institute;  by 
PMS  and  Pa.  Dept,  of  Health;  at  M.S.  Hershey;  7 
hrs.  AAGP  credit  requested;  min.  enroll¬ 
ment  =  1 00,  fee  =  $15.  Contact  PMS  (Matern. 
Health),  20  Erford  Rd.,  Lemoyne  17043. 


May  9-12,  1972;  Philadelphia 
C  —  Twenty-first  Pediatric  Postgraduate  Semi¬ 
nar;  by  Temple;  at  St.  Christopher’s  Hosp.  for 
Children;  6  hrs.  ea.  day;  24  hrs.  AAGP  credit 
requested;  $100  fee.  Contact  John  B.  Bartram, 
M.D.,  St.  Christopher’s  Hosp.  for  Children,  2600  N. 
Lawrence  St.,  Philadelphia  19133. 


RADIOLOGY 

Continuous;  Philadelphia 

PG/AMA — Cardiac  Radiology;  at  Hahnemann; 
8  hrs.  per  day;  5  days  per  week;  3  weeks;  fee  = 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 

A  proud 
way 
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obituaries 


O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O  Clark  D.  Hause,  Mahanoy  City; 
Temple  University  School  of  Medi¬ 
cine,  1945;  age  50;  died  May  7,  1971. 
He  is  survived  by  his  wife,  two  sons,  a 
daughter,  and  a  brother,  Welland 
Hause,  M.D.,  Decatur,  Ill. 

O  Lewis  J.  Leiby,  Slatington;  Jef¬ 
ferson  Medical  College,  1933;  age  64; 
died  April  24,  1971.  His  wife,  a  daugh¬ 
ter,  and  three  sisters  survive  him. 

O  Donald  Riegel,  Drexel  Hill;  Uni¬ 
versity  of  Pennsylvania  Medical 
School,  1920;  age  73;  died  May  8, 
1971.  Dr.  Riegel  practised  medicine  in 
the  Philadelphia  area  for  more  than  50 
years.  He  is  survived  by  his  wife,  three 
sons  one  of  whom  is  a  Wilmington, 
Del.  physician,  Charles  S.  Riegel, 
M.D.,  and  a  brother. 

O  Stephen  F.  Seaman,  Allentown; 
Jefferson  Medical  College,  1929;  age 
69;  died  April  28,  1971.  He  is  survived 
by  his  wife,  a  son,  a  daughter,  two 
sisters,  and  two  brothers. 

Q  Van  Burchfield  Weber,  Jr.,  Sax- 
onburg;  University  of  Pittsburgh 
School  of  Medicine,  1933;  age  52; 
died  May  2,  1971.  His  wife,  five 
children,  one  brother,  and  his  parents 
survive  him. 

O  Meyer  Zeltzer,  Erie;  St.  Louis 
University  School  of  Medicine,  1928; 
age  74;  died  May  7,  1971.  He  was  a 
member  of  the  American  Academy  of 
Abdominal  Surgeons  and  the  Ameri¬ 
can  Academy  of  Medical  Examiners. 
He  is  survived  by  his  wife,  two  daugh¬ 
ters,  four  sons,  one  of  whom  is  Paul  J. 
Zelter,  M.D.  of  Connecticut,  and  a 
brother. 

O  Daniel  Barsky,  Boulder,  Colo.; 
Temple  Medical  College,  1923;  age 
73;  died  May  11,  1971.  Information 
regarding  survivors  is  unknown. 

O  John  Dohner  Boger,  Lebanon; 
Medico-Chirurgical  College  of  Phila¬ 
delphia,  1916;  age  82;  died  May  21, 
1971.  He  was  a  radiologist  and  was  in¬ 
strumental  in  establishing  the  depart¬ 
ment  of  radiology  at  Good  Samaritan 
Hospital.  He  is  survived  by  his  wife,  a 
daughter,  and  two  sons,  J.  Beil  Boger, 
M.D.,  and  William  M.  Bogar,  M.D., 
both  of  Rochester,  N.Y. 

O  Sebastian  J.  Buonato,  Ardmore; 
Jefferson  Medical  College,  1932;  died 


in  January  of  1971.  He  was  a  member 
of  the  American  College  of  Obste¬ 
tricians  and  Gynecologists.  No  infor¬ 
mation  regarding  survivors  is  avail¬ 
able. 

O  Louis  Benjamin  Cohen,  Philadel¬ 
phia;  Jefferson  Medical  College,  1929; 
age  70;  died  June  15,  1971.  He  was 
chief  of  the  department  of  ophthalmo¬ 
logy  at  Einstein  Medical  Center, 
northern  division,  and  a  staff  member 
of  Wills  Eye  Hospital.  He  is  survived 
by  his  wife;  a  son,  Ronald  Colliver, 
M.D.;  a  daughter;  and  a  sister. 

O  Joseph  Francis  Cunningham,  Phi¬ 
ladelphia;  Medico-Chirurgical  College, 
1916;  age  85;  died  March  8,  1971. 
Survivors  are  unknown. 

O  Horace  F.  Darlington,  West 
Chester;  Hahnemann  Medical  College, 
1933;  age  63;  died  May  26,  1971.  He 
was  a  charter  member  of  the  American 
Academy  of  General  Practice  and 
served  as  secretary  of  the  Chester 
County  chapter  for  ten  years.  He  is 
survived  by  his  wife,  a  daughter,  a  son, 
two  sisters,  and  a  brother. 

O  Creedin  S.  Fickel,  Carlisle;  Jef¬ 
ferson  Medical  College,  1920;  age  72; 
died  June  7,  1971.  He  practiced  in 
Carlisle  for  fifty  years.  He  is  survived 
by  his  wife,  two  daughters,  and  a  son. 

O  Joan  Fara  Giambalvo,  Philadel¬ 
phia;  Temple  University  School  of 
Medicine,  1955;  age  39;  died  May  14, 
1971.  There  is  no  information  con¬ 
cerning  survivors. 

O  Henry  Victor  Grahn,  Bala 
Cynwyd;  Jefferson  Medical  College, 
1923;  age  79;  died  June  12,  1971 .  Sur¬ 
vivors  include  two  daughters,  a  son, 
and  a  sister. 

O  Casimar  C.  Groblewski,  Ply¬ 
mouth;  University  of  Pennsylvania 
Medical  School,  1911;  age  84;  died 
May  25,  1971.  He  is  survived  by  his 
wife,  a  daughter,  a  son,  a  sister,  and 
two  brothers. 

O  Frederick  A.  Heupler,  Pittsburg; 
Stritch  School  of  Medicine,  Chicago, 
1932;  age  63;  died  June  7,  1971.  In  ad¬ 
dition  to  his  wife,  he  is  survived  by 
two  daughters  and  a  son,  Frederick  A. 
Heupler,  Jr.,  M.D. 

O  Harry  Lawrence  Highberger, 

Herminie;  University  of  Pittsburgh 


School  of  Medicine,  1910;  age  84; 
died  June  6,  1971.  He  is  survived  by 
his  wife  and  one  son. 

O  E.  Russell  Ingraham,  Masontown; 
Northwestern  University  Medical 
School,  1906;  age  89;  died  June  8, 
1971.  He  was  a  member  of  the 
Radiological  Society  of  North 
America.  A  daughter  survives  him. 

O  Clyde  L.  Mattas,  Scranton;  Jef¬ 
ferson  Medical  School,  1920;  age  74; 
died  May  21,  1971.  He  was  a  member 
of  the  American  College  of  Physicians 
and  a  fellow  of  the  American  Geriatric 
Society.  He  is  survived  by  his  wife, 
three  daughters,  a  son,  and  a  brother. 

O  Isaac  J.  Muldawer,  Philadelphia; 
Medico-Chirurgical  College,  1913;  age 
87;  died  May  22,  1971.  He  was  a 
diplomate  of  the  American  Board  of 
Pediatrics.  Survivors  include  his  wife, 
two  sons,  Drs.  Milton  and  Leonard 
Muldawer,  and  five  sisters. 

O  Elmer  J.  Saltzman,  Houston; 
University  of  Pittsburgh,  1946;  age  58; 
died  May  15,  1971.  He  was  a  fellow  of 
the  American  Academy  of  General 
Practice.  He  is  survived  by  his  wife, 
three  sisters,  and  one  brother. 

O  David  Harlan  Schatz,  Philadel¬ 
phia;  Temple  University  School  of 
Medicine,  1936;  age  64;  died  April  24, 
1971.  Information  concerning  sur¬ 
vivors  is  not  available. 

O  Troy  M.  Thompson,  Elizabeth¬ 
town;  Temple  University  School  of 
Medicine,  1924;  age  75;  died  June  1 1, 
1971.  His  wife  survives  him. 

O  Cyrus  W.  Truxal,  Somerset;  Hah¬ 
nemann  Medical  College,  1913;  age 
84;  died  February  28,  1971.  Informa¬ 
tion  regarding  survivors  is  not  avail¬ 
able. 

O  Maurice  J.  Ward,  Darby;  Jef¬ 
ferson  Medical  College,  1929;  age  69; 
died  May  22,  1971.  In  addition  to  his 
wife,  he  is  survived  by  two  daughters; 
two  sons,  one  of  whom  is  Maurice  J. 
Ward,  M.D.,  Philadelphia;  and  a 
sister. 

O  J-  Norman  White,  Scranton;  Jef¬ 
ferson  Medical  College,  1904;  age  94; 
died  June  6,  1971.  He  served  as  a 
physician  and  surgeon  for  over  fifty 
years.  His  wife  and  a  daughter  survive 
him. 

(continued  on  page  96) 
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With  EVAC-U-GEN  —  your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a  mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  —  particularly  children,  preg¬ 
nant  women,  and  geriatric  patients.  Recom¬ 
mend  EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

WMWWWUWMMm™ 

A  highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe¬ 
cial  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1  or  2  tablets  night  or  morning.  Children  (up  to  age 
10):  ‘/a  tablet.  A  citrus  drink  taken  with  tablet  will  stimu¬ 
late  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De¬ 
pendence  on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


new  members 


PHILADELPHIA  COUNTY: 

Harold  P.  Koller,  M.D.,  Barclay  Pavilion,  Rt.  70,  Cherry  Hill, 
N.J.,  08034. 

Magdi  S.T.  Kodsi,  M.D.,  2345  Willow  Brook  Dr.,  Huntingdon 
Valley  19006. 

Edward  D.  Holfelner,  M.D.,  95  Lane  of  Acres,  Haddonfield,  N.J., 
08033. 

William  H.  Simon,  M.D.,  1936  Spruce  St.,  Philadelphia  19103. 

Milan  S.  Smolko,  M.D.,  Philadelphia  State  Hospital, 
Philadelphia  19154. 

Richard  R.  Ryan,  M.D.,  5800  Ridge  Ave.,  Philadelphia  19128. 

Carolyn  E.  Parry,  M.D.,  P.O.  Box  534,  Bryn  Mawr  19010. 

Dale  S.  Penrod,  M.D.,  829  Spruce  St.,  Philadelphia  19107. 

Clarkson  T.  Palmer,  M.D.,  132  Park  Ave.,  Swarthmore  19081. 

James  E.  Wood  III,  M.D.,  823  Castlefinn  Lane,  Bryn  Mawr 
19010. 

Maurice  A.  Thew,  M.D.,  The  Philadelphia,  2401  Pennsylvania 
Ave.,  Philadelphia  19130. 

David  J.  Tuckman,  M.D.,  9140  Bustleton  Ave.,  Philadelphia 
19115. 

Mary  A.  Dratman,  M.D.,  3300  Henry  Ave.,  Philadelphia  19129. 

Mohammed  Jaffari,  M.D.,  213  Greendale  Rd.,  Philadelphia 
19154. 

Girgor  Grigorov,  M.D.,  1429  S.  5th  St.,  Philadelphia  19147. 

Walter  M.  Herman,  M.D.,  2300  S.  Broad  St.,  Philadelphia 
19145. 

Katharine  E.  Goddard,  M.D.,  490  W.  Abington  Ave., 
Philadelphia  19118. 

Burton  Mass,  M.D.,  1 70  E.  Fariston  Dr.,  Philadelphia  1 91 20. 

Francene  R.  Margolin,  M.D.,  5501  N.  11th  St.,  Apt.  1001, 
Philadelphia  19141. 

Eugene  A.H.  Magnier,  M.D.,  20  W.  Shawmont  Ave., 
Philadelphia  19128. 

Hilary  Koprowski,  M.D.,  3600  Spruce  St.,  Philadelphia  19104. 

Charles  S.  Smith,  M.D.,  8601  Stenton  Ave.,  Philadelphia  19118. 

Arnold  S.  Reiman,  M.D.,  3400  Spruce  St.,  Philadelphia  19104. 

James  Sobel,  M.D.,  6331  N.  13th  St.,  Philadelphia  19141. 

Leslie  P.  Spelman,  M.D.,  401  H.  St.,  Suite  3,  P.O.  Box  665, 
Chula  Vista,  California  9201 2. 

Rutledge  F.  Smith,  M.D.,  4442  Howell  St.,  Philadelphia  19124. 

Merrill  I.  Lipton,  M.D.,  3409  Tyson  Rd.,  Newtown  Square  19073. 

Kathleen  S.  Dietrich,  M.D.,  1412  Mt.  Pleasant  Ave.,  Villanova 
19085. 

Philip  J.  Duca,  M.D.,  351  E.  Montgomery  Ave.,  Wynnewood 
19096. 

Theodore  L.  Dehne,  M.D.,  240  E.  Gravers  Lane,  Philadelphia 
19118. 

John  F.  Gordon,  M.D.,  Pat.  2204,  J.F.K.  Blvd.,  Philadelphia 
19103. 

John  W.  Cornett,  M.D.,  c/o  McNeil  Labs,  Inc.,  Ft.  Washington 
19034. 

Samuel  L.  Greenfield,  M.D.,  Apt.  1119,  3701  Conshohocken 
Ave.,  Philadelphia  19131. 

Michael  J.  Gold,  M.D.,  420  Burmont  Rd.,  Drexel  Hill  19026. 

Doris  Goodman,  M.D.,  7901  Henry  Ave.,  Philadelphia  19128. 

Frieda  H.  Furth,  M.D.,  5400  Greene  St.,  Philadelphia  19144. 

Harry  Goodman,  M.D.,  1311  Providence  Rd.,  Secane  19018. 

Helen  M.  Ryan,  M.D.,  Cedarbrook  Hill  B-308,  Wyncote  19095. 

Hans  May,  M.D.,  P.O.  Box  1477,  Christiansedt,  St.  Croix,  V.l. 
00820. 

Lucius  R.  Wilson,  M.D.,  1305  Morris  Rd.,  Wynnewood  19096. 

Oscar  Serlin,  M.D.,  V.A.  Hospital,  East  Orange,  N.J.,  07109. 

Dean  E.  Burget,  Jr.,  M.D.,  Broad  and  Ontario  Sts.,  Philadelphia 
19140. 

Ruth  K.  Hindawi,  M.D.,  616  E.  Main  St.,  Moorestown,  N.J. 
08057. 

Diran  O.  Mikaelian,  M.D.,  1025  Walnut  St.,  Philadelphia  19107. 

Chan  H.  Park,  M.D.,  101  Conshohocken  State  Rd.,  Bala 
Cynwyd  19004. 
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<Jeil  P.  Campbell,  M.D.,  7720  C.  Stenton  Ave.,  Philadelphia 
19118. 

Steven  Kay,  M.D.,  2301  Pennsylvania  Ave.,  Philadelphia  19130. 
3.  E.  Gonzalez,  M.D.,  1711  Green  St.,  Philadelphia  19130. 
ding-Tong  Liaw,  M.D.,  311  Bedford  Bldg.,  3850  Woodhaven 
Rd.,  Philadelphia  19154. 

Seorge  Mikhail,  M.D.,  3400  Spruce  St.,  Philadelphia  19104. 
r.  Ramsey  Thorp,  M.D.,  7136  Cresheim  Rd.,  Philadelphia 
19110. 

3oger  E.  Salisbury,  M.D.,  1402  Hopkinson  House,  Washington 
Sq.,  Philadelphia  19106. 

3.  R.  Narayanaswamy,  M.D.,  Brighton  Place,  English  Village, 
Apt.  C-3,  North  Wales,  19454. 

Faro  Yokoyama,  M.D.,  3850  Woodhaven  Rd.,  Philadelphia 
19154. 

Dean  T.  Maglinte,  M.D.,  522  C-1  Regiscourt-Salem  Harbour, 
Andalusia  19020. 

Yung  Kim,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 

Harvey  E.  Duchin,  M.D.,  E-207  Oak  Hill  Apts.,  Hagys  Ford  Rd., 
Narberth  19072. 

Sergio  Cuison,  M.D.,  3505  N.  12th  St.,  Philadelphia  19141. 
Marvin  E.  Sulz,  D.O.,  788  Pinewood  Dr.,  Elkins  Park  19117. 

SOMERSET  COUNTY: 

Harold  E.  Musser,  Jr.,  M.D.,  105  W.  Church  St.,  Somerset 
15501. 

WESTMORELAND 

Thomas  E.  Carson,  M.D.,  107  Lakeview  Dr.,  Blairsville  15717. 

BUCKS  COUNTY: 

Michael  B.  Kurtz,  M.D.,  195  Penn  Ave.,  Telford  18969. 

Joel  M.  Bockol,  M.D.,  712  Old  Orchard  Lane,  Bristol  19007. 

BUTLER  COUNTY: 

John  L.  Wick,  M.D.,  378-B  Whitestown  Rd.,  Butler  16001. 

COLUMBIA  COUNTY: 

A.  Kerim  Tanribilir,  M.D.,  229  W.  Front  St.,  Berwick  18603. 

DAUPHIN  COUNTY: 

Evan  D.  Riehl,  M.D.,  404  David  Dr.,  Camp  Hill  17011. 

Geddes  F.O.  Tyers,  M.D.,  500  University  Dr.,  Hershey  17033. 
David  L.  Nahrwold,  M.D.,  500  University  Dr.,  Hershey  17033. 
Kwan  H.  Won,  M.D.,  4418  Packard  Lane,  Camp  Hill  17011. 

FAYETTE  COUNTY: 

James  L.  Brooks,  III,  M.D.,  W.  Independence  St.,  Perryopolis 
15473. 

HUNTINGDON  COUNTY: 

Agnes  K.  Bunyor,  M.D.,  Warm  Springs  Ave.,  Huntingdon  16652. 
Erhard  J.  Bunyor,  M.D.,  Warm  Springs  Ave.,  Huntingdon  16652. 
Peter  A.  Keblish,  Jr.,  M.D.,  17th  &  Liberty  St.,  Allentown  18104. 
Charles  G.  Perkins,  M.D.,  17th  &  Liberty  St.,  Allentown,  18104. 

MONTGOMERY  COUNTY: 

Ronald  S.  Rosenthal,  M.D.,  1 28  Susan  Dr.,  Elkins  Park  19117. 
William  P.  Fischer,  D.O.,  1801  Porter  St.,  Philadelphia  19145. 
Allen  C.  Egloff,  M.D.,  14  Forge  Lane,  Cherry  Hill,  N.J.,  08034. 
Michael  S.  Cahan,  M.D.,  807  Monaco  Dr.,  Warrington  18976. 
Amanda  C.  Blount,  D.O.,  3450  N.  17th  St.,  Philadelphia  19140. 
Lydia  C.  Barringer,  M.D.,  20  Laurel  Circle,  Malvern  19355. 

Jose  Martinez,  M.D.,  Hopkinson  House,  Washington  Square 
South,  Philadelphia  19106. 

Herbert  C.  Perlman,  M.D.,  10  Arthur’s  Round  Table, 

Wynnewood  19096. 

N.  Tchilinguirian,  M.D.,  3801  Conshohocken  Ave.,  Apt.  802, 
Philadelphia  19131. 

Richard  J.  Thurer,  M.D.,  275  Bryn  Mawr  Ave.,  Apt.  K-40,  Bryn 
Mawr  19010. 


SEDATE  EFFECTIVELY 


With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 

pvwuvuwavwvHWtfW'm 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 
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Joseph  J.  Crane,  Elkins  Park;: 
Temple  University  School  of  Medi¬ 
cine,  1970;  age  26,  died  May  23,  1971. 
He  is  survived  by  his  wife,  a  son,  his 
father,  and  a  sister. 

Thomas  A.  E.  Datz,  formerly  of 
Johnstown;  Jefferson  Medical  College; 
age  46;  died  May  25,  1971.  He  prac¬ 
ticed  surgery  in  Pittsburgh  and  in 
Cambria.  His  mother  and  four  sons 
survive. 

Alfred  A.  Ferry,  Upper  Darby; 
Temple  University  School  of  Medi¬ 
cine,  1917;  age  79;  died  June  5,  1971. 
He  is  survived  by  two  daughters  and 
three  sons. 

Jerry  Goosenberg,  Woodland  Hills, 
Cal;  Jefferson  Medical  College,  1962; 
age  34;  died  June  14,  1971.  He  was  a 
fellow  of  the  American  College  of  Ob¬ 
stetricians  and  Gynecologists,  who  for¬ 
merly  lived  in  Upper  Darby.  He  is  sur¬ 
vived  by  his  wife,  two  daughters,  a 
son,  and  his  mother  and  father. 

George  G.  Knoll,  Philadelphia;  Jef¬ 
ferson  Medical  College,  1908;  age  93; 
died  February  5,  1971.  There  is  no  in¬ 
formation  regarding  survivors. 

Alexander  V.  Orlando,  Sayre; 
Georgetown  Medical  School,  1953; 
age  49;  died  June  1,  1971.  He  was  a 
member  of  the  American  Academy  of 
General  Practitioners  and  a  diplomate 
of  the  National  Board  of  Medical  Ex¬ 
aminers.  He  is  survived  by  his  wife,  his* 
parents,  two  daughters,  and  a  sister. 

Joseph  J.  Repa,  Wilkes-Barre;  Jef¬ 
ferson  Medical  College,  1929;  age  69; 
died  May  25,  1971.  He  was  a  member 
of  the  American  Thoracic  Society  who 
practiced  in  Oneonta,  N.Y.  He  is  sur¬ 
vived  by  his  wife,  a  son,  a  daughter,  a 
brother,  and  two  sisters. 

Eugene  A.  Ronan,  Houtzdale; 
Georgetown  University  Medical 
School,  1936.  age  63;  died  May  16, 
1971.  Survivors  include  his  wife;  two 
sons,  one  of  whom  is  William  J. 
Ronan,  M.D.,  Dayton,  Ohio;  two 
daughters  and  two  sisters. 

Edward  E.  Woldman,  Philadelphia; 
Ohio  State  University  School  of  Medi¬ 
cine,  1923;  age  74;  died  June  12, 
1971.  He  was  a  fellow  of  the  American 
College  of  Physicians  and  the  Ameri¬ 
can  College  of  Gastroenterologists.  He 
is  survived  by  his  wife,  a  daughter,  a 
brother,  and  a  sister. 
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PENNSYLVANIA  MEDICINE 


Empirin  Compound  ™mx 
Codeine,  gcMi  or  grl 


Helps  overpower  pain 


Each  tablet  contains:  aspirin  gr.  3l/i, 


phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3  contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

No.  4  contains  codeine  phosphate*  <64.8  mg.)  gr.  1. 

(Warning— may  be  habit  forming.) 

^  Empirin  Compound  with  Codeine  is  now  classified  in  Sctetule  I 
I  Available  on  oral  prescription  and  may  be  refilled  5  timesr^ 
within  6  months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 

DBFTD 

(phenformin  HC1) 

timed-disintegration  capsules  50  mg.  / 


- 


Oral 


(hypoglycemic 


a 


biguanide 


not  a  sulfonylurea 

Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 


Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


DBFID 

(phenformin  HC1) 

timed-disintegration  capsules  50  mg.  / 

lowers  elevated 
blood  sugar 


Howto  prescribe  DBP-TD  (phenformin  HCI) 

To  start  with  DBI-TD 

Week  1  1  capsule  with  breakfast  may  be  ef¬ 
fective,  or  a  second  capsule  may  be 
given  with  the  evening  meal. 

Week  2  Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap¬ 
sule  to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail¬ 
ures,  primary  and  secondary.  Contraindications:  Diabetes  mel¬ 
litus  that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli¬ 
cations  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan¬ 
grene);  surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre¬ 
cautions:  Starvation  Ketosis,  which  must  be  differentiated 
from  ‘‘insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec¬ 
ommended  in  the  presence  of  azotemia  or  in  any  clinical  situa¬ 
tion  that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido¬ 
sis,  it  is  recommended  that  periodic  determinations  of  ketones 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos¬ 
age  of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at¬ 
tained,  sulfonylurea  may  be  reduced  and/or  with¬ 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi¬ 
lized  on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a  sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit¬ 
ing,  DBI  should  be  immediately  withdrawn.  Although  rare,  j 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1  to  3  / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


(usv) 


anxiety: 
a  time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over¬ 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


antianxiety 


Librium 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a  sum¬ 
mary  of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma¬ 


chinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon¬ 
tinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re¬ 
ported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal  or  he¬ 
patic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em¬ 
ploy  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend¬ 


ing  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec¬ 
essary.  Variable  effects  on  blood  coagula¬ 
tion  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti¬ 
coagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 
cially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion¬ 
ally  observed  at  the  lower  dosage  ranges. 
In  a  few  instances,  syncope  has  been  re¬ 
ported.  Also  encountered  are  isolated  in¬ 
stances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con¬ 
stipation,  extrapyramidal  symptoms,  in¬ 
creased  and  decreased  libido— all  infre¬ 
quent  and  generally  controlled  with  dos¬ 
age  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re¬ 
ported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad¬ 
visable  during  protracted  therapy. 
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Patients  fell  asleep  quick] 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  failing  asleep  -  by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.12 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7  to  8  hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a  limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  In 
clinical  studies.  Instances  of  morning  “hang¬ 
over”  have  been  relatively  infrequent;  paradoxi¬ 
cal  reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded¬ 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References;  1.  Frost,  J.  D.,  Jr.;  “A  System  for  Automatically  Analyz¬ 
ing  Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo¬ 
graphic  recordings. 


)n 

)almane 

flurazepam  HCI) 


Av  ge  sleep  laboratory  measurements  in  cited  studies 


Psfteter 

required  to  fall  asleep 
time  after  onset  of  sleep 
er  of  wakeful  periods  after 
et  of  sleep 
.sleep  time 
sleep  percent 


Before  Dalmane 

33.6  min. 

48.7  min. 

12.2 

420.0  min. 
88.6 


On  Dalmane 
17.6  min, 
22  6  min. 

8.4 

447.5  min. 
94.5 


Cinical  effectiveness  as 
poven  in  the  sleep  laboratory 

Dalmane 

flurazepam  HCD 

30-mg  capsule  h.s.— usual  adult  dosage. 
Cs  15-mg  capsule  h.s.—  Initial  dosage  for 
eerly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a  summary  of  which  follows: 
Indications:  Effective  in  ail  types  of  insomnia 
characterized  by  difficulty  in  failing  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCi. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert¬ 
ness  (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho¬ 
logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad¬ 
ministering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  in  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre¬ 
clude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres¬ 
ence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall¬ 
ing  have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak¬ 
ness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short¬ 
ness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con¬ 
fusion,  restlessness,  hallucinations,  and  ele¬ 
vated  SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac¬ 
tions,  e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  fiurazepam  HCI. 
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Vho’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  -  except  look  scary. 

Just  one  suppository  usually  assures  a  predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a  suppository  the  next  morning  usually  cleans  the  bowel  thor¬ 
oughly.  Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax  1..  it’s  predictable 

bisacodyl 
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now. 

for  the  stable  adult  diabetic  who  needs 
higher  doses  of  a  reliable  oral  hypoglycemic... 


new 


DBITDioorngj 

(phenformin  HCI) 

^  I timed-disinteqration  capsules 


•  a  higher  dosage  strength  for  use  in  the 
overweight,  maturity-onset  diabetic 

if  diet  alone  fails 

•  abiguanide...notasulfonylurea 

•  newdosageflexibility 

•  low  patient  cost 


lowers  elevated 
Wood  sugar 

ucondary  to  its  blood  sugar  lowering  effect, 
31-TD  probably  decreases  insulin 
/ersecretion  and  thus  may  help  reduce 
jogenesis  and  facilitate  lipolysis.  This  may 
xountforthe  clinically  reported  reduction 
weight  and  lowering  of  serum  cholesterol 
vels  in  the  overweight  and  hypercholes- 
remic  diabetic  patient. 


usually 
well  tolerated 

Mainly  gastrointestinal  side  effects  may 
occur.  However,  as  with  many  drugs,  you 
should  keep  in  mind  that  higher  dosages  may 
increase  the  incidence.  Hypoglycemic 
reactions  are  rare  when  DBI-TD  is  used  alone. 


to  prescribe 

DBI-TD  (phenformin  HCQ 

if  diet  alone  fails 
specify 

DBI-TD  50  mg.  for  the  newly  diagnosed 
overweight,  stable  adult  diabetic 
DBI-TD  100  mg.  for  the  overweight, 
adult-onset  diabetic  who  needs  higher  doses 
of  a  reliable  oral  hypoglycemic 

idications:  Stable  adult  diabetes  mellitus;  sulfonylurea  failures,  primary  and  secondary.  Contraindications:  Diabetes  mellitus  that 
an  be  regulated  by  diet  alone;  juvenile  diabetes  that  is  uncomplicated  and  well  regulated  on  insulin;  acute  complications  of  diabetes 
netabolic  acidosis,  coma,  infection,  gangrene);  surgery;  severe  hepatic  disease;  renal  disease  with  uremia;  cardiovascular  collapse, 
fter  disease  states  associated  with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided.  Until  adequate  data  on  the  effects 
f  DBI  on  the  human  fetus  are  available,  such  use  can  be  considered  experimental.  Precautions:  Starvation  Ketosis,  which  must  be 
ifferentiated  from  "insulin  lack”  ketosis,  and  is  characterized  by  ketonuria  in  spite  of  relatively  normal  blood  and  urine  sugar,  may 
3sult  from  excessive  DBI  therapy,  excessive  insulin  reduction  or  insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or  insulin 
osage,  or  supplying  carbohydrates,  alleviates  this  state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING  BLOOD  AND  URINE 
iUGARS.  Lactic  Acidosis:  DBI  is  not  recommended  in  the  presence  of  azotemia  or  in  any  clinical  situation  that  predisposes  to  sus- 
ained  hypotension  that  could  lead  to  lactic  acidosis.  To  differentiate  lactic  acidosis  from  ketoacidosis,  it  is  recommended  that 
ieriodic  determinations  of  ketones  in  the  blood  and  urine  be  made  in  diabetics  previously  stabilized  on  DBI,  or  DBI  and  insulin,  who 
lave  become  unstable.  If  electrolyte  imbalance  is  suspected,  periodic  determinations  should  also  be  made  of  electrolytes,  pH  and  > 
he  lactate-pyruvate  ratio.  DBI  should  be  withdrawn  and  insulin,  when  required,  and  other  corrective  measures  instituted  / 
mmediately  upon  the  appearance  of  any  metabolic  acidosis.  Hypoglycemia:  Although  hypoglycemic  reactions  are  rare  when  / 

)BI  is  used  alone,  every  precaution  should  be  observed  during  the  dosage  adjustment  period,  particularly  when  insulin  or  / 
i  sulfonylurea  has  been  given  in  combination  with  DBI.  Adverse  Reactions:  Principally  gastrointestinal,  occurring  more  / 

)ften  at  higher  dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia,  nausea  and,  less  frequently,  vomiting  / 
ind  diarrhea.  Reduce  dosage  at  first  sign  of  these  symptoms.  In  case  of  vomiting,  DBI  should  be  immediately  with-  / 
irawn.  Although  rare,  urticaria  and  gastrointestinal  symptoms  following  excessive  alcohol  intake  have  been  re-  / 

Dorted.  Dosage:  25  mg. -300  mg.  daily.  How  Supplied:  50  mg.  timed-disintegration  capsules,  bottles  of  100  and  / 

1000;  100  mg.  timed-disintegration  capsules,  bottles  of  100  and  500.  Also  Available:  DBI  tablets  25  mg.,  / 

Dottles  of  100  and  1000. 

USV  PHARMACEUTICAL  CORP.,Tuckahoe,  New  York  10707 


In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported  4 


VASODiLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

•  no  interference  with  diabetic  control 

. . .  does  not  alter  carbohydrate  metabolism.1 

•  conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

•  complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica¬ 
tions  in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators *'5  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem¬ 
onstrated  both  by  objective  measurement s,s  and  observation  of  clinical  improvement.*  * 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio¬ 
sclerotic,  diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme¬ 
diately  postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal¬ 
pitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E. :  J.  Indiana  Med.  Ass.  5^:1021-1023  (July_)_  1961. 
(2)  Clarkson,  I.  S.,  am 
G.  E.,  and  Johnson,  P. 

(4)  Dhrymiotis,  A.  D. 

4: 124-128  (April)  IS 
15: 82-87  (Feb.)  1964. 


d  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (3)  Horton, 
C.,  Jr. :  Angiology  75:70-74  (Feb.)  1964. 

,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

>62.  (5)  Whittier,  J.  R. :  Angiology 
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At  last-an  answer 
to  your  malpractice 
protection  anxiety. 


An  insurance  program  sponsored  and  supported  by  the  PMS 


The  Pennsylvania  Medical  Society 
has  been  increasingly  concerned  about 
the  problems  faced  by  its  members  in 
securing  and  retaining  professional  lia¬ 
bility  insurance.  There  has  been  a 
growing  tendency  for  insurance  carri¬ 
ers  to  arbitrarily  cancel,  or  not  renew, 
professional  liability  insurance  con¬ 
tracts  for  reasons  entirely  beyond  the 
physician’s  control. 

The  obvious  answer  had  to  be  a 
program,  sponsored  by  the  Pennsyl¬ 
vania  Medical  Society,  designed  to  pro¬ 
vide  its  members  with  long  term  cover¬ 
age,  adequate  limits,  at  the  best  possi¬ 
ble  cost,  in  addition  to  giving  the 
Society  an  opportunity  to  participate 
in  the  policy-making  and  administra¬ 
tion  of  the  program. 

Such  a  program,  more  progressive 
and  comprehensive  than  any  that  has 
been  made  available  to  any  medical 


group,  now  exists.  It  is  being  under¬ 
written  by  the  Argonaut  Insurance 
Company,  a  well  established, 
“A+AAAA”  rated  casualty  insurance 
carrier  with  assets  in  excess  of 
$180,000,000  and  considerable  experi¬ 
ence  in  the  medical  liability  field.  The 
exclusive,  full-time  administrator  of 
the  program  is  Parker  &  Co.  Inc.  of 
Pennsylvania,  one  of  the  country’s 
leading  insurance  brokerage  firms. 

In  review,  the  major  points  of  the  pro¬ 
gram  are: 

1. The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a  minimum  of  five 


years.  No  other  carrier  has  offei 
such  an  agreement. 

3.  The  Society  participates  throug, 
Professional  Liability  Insura1 
Commission  consisting  of  two 
members.  The  Commission  will: 
the  ultimate  authority  in  app<> 
stemming  from  disputes  betwi 
member  insureds  and  will  worki 
close  conjunction  with  the  local  [•■ 
trict  committees. 

4.  No  member’s  application  will  be- 
dined  except  by  the  joint  decist  I 
of  the  PMS  Commission  and  : 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,(1 
for  each  claim  with  an  annual  ag;- 
gate  limit  of  $300,000  with  ex<; 
limits  up  to  $1,000,000  availaj 
Coverage  is  available  for  interns,  H 
idents  and  physicians’  and  surged 
assistants. 

6.  Rates  are  competitive  with  otr 
major  writers  of  professional  lia- 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  thai 
member  purchase  ancillary  in- 
ance  coverages  (homeowners,  at. 
etc.)  in  order  to  participate. 

This  program  offers  PMS  mem® 
a  unique  opportunity  to  stabilize  ft 
professional  liability  insurance  cor 
age  on  a  long  term  basis.  Howevei 
broad  based,  high  degree  of  mem'lf 
ship  involvement  is  essential  to  mp 
this  program  a  success.  Please  fill  it 
the  coupon  indicating  your  interes) 
participating  in  the  PMS  endorsed  p 
gram  when  your  present  coveP 
expires. 


Argonaut  Insurance  Companies 

\ - 1 

I  Mail  to: 

Parker  &  Co.,  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 
Attention:  Mr.  A.  John  Smither,  Vice  President 

Name - - - 

Office  Address _ 

|  Telephone  No. _ 

Medical  Specialty _ 

|  Date  your  professional  liability  insurance  expires _ 

Present  Carrier - 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance 
Program.  Please  send  me  an  application.  □ 


PENNSYLVANIA 
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OCTOBER  1971 


OUSE  OF  DELEGATES  TO  CONVENE  The  opening  session  of  the  House 

of  Delegates  will  be  at  7:30  p.m.,, 
onday^  Oct.  4  in  the  ballroom  of  the  Pittsburgh  Hilton  Hotel.  A 
ull  report  on  the  actions  of  the  House  will  appear  in  subsequent 
ssues  of  PENNSYLVANIA  MEDICINE. 

[EDICAL  CARE  FOUNDATION  DUE  FOR  HOUSE  ACTION  The  proposed  PMS 

Medical  Care  Found- 

.tion,  approved  in  concept  by  the  1970  PMS  House  of  Delegates,,  is 
ue  for  action  at  the  1971  Annual  Session  of  the  House.  A  special 
•eference  committee  will  be  considering  a  foundation  report  from 
he  Council  on  Medical  Service  which  includes  background  material,, 
.valuation  of  the  foundation  concept „  a  number  of  explanatory  charts 
nd  the  proposed  articles  of  incorporation  and  bylaws.  The  PMS 
.oard  of  Trustees  authorized  a  $30„000  project  contribution  for  the 
.971-72  fiscal  year  of  the  Foundation 5  and  the  Allegheny  County  Med- 
cal  Care  Foundation  announced  a  $5j,000  contribution  to  the  proposed 
'MS  Foundation.  A  federal  grants  a  Pennsylvania  Blue  Shield  commit- 
ent  of  services 5  and  a  similar  offer  from  Western  Pennsylvania 
Regional  Medical  Program  have  made  possible  the  research  and  devel- 
pment  phase.  The  Foundation’s  operational  phase  will  adapt  the 
'indings  and  mechanisms  to  the  health  service  plans  offered  to  con- 
umers  by  the  Pennsylvania  Medical  Care  Foundation  as  alternatives 
0  present  methods  of  delivering  and  financing  health  care.  Ulti- 
iately^  in  addition  to  providing  the  public  with  options  to  present 
.ealth  care  financing  mechanisms „  the  Foundation  will  seek  to  qual- 
fy  as  a  professional  standards  review  organization  and  as  a  health 
laintenance  organization.  Other  goals  include  providing  the  State 
lOciety  with  resources  to  assist  the  private  health  insurance  in- 
.ustry  in  developing  effective  cost  control  mechanisms  and  to  com- 
lement  the  design  of  postgraduate  programs  in  medical  education 
nordinated  or  sponsored  by  the  Pennsylvania  Medical  Continuing  Ed- 
ication  Institute.  The  Institute  is  another  State  Society-sponsor- 
id  body  authorized  by  the  1970  House  of  Delegates.  PENNSYLVANIA 
1EDICINE  will  carry  complete  reports  in  subsequent  issues. 

I0ISE  POLLUTION  LIMITS  ASKED  The  State  Society  has  asked  the 

state  government  to  examine  noise 

.evels  of  specific  products ^  such  as  trail  bikes ^  power  lawn  mowers, 
:aps  for  toy  guns^  etc . „  with  the  suggestion  that  noise  level  safe¬ 
ty  standards  be  set  and  that  manufacturers  be  required  to  label 
^ach  item  with  the  noise-time  tolerance  before  it  can  be  sold  in 
Pennsylvania.  There  are  several  bills  pending  in  the  Congress  which 
'ollow  the  same  approach  and  would  set  standards  for  the  entire 
country.  On  the  state  level.,  Senate  Bill  678  contains  some  of  the 
Society’s  request  but  would  not  require  product  labeling.  It  would 
iontrol  community  noise  at  levels  far  below  levels  of  proven 
learing  loss. 


)CT0BER„  1971 
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PHARMACISTS  FIGHT  VD  Pennsylvania  pharmacists  are  being  asked  by 

their  state  association  president,  LaRue 
Lunger,  to  participate  in  a  campaign  to  expose  the  public,  particu¬ 
larly  young  people,  to  "plain  talk"  information  on  venereal  disease, 
its  prevention  and  its  consequences.  Besides  the  printed  material 
which  drug  stores  are  asked  to  display,  pharmacists  have  been  asked 
to  have  information  regarding  the  nearest  VD  treatment  facility  in 
the  event  they  are  asked  for  this  information. 


HAHNEMANN  INTRODUCES  PA  PROGRAM  Hahnemann  Medical  College  this 

fall  introduced  a  new  two-year 

training  course  for  the  physician's  assistant  (PA).  It  is  the  first 
such  program  in  Pennsylvania  and  the  sixth  in  the  nation,  according 
to  a  college  spokesman.  Ten  students  are  currently  enrolled.  They 
will  have  a  year  of  academic  study  and  a  nine-month  preceptorship 
under  a  practicing  physician. 

RESIDENTS:  PAY  OR  GRANT?  Two  Arkansas  physicians  serving  resi¬ 

dencies  argued  that  their  renumeration 
as  residents  was  a  tax-free  grant,  filed  a  suit  for  refund  in  U.S. 
District  Court  and  won  their  case  before  a  jury.  A  Texas  resident 
tried  the  same  thing  in  U.S.  Tax  Court  and  lost  his  case.  Tax  Court  j 
cases  are  decided  by  a  judge.  District  Court  cases  by  a  jury.  Even 
a  number  of  court  decisions  reversing  IRS  rulings  will  not  change 
the  rulings.  IRS  frequently  sticks  with  the  rulings  that  it  knows 
would  be  reversed  if  the  taxpayer  appeals  to  District  Court.  Thou¬ 
sands  of  resident  physicians  now  are  expected  to  seek  tax  refunds  in  j. 
District  Courts.  S;; 

WASHINGTON  REACTIVATES  Congress  returned  to  business  following 

the  summer  vacation,  after  having  passed 
127  bills  which  were  signed  into  law.  Few  of  these  were  health-re¬ 
lated.  The  Senate  Finance  Committee  will  consider  the  amendments  to 
the  Social  Security  Act  already  passed  by  the  House.  It  is  expected 
the  committee  will  include  in  the  amendments  the  Professional  Stand¬ 
ards  Review  Organization  proposal  (the  Bennett  amendment) .  Congress¬ 
man  Wilbur  D.  Mills,  chairman  of  the  House  Ways  and  Means  Committee, 
has  announced  public  hearings  on  national  health  insurance  as  soon 
as  the  committee  completes  consideration  of  President  Nixon's  econo¬ 
mic  proposals.  This  alters  a  previous  schedule  which  would  have 
postponed  the  hearings  until  after  the  first  of  the  year. 


AMPHETAMINE  STUDY  UNDER  WAY  The  Board  of  Trustees  has  requested 

that  the  Council  on  Education  and 

Science  make  a  recommendation  concerning  the  growing  number  of  county 
medical  societies  which  have  asked  physicians  to  restrict  the  pre¬ 
scribing  of  amphetamines  to  the  few  medical  conditions  where  they 
are  the  drugs  of  choice.  The  voluntary  restrictions  are  aimed  at 
reducing  the  number  of  such  drugs  which  find  their  way  into  abuse  area 


DR.  HARTMAN  ACTING  CHAIRMAN  John  F.  Hartman,  M.D.,  Erie,  has 

been  named  acting  chairman  of  the 

State  Board  of  Medical  Education  and  Licensure,  following  the  resig¬ 
nation  of  Charles  B.  Hollis,  M.D.,  Philadelphia.  The  State  Society 
has  submitted  a  list  of  physicians  to  Governor  Shapp  and  has  asked 
him  to  select  from  it  to  fill  several  vacancies  on  the  State  Board. 
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George  P.  Rosemond 
new  PMS  president 

MARY  L.  UEHLEIN 


In  the  well-ordered  life  of  George  P. 
osemond,  M.D.,  who  becomes  the 
22nd  president  of  the  Pennsylvania 
ledical  Society  on  October  5,  1971, 
nly  the  place  of  his  birth  was 
jnplanned. 

His  mother  was  visiting  in  Hillsboro, 
J.C.,  when  he  entered  the  world  on 
.ugust  23,  1910.  He  grew  up  in  the 
imily’s  home  town  of  Kinston,  N.C., 
nd  attended  the  University  of  North 
arolina  for  undergraduate  work.  After 
arning  a  B.S.  degree  in  1932,  he  came 
3  Temple  University  School  of  Medi- 
ine  and  received  a  degree  in  medicine 
n  1934.  He  has  been  associated  with 
emple  and  its  hospital  ever  since,  and 
ays  of  the  move,  “I'm  a  thoroughly 
ransplanted  Pennsylvanian.  When  I  re- 
ire  my  home  will  be  here.” 

Always  Wanted  Medical  Career 

“I  can’t  remember  a  time  when  I 
lidn’t  want  to  practice  medicine,”  Dr. 
losemond  declares.  He  was  exposed 
rom  childhood  to  the  career  of  a 
)hysician  because  two  uncles  and  two 
great  uncles  were  doctors.  Dr. 
i^osemond’s  sister  followed  him  to 
Temple  University  mainly  because  he 
>vas  in  medical  school  there,  and  she, 
too,  stayed  on,  married  a  Philadel¬ 
phian,  and  lives  in  suburban  Philadel¬ 
phia. 

George  Rosemond’s  father  died 
shortly  after  his  graduation  from  medi¬ 
cal  school,  and  his  mother,  too,  became 
a  Pennsylvanian  by  adoption.  She  lived 
in  the  Philadelphia  area  for  fifteen 
iyears  prior  to  her  death  last  year.  There 
still  are  many  relatives  and  cousins  "by 
the  dozen”  in  North  Carolina. 

When  he  was  in  medical  school 
George  Rosemond  met  his  wife,  Jean 
Mason,  then  just  14,  through  her  uncle, 
William  N.  Parkinson,  M.D.,  dean  of 
the  medical  school  at  Temple  for  thirty 
years.  The  Rosemonds  have  been 


married  for  thirty-four  years  and  have  a 
daughter,  Linda,  married  to  Howard 
Buzzard,  Jr.  They  are  typically  proud 
grandparents  of  David  Mason  Jr.,  4, 
and  infant  granddaughter,  Charlyn 
Elizabeth. 

Lifetime  Devoted  to  Surgery 

Following  his  internship,  George 
Rosemond  stayed  at  Temple  for  a  three- 
year  residency  in  general  surgery, 
during  which  time  he  earned  an  M.S. 
degree  in  his  special  field.  He  is  a 
member  of  a  group  practice  in  general 
surgery,  with  offices  at  the  hospital,  and 
has  been  teaching  surgery  at  Temple 
since  1939.  Since  1963  he  has  been 
professor  of  surgery  and  chairman  of 
the  department.  A  fellow  of  the  Ameri¬ 
can  College  of  Surgeons,  he  is  also  a 
diplomate  of  the  American  Board  of 
Surgery  and  of  the  Board  of  Thoracic 
Surgery.  Author  of  over  100  papers, 
several  of  which  have  appeared  in  Penn¬ 
sylvania  Medicine,  he  is  called  on  to 
lecture  at  scientific  meetings 
throughout  the  world.  Despite  his  con¬ 
tribution  of  time  and  effort  to  various 
medical  organizations,  he  maintains  a 
regular  schedule  in  the  operating 
room,  and  has  devoted  himself  to  the 
American  Cancer  Society,  serving  in 
many  capacities,  including  president  of 
the  Philadelphia  Division.  The  medical 
organizations  of  which  he  is  an  active 
member  number  over  twenty,  and  he 
serves  a  number  of  voluntary  agencies 
in  an  active  capacity. 

George  Parrott  Rosemond  has  a 
firm  belief  that  physicians  must  be  in¬ 
volved  in  all  aspects  of  health  care.  "I 
don’t  object  to  some  form  of  national 
health  insurance,  but  I  am  convinced 
that  physicians,  through  foundations 
such  as  the  Pennsylvania  Medical  Care 
Foundation,  must  assume  the  responsi¬ 
bility  for  solving  the  numerous 
complications  of  Health  Maintenance 


Organizations.  Doctors  must  be  in  on 
decision-making  in  all  matters  of 
health  care —  pre-paid  plans,  peer 
review  and  national  health  insur¬ 
ance —  and  we  can  only  do  this 
through  our  societies  on  the  state, 
county  and  national  levels.” 

Dr.  Rosemond  pointed  to  the  PMS- 
sponsored  malpractice  insurance  plan 
as  an  example  of  how  doctors  can 
solve  problems  related  to  the  practice 
of  medicine  by  becoming  involved  di¬ 
rectly. 

He  suggested  that  there  must  be  a 
Continued 


RUSSELL  B.  ROTH,  M.D.,  Erie,  who  is 
serving  his  third  term  as  speaker  of  the 
House  of  Delegates  of  the  American  Med¬ 
ical  Association  (AMA),  is  the  first  an¬ 
nounced  candidate  for  president-elect  of 
AMA  in  1972.  He  served  on  AMA’s  Health 
Care  Financing  Committee  and  helped  to 
frame  the  association’s  Medicredit  health 
insurance  plan.  Dr.  Roth  is  a  member  of 
the  American  Urological  Association,  the 
American  Association  of  Clinical  Urolo¬ 
gists,  the  American  College  of  Surgeons, 
and  the  Academy  of  International  Medi¬ 
cine.  He  has  served  as  chairman  of  the 
Board  of  Trustees  of  PMS  and  speaker  of 
PMS  House  of  Delegates. 
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Dr.  Rosemond  new  president 


way  now  to  solve  the  problem  of  mal¬ 
distribution  of  physicians.  To  achieve 
this  he  said,  “I  would  recommend  con¬ 
sideration  of  all  possible  ways, 
including  the  proposed  government- 
sponsored  draft,  by  a  committee  of  the 
State  Society.” 

Activities  Mirror  Philosophy 

Dr.  Rosemond  became  active  in 
medical  society  affairs  early  in  his  ca¬ 
reer  and  has  devoted  years  of  service. 
He  has  held  numerous  positions, 
including  the  presidency,  in  the 
Philadelphia  County  Medical  Society, 
and  has  been  a  delegate  for  many 
years  from  that  county.  He  served  as 
chairman  of  the  delegation  from  1967 
through  June,  1970.  His  activities 
reflect  his  basic  philosophy  of 
physician  involvement  for  the  good  of 
all  people. 

He  holds  to  the  philosophy  that 
preventive  health  care —  improving 
the  environment,  solving  the  housing 
dilemma  in  both  rural  and  ghetto 
areas,  improving  nutrition  of  people 


throughout  the  world —  will  go  a  long 
way  in  solving  the  health  care  crisis, 
both  in  financing  and  in  the  physician 
shortage. 

What  does  this  activist  in  medical 
affairs,  busy  surgeon  who  is  becoming 
known  world-wide  for  his  work  in 
breast  cancer,  teacher,  writer,  and  lec¬ 
turer  do  to  relax?  He  swims  before 
breakfast  every  morning  possible, 
loves  the  open  country,  particularly 
around  his  home  in  Chester  County, 
enjoys  bird-watching,  golf,  and  travel. 
He  admits  however,  to  having  little 
time  for  relaxation,  and  says,  “When 
we  travel,  it  usually  is  related  to  a 
medical  meeting.” 

A  dynamic  leader,  George  P. 
Rosemond  brings  to  the  Pennsylvania 
Medical  Society  presidency  a  firm 
belief  that  never  was  the  need  greater 
for  such  an  organization  than  today 
and  a  philosophy  which  guides  his  ac¬ 
tivities —  that  quality  health  care  can 
be  made  possible  for  all,  with  the  lead¬ 
ership  of  physicians  through  their  or¬ 
ganizations. 


Postgraduate  day 
set  in  Pittsburgh 


Florida  licensing  by  endorsement 


For  the  first  time  in  history,  the 
Board  of  Medical  Examiners  of  Florida 
may  issue  licenses  by  endorsement  to 
practice  medicine  and  surgery  in 
Florida.  An  amendment  to  the  Medical 
Practice  Act  of  Florida,  enacted  by  the 
1971  legislature,  allows  issuance  of 
licenses  by  endorsement  to  those 
M.D.’s  who  have  been  certified  by  the 
National  Board  of  Medical  Examiners 
or  the  Federation  Licensure  Examina¬ 
tion  (FLEX)  within  a  period  of  eight  (8) 
years  preceding  the  date  of  application 
for  licensure  by  endorsement. 

Since  the  effective  date  is  September 
1,  1971,  this  means  that  an  M.D.  must 
have  been  certified  by  the  National 
Board  of  Medical  Examiners  since  Sep¬ 
tember  1,  1963,  in  order  to  initially  be 
eligible'  for  licensure  by  endorsement. 
As  far  as  other  state  licensure  examina¬ 
tions  are  concerned,  this  amendment 
only  applies  to  those  states  who  use  the 
Federation  Licensure  Examination 
(FLEX)  as  their  licensure  examination. 

A  physician  who  receives  a  license 
by  endorsement  in  Florida  must  prac¬ 


tice  in  the  state  within  a  period  of  three 
years  for  a  minimum  period  of  one 
year.  If  he  does  not  do  this  the  license 
will  become  null  and  void.  Service  in 
the  armed  forces  is  exempt  during  these 
three  years,  but  internship  or  residency 
time  is  not  exempt. 

FDA  establishes 
packaging  rules 

Standards  for  child-resistant  contain¬ 
ers  for  aspirin  and  drugs  containing 
aspirin  have  been  proposed  in  the 
FDA’s  first  action  under  the  poison 
prevention  packaging  act. 

The  regulation  would  require  that  85 
percent  of  a  200-child  test  group  could 
not  open  the  container  on  the  first  at¬ 
tempt  and  further  that  80  percent  must 
fail  even  after  having  been  shown  how 
to  open  it. 

The  agency  is  expected  to  extend  the 
packaging  standard  for  other  household 
products  possibly  including  prescrip¬ 
tion  drugs  in  the  future. 


The  American  Gastroenterological 
Association  (AGA),  the  American 
Academy  of  General  Practice,  and  the 
University  of  Pittsburgh  School  of 
Medicine  will  cosponsor  a  Regional 
Postgraduate  Day  on  Saturday,  Octo¬ 
ber  23,  1971,  at  the  Pittsburgh  Hilton 
Hotel. 

Several  Pennsylvania  doctors  are 
among  the  participants:  Wayne  W.  Pe- 
ternel,  M.D.,  chief  of  gastroenterology 
at  Mercy  Hospital,  Pittsburgh;  and 
Larry  C.  Carey,  M.D.,  associate 
professor  of  surgery  and  Lee  M. 
Hershenson,  M.D.,  clinical  associate 
professor  of  medicine,  both  of  the  Uni¬ 
versity  of  Pittsburgh  School  of  Medi¬ 
cine. 

A  format  to  encourage  registrant 
participation  will  replace  the  formal 
lecture  method.  Tuition  fee  including 
lunch  is  $50  (doctors  in  training  $15). 
The  American  Academy  of  General 
Practice  has  approved  6  hours  of  credit. 
Send  registration  to  AGA  Postgraduate 
Courses,  Box  190,  McLean,  Virginia 
22101. 
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Malpractice  program  offers  exclusive  benefits 


The  PMS-endorsed  malpractice  in- 
: ranee  program  underwritten  by  the 
gonaut  Insurance  Company  and  ad- 
nistered  by  Parker  &  Company  of 
nnsylvania  offers  a  variety  of 
elusive  benefits  to  physicians  in  the 
ite  but  the  plan  is  not  a  true  group 
ogram,  PMS  officials  point  out. 

R.  Robert  Tyson,  M.D.,  chairman  of 
e  PMS  Commission  on  Professional 
ability  Insurance,  says  some  physi- 
ans  incorrectly  look  on  the  program 
a  “group  plan”  and  then  ask  ques¬ 
ts  such  as,  “What’s  the  premium  for 
i  obstetrician  in  my  region?” 

There  isn’t  a  fixed  premium  for 
embers  of  a  given  specialty  in  a 
gion,  Dr.  Tyson  points  out,  because 
e  endorsed  program  is  not  a  group 
an  and  deliberately  so.  He  said  that 
MS  rejected  the  group  plan  concept 
;cause  uniform  rates  for  a  given 
>ecialty  in  a  region  result  in  the  good 
sks  paying  dollar  penalties  for  the  ae¬ 
ons  of  the  poor  risks  in  the  group. 

Rates  Individually  Determined 

Instead,  the  PMS-endorsed  program 
ites  are  individually  determined  so 
lat  the  good  risks  benefit  and  the  poor 
sks  have  an  added  incentive  to  correct 
ny  conditions  that  may  be  con- 
•ibuting  to  their  poor-risk  rating. 

Dr.  Tyson  stressed  that  although  it 
/ould  be  impossible  to  publish  the 
remium  rates  for  such  an  individual 
etermination  program,  physicians  will 
ind  that  the  rates  compare  favorably 
vith  those  of  other  malpractice  insur- 
nce  underwriters.  In  some  individual 
nstances,  the  PMS  program  rates  are 
ower  and,  generally  speaking,  in  vir- 
ually  all  instances  they  are  no  higher 
han  for  comparable  coverage  weighed 
igainst  its  comparable  risks. 

Offers  Long-Range  Solution 

If  there  is  no  significant  immediate 
financial  advantage  to  changing  to  the 
PMS-endorsed  program,  should  physi¬ 
cians  leave  their  present  carrier? 

Dr.  Tyson  says  the  program  offers  a 
long-range  solution  to  the  problem  of 
securing  and  retaining  adequate  insur¬ 
ance  coverage.  The  company  has 


agreed  to  underwrite  the  Society’s 
membership  for  a  minimum  of  five 
years  during  which  it  is  bound  to 
uphold  the  provisions  of  the  individual 
contracts  unless  individual  non-renewal 
is  concurred  in  by  the  State  Society. 
The  underwritten  members  have  agreed 
to  work  on  loss  prevention  by  educa¬ 
tion,  counseling,  and  evaluation  of 
problems. 

Over  the  past  few  years,  physicians 
have  been  finding  fewer  and  fewer 
firms  offering  professional  liability  in¬ 
surance  and  even  those  they  could  find 
became  increasingly  restrictive  and 
selective.  Physicians  with  no  mal¬ 
practice  claims  against  them  have 
found  their  coverage  not  renewed  for 
nebulous  reasons.  In  addition,  even  the 
longest  contracts  were  for  only  one 
year. 

Since  the  PMS-endorsed  program 
came  into  existence,  Dr.  Tyson  said 
there  are  indications  that  other  mal¬ 
practice  underwriters  have  become  a 
little  less  restrictive  and  he  concludes 
that  this  is  due  to  the  direct  competition 
of  the  PMS-endorsed  program. 

For  those  who  choose  to  be  insured 
by  Argonaut  under  the  PMS  plan,  Dr. 
Tyson  emphasizes  that  once  a 
member’s  application  is  accepted  he 
can  relax  for  at  least  five  years,  secure 
in  the  knowledge  that  his  policy  can’t  be 
“non-renewed”  without  his  having  the 
right  to  appeal  to  the  Society  for  review 
on  his  behalf.  He  points  out  that  this 
five-year  coverage  security  feature  has 
not  been  offered  by  any  other  carrier 
writing  professional  liability  insurance 
in  Pennsylvania. 

Society  Plays  Mqjor  Role 

What  influence  does  the  State  Soci¬ 
ety  have  in  the  program?  Dr.  Tyson 
said  the  program  is  unique  in  providing 
for  the  Society’s  participation  on  behalf 
of  its  members  in  those  areas  of  ad¬ 
ministration  which,  although  of  vital 
and  direct  importance  to  the  insured 
physician,  are  generally  held  by  the  in¬ 
surance  industry  as  being  sacrosanct. 

For  instance,  the  Society  has 
complete  review  of  all  statistical  infor¬ 
mation  relative  to  classification  and 
rate-making  purposes,  such  as  pre¬ 


miums  written  and  earned,  investment 
income,  claims  reserves  and  claims 
payments  and  loss  figures.  The  Society 
also  is  involved  in  underwriting 
decisions,  including  a  review  in  all 
cases  where  Argonaut  refuses  to 
provide  coverage  for  a  State  Society 
member,  intends  to  terminate  coverage 
for  a  member,  or  proposes  to  restrict 
coverage  based  on  the  specific  specialty 
of  a  member.  The  final  decision  in  such 
instances  rests  with  the  State  Society. 

Naturally,  rates  inevitably  reflect 
enrolled  risks  and  it  is  to  the  benefit  of 
the  enrolled  members  of  the  State  Soci¬ 
ety  to  have  those  responsible  for  un¬ 
derwriting  decisions  exercise  great  care 
in  making  those  decisions.  Acceptance 
of  a  preponderance  of  “poor  risks” 
inevitably  would  push  premiums  up. 

Supervising  the  State  Society’s  re¬ 
sponsibilities  in  the  operation  and  ad¬ 
ministration  of  the  program  is  a  “Com¬ 
mission  on  Professional  Liability  Insur¬ 
ance”  with  a  membership  that  includes 
a  representative  of  each  of  the  twelve 
Councilor  Districts  in  the  state  plus 
grass  roots  committees  in  each  of  the 
Councilor  Districts  with  both  an  un¬ 
derwriting  decision  and  claims  settle¬ 
ment  responsibility. 

Any  members  with  questions  are  in¬ 
vited  to  call  the  State  Society  or  Mr.  A. 
John  Smither,  Vice  President  of  Parker 
&  Company  in  Philadelphia. 

Preceptorships  offered 
at  Medical  College  of  Pa. 

The  Medical  College  of  Pennsyl¬ 
vania  is  offering  a  limited  number  of 
preceptorships  for  physicians,  in¬ 
cluding  general  practitioners  and  spe¬ 
cialists,  during  the  1971-72  academic 
year. 

Programs  conducted  at  the  college 
hospital  are  available  in  the  following 
areas:  internal  medicine,  pediatrics,  ob¬ 
stetrics  and  gynecology,  surgery, 
radiology,  and  psychiatry. 

The  preceptorships  are  individually 
planned  to  be  most  relevant  to  the  prac¬ 
titioner’s  educational  needs.  Activities 
include  clinics  and  rounds,  with  patient 
responsibility  as  applicable. 

Applicants  are  being  invited  to  the 
college  in  order  to  work  with  the  facul¬ 
ty  on  designing  appropriate  programs. 
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AMA  reports  on  'physician’s  assistant’  statu: 


The  Department  of  Health  Man¬ 
power  of  the  American  Medical  Associ¬ 
ation  has  issued  a  report  on  the  current 
status  of  the  “physicians  assistant”  con¬ 
cept. 

Although  a  total  of  2,498  education¬ 
al  programs  have  been  accredited  by 
the  American  Medical  Association  cov¬ 
ering  assistants,  technicians,  and  tech¬ 
nologists,  no  uniform  mechanism  or 
standard  for  national  recognition  has 
been  established. 

Specific  job  descriptions  for  assis¬ 
tants  in  orthopedics,  urology,  internal 
medicine,  and  family  practice  have 
been  developed  by  their  respective 
medical  specialty  organizations,  and 
the  AMA  is  now  in  the  process  of  devel¬ 
oping  criteria  for  accreditation  of  edu¬ 
cational  programs  in  these  categories. 

A  listing  of  current  training  pro¬ 
grams  not  yet  accredited  by  the  AMA 
has  been  distributed.  Institutions  where 

ACP  announces 
post  grad  courses 

The  American  College  of  Physicians 
has  announced  its  1971-72  educational 
program  in  the  form  of  forty  regional 
scientific  meetings  and  twenty-nine 
postgraduate  courses.  The  continuing 
education  courses  will  be  held  in  coop¬ 
eration  with  medical  schools,  hospitals, 
and  other  institutions. 

Edward  C.  Rosenow,  Jr.,  M.D., 
Philadelphia,  executive  vice-president 
of  the  college,  says  that  newly  instituted 
self-assessment  programs  will  enable  in¬ 
ternists  and  practitioners  in  related 
fields  to  plan  their  continuing  educa¬ 
tion  more  effectively. 

The  Eastern  Pennsylvania  regional 
meeting  will  be  held  in  Philadelphia 
November  5-6.  Further  information 
may  be  obtained  from  Francis  J. 
Sweeney,  Jr.,  M.D.,  Thomas  Jefferson 
University  Hospital,  1 1th  and  Walnut 
Streets.  Philadelphia  19107. 

The  Tri-State  regional  meeting, 
which  includes  Western  Pennsylvania, 
will  be  held  in  Pittsburgh  November 
12-13.  Contact  Donald  W.  Bortz, 
M.D.,  517  First  National  Bank  Build¬ 
ing,  Greensburg  15601,  for  further  in¬ 
formation. 


programs  are  being  offered  are  on  file 
with  the  Council  of  Education  and 
Science  at  Pennsylvania  Medical  Soci¬ 
ety  headquarters,  20  Erford  Rd., 
Lemoyne  17043. 

Concurrently,  the  American  Associ¬ 
ation  for  Medical  Assistants  (AAMA) 
has  revised  curriculum  standards  for  as- 


The  transmittal  to  Congress  of  the 
report  on  "Licensure  and  Related 
Health  Personnel  Credentialing”  has 
been  announced  by  Health,  Education, 
and  Welfare  Secretary  Elliot  L. 
Richardson.  This  report  identifies 
major  problems  associated  with  licen¬ 
sure,  certification,  and  accreditation  of 
allied  health  personnel  and  makes  spe¬ 
cific  recommendations  as  previously 
requested  by  Congress. 

The  first  recommendation  urges  a 
two-year  moratorium  on  the  enactment 
of  legislation  establishing  new  ca¬ 
tegories  of  health  personnel.  A  second 
recommendation,  dealing  with  national 
examinations,  urges  the  use  of  such 


sociates  and  assistants,  so  that  the  bas 
one-year  curriculum  leads  to  a  medic; 
assisting  certificate  and  the  two-yet 
program  offering  advanced  courst 
leads  to  an  associate  degree.  Further  ir 
formation  may  be  obtained  by  cor 
tacting  AAMA,  One  East  Wacke 
Drive,  Chicago,  III.  60601. 


tests  already  extant  and  the  develop 
ment  of  new  proficiency  exams  fo 
other  categories  subject  to  licensure. 

The  report  encourages  increased  liai 
son  among  health  licensing  boards  am 
governmental  agencies  and  the  inclu 
sion  of  consumer  representatives  or 
licensing  boards.  It  also  urges  con 
tinued  competency  requirements  am 
new  concepts  of  institutional  licensure 

A  congressionally-chartered  public 
corporation  will  be  considered  tc 
promote  national  coordination  o 
accreditation.  A  feasibility  study  fora 
national  system  of  certification  for  ap¬ 
propriate  categories  of  health  personne 
will  be  made. 
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Health  Department  announces  appointments 


'he  appointment  of  Edward  R. 
Cldman  as  deputy  commissioner  of 
nital  retardation  and  acting  commis- 
s  ier  has  been  announced  by  Secre¬ 
te  of  Public  Welfare  Helene  Wohl- 
giuth. 

Je  was  formerly  deputy  executive 
doctor  of  the  Philadelphia  Associa- 
1 1  of  Retarded  Children  and  a 
n, nber  of  the  Mental  Retardation 
(Timunity  Council  of  Philadelphia, 
de  succeeds  Donald  H.  Jolly,  M.D., 
vo  has  been  named  director  of 
rearch  and  training  in  the  office  of 
rntal  retardation. 

vlr.  Goldman  holds  a  Master’s 
c;ree  in  government  administration 
fm  the  University  of  Pennsylvania. 
Vlrs.  Wohlgemuth  also  has  an- 
unced  the  acceptance  of  the  applica- 
tn  of  Alfred  C.  Kraft,  M.D.,  commis- 
<ner  of  medical  services  and  facilities 

(hest  Physicians 
tanor  state  M.D. 

The  American  College  of  Chest 
ysicians  will  honor  four  medical 
ichers  and  researchers  for  their  work 
the  cardiovascular  and  respiratory 


DR.  FORSTER 


:lds  at  the  college  Convocation  on  Oc- 
ber  27  during  the  Third  Scientific  As- 
mbly  in  Philadelphia. 

A  Pennsylvanian,  Robert  E.  Forster, 
.D.,  St.  Davids,  chairman  of  the 
epartment  of  Physiology  and  Isaac 
tt  professor  of  physiology  at  the  Uni- 
:rsity  of  Pennsylvania  School  of  Med- 
ine,  is  one  of  the  recipients. 

Dr.  Forster  is  a  member  of  the  car- 
ovascular  study  section  and  of  the 
eneral  Clinical  Research  Center 
ommittee  of  the  National  Institutes  of 
ealth  and  the  National  Advisory 
eart  Council. 


in  the  department,  for  appointment  ef¬ 
fective  Oct.  1 ,  to  the  position  of  medical 
research  director  at  the  South  Moun¬ 
tain  Restoration  Center,  in  Franklin 
County.  The  position  is  being  es¬ 
tablished  to  upgrade  state  services  for 
the  aged. 

Dr.  Kraft,  in  applying  for  the  new 
position,  said  other  responsibilities  in 
his  present  position  divert  the  time  and 
attention  he  wants  to  give  to  the  devel¬ 
opment  of  the  restoration  center  con¬ 
cept.  He  came  to  the  department  in 


1965  to  develop  such  a  program.  He 
has  been  in  his  present  position  since 
Nov.  15,  1968. 

The  Secretary  also  has  announced 
the  appointment  of  Benjamin  P.  Clark, 
M.D.,  formerly  superintendent  of 
White  Haven  School  and  Hospital, 
Luzerne  County,  to  the  post  of  superin¬ 
tendent  of  Laurelton  State  School  and 
Hospital,  Union  County.  The  White 
Haven  post  temporarily  is  being  filled 
by  Charles  M.  Pohl,  M.D.,  assistant  su¬ 
perintendent  of  clinical  services. 


Questions  about  economic  freeze? 
Answers  are  available  locally 


Questions  or  complaints  about  the 
wage-rent-price  freeze  are  being 
handled  by  existing  field  offices  of  the 
Internal  Revenue  Service  under  the  di¬ 
rection  of  the  U.S.  Office  of  Emergency 
Preparedness.  There  are  twenty-one 
such  offices  in  Pennsylvania  with  the 
Philadelphia  one  at  401  N.  Broad 
Street,  Pa.  19108,  serving  as  a  regional 
office.  The  other  twenty  offices,  listed 
alphabetically,  are: 

Allentown,  1 18  North  9th  Street,  Pa. 
18102;  Altoona,  1109  Twelfth  Street, 
Pa.  16601;  Beaver  Falls,  1501  Eighth 
Avenue,  Pa.  15010;  Bethlehem,  68  East 
Elizabeth  Avenue,  Pa.  1 801 8;  Chester, 
Fifth  and  Market  Streets,  Pa.  19013; 
Erie,  121  WestTenth  Street,  Pa.  16501; 
Greensburg,  East  Gate  Shopping 
Center,  Pa.  15601;  Harrisburg,  228 
Walnut  Street,  Pa.  17101;  Johnstown, 
Room  237,  Post  Office  Building,  Pa. 
15901;  Lancaster,  46  South  Duke 
Street,  Pa.  17082;  McKeesport,  337 
Shaw  Avenue,  Pa.  15132;  Norristown, 
1711  -A  Markley  Street,  Pa.  19401; 
Pittsburgh,  1000  Liberty  Avenue,  Pa. 
15222;  Pottsville,  420  North  Centre 
Street,  Pa.  17901;  Reading,  525 
Franklin  Street,  Pa.  19602;  Scranton, 

Diabetes  report  revealed 

Results  of  a  twelve-month  statewide 
diabetes  detection  program  have  been 
reported  by  Mildred  C.J.  Pfeiffer, 
M.D.,  director  of  the  division  of 
chronic  diseases  of  the  Pennsylvania 
Department  of  Health. 

A  total  of  173,500  were  tested  with 
1,461  possible  victims  being  referred  to 
private  physicians  for  further  study. 


125  North  Washington  Avenue,  Pa. 
18514;  Washington,  70  East  Beau 
Street,  Pa.  15301;  Wilkes-Barre,  Main 
and  South  Streets,  Pa.  18703; 
Williamsport,  322  Locust  Street,  Pa. 
17701;  and  York,  2801  Eastern 
Boulevard,  Pa.  17402. 

AABB  sets  standards 
for  donor  blood 

The  American  Association  of  Blood 
Banks  (AABB)  has  adopted  new  stand- 
dards  effective  October  1,  1971,  to 
require  the  testing  of  donor  blood  and 
blood  components  for  the  hepatitis-as¬ 
sociated  antigen. 

John  B.  Henry,  M.D.,  Syracuse, 
N.Y.,  president  of  AABB,  said  that 
costs  for  the  improvement  in  the  quality 
of  transfusion  service  may  amount  to 
several  million  dollars.  He  added  that 
“ways  probably  will  be  found  to 
increase  the  presently  20  to  30  percent 
effectiveness  of  these  tests  in  detecting 
carriers  of  hepatitis.” 

The  requirement  states  that  “all 
donor  blood  shall  be  tested  for  hepa¬ 
titis-associated  antigen  using  reagents 
and  technics  specified  by  the  Division 
of  Biologies  Standards,  or  proven  to 
have  equivalent  sensitivity  and  specifi¬ 
city.  The  blood  shall  not  be  used  for 
transfusion  unless  the  test  is  non-reac¬ 
tive.”  However,  blood  may  be  trans¬ 
fused  before  completion  of  the  test 
under  certain  emergency  conditions. 

At  the  association’s  annual  meeting 
in  Chicago  in  September  a  workshop, 
exhibits,  and  scientific  papers  on  the 
tests  will  be  presented. 


tCTOBER,  1971 
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book  review 


Clinical  Virology 


Clinical  Virology:  The  Evaluation  and  Management  of 
Human  Viral  Infections ,  by  Robert  Debre  and  Josette 
Celers,  871  pp„  125  illus.,  $38,  Philadelphia:  W.B. 
Saunders  Co.,  1970. 

As  stated  in  the  Foreword,  this  book  brings  together  in 
one  volume  comprehensive  information  pertaining  to 
clinical  virology.  Although  the  majority  of  the  58  contribu¬ 
tors  are  French,  the  authors  have  called  on  13  contributors 
from  8  other  countries.  The  arrangement  of  the  material  in 
the  book  by  the  anatomic  system  involved  provides  a  sound 
basis  for  assistance  to  the  clinician  in  the  management  of  in¬ 
dividual  cases.  By  the  same  token,  this  arrangement 
provides  an  orderly  approach  to  the  disease  entities  for  the 
medical  student  and  the  epidemiologist.  In  the  introduction, 
one  will  find  a  basic  science  course  in  virology,  which  the 
reviewer,  a  non-virologist,  finds  exceedingly  helpful. 

Tables  (74)  and  figures  ( 1 20)  are  used  to  summarize  in  an 
orderly  fashion  many  of  the  specific  points  made  in  the 
texts  of  the  various  chapters.  For  example,  in  the  introduc¬ 


tion  to  the  section  on  respiratory  viral  infections  are  tabl 
and  figures  which  summarize  the  clinical  syndromes  wi 
which  certain  viruses  have  been  shown  to  be  associated. 

Specific  detailed  instructions  as  to  the  collection  of  a 
propriate  specimens  for  laboratory  studies  are  included  ve 
helpfully  in  each  chapter  devoted  to  infections  responsib 
for  a  single  anatomic  system.  There  are  extensive  bibliogr; 
phies  to  and  including  reports  published  in  1 967,  with  a  fe 
references  as  recent  as  1969. 

The  rapidity  of  advances  in  virology  makes  it  almost  in 
possible  for  any  publication  not  to  be  out  of  date  by  th 
time  it  is  published.  Although  there  are  a  few  newer  deve* 
opments  which  are  not  included  in  the  book,  it  does  provid,  f 
an  excellent  comprehensive  source  of  information  for  mo;  l 
of  what  presently  is  established  about  viral  infections. 


W.D.  Schrack,  Jr.,  MT 


Division  of  Communicable  Disease 


Pennsylvania  Dept,  of  Healt 


EVENT: 


J.  Herbert  Nagler  Annual  Symposium  sponsored  by 
the  Philadelphia  Academy  of  General  Practice 


DATE: 

PLACE: 


Sunday,  November  7, 1 971  4  p.m. 


Holiday  Inn 

City  Avenue  and  Schuylkill  Expressway 
Philadelphia,  Pa. 


PROGRAM:  Specific  Program  to  be  announced. 

AAGP  Credit;  Four  Hours  Applied 


RESERVATION  REQUEST 

Please  detach  this  slip  and  return  with  your  check  NOT  LATER  THAN 
October  30,  1971.  Requests  received  after  that  date  will  be  honored 
only  as  space  is  available.  Fee  includes  dinner  and  program. 


Please  circle  applicable  category: 

MEMBER  Phila.,  AGP  Wife  of  Member 

($5.00)  ($10.00) 


Others 

($15.00) 


Program  Only:  Compliments  of  the  Academy 
Registration  Required 


Return  your  reservation  and  check  to: 

Joseph  H.  Simon,  M.D.  Program  Chairman 
Academy  Plaza  Medical  Center 
10101  Academy  Road 
Philadelphia,  Pa.  19114 


Ef¬ 


fic¬ 


iency 


Dicarbosil 


ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab¬ 
lets  in  12  rolls. 


o 


l 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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in  is  infected, 
►ropcn  to  infection 

ihoose  the  topieuls 
hat  give  your  patient- 

^road  antibacterial  activity  against 
jsceptibie  skin  invaders 
wn allergenic  risk— prompt  clinical  response 

special  Petrolatum  Base 

Scosponn  Ointment 

polymyxin  B-bacitracin-neomycin) 

ich  gram  contains:  Aerosporin®  brand  polymyxin  B  sulfate,  5000  units; 
nc  bacitracin,  400  units;  neomycin  sulfate  5  mg.  (equivalent  to  3.5  mg. 
eomycin.base);  special  white  petrolatum  q.  s. 

.!  tubes  of  1  oz.  and  Y2  oz.  for  topical  use  only. 

Vanishing  Cream  Base 

Neosporin-G  e« 

polymyxin  B-neomycin-gramicidin) 

■  ’  H»r 

ach  gram  contains:  Aerosporin®  brand  polymyxin  B  sulfate,  10,000 
jnits;  neomycin  sulfate,  5  mg.  (equivalent  to  3.5  mg.  neomycin  base); 
ramicidin,  0.25  mg.,  in  a  smooth,  white,  water-washable  vanishing 
ream  base  with  a  pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
etrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
iolyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
nethylparaben  as  preservative, 
h  tubes  of  15  g. 

IE0SP0RIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
mpetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
esult  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appn 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medi 
iterature  indicate  an  increase  in  the  prevalence  of  persons  allergic  ti 
leomycin.  The  possibility  of  such  a  reaction  should  be  borne  in  mind 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum 
lerforated.  These  products  are  contraindicated  in  those  individuals  who 
lave  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


Still  serving  •  •• 


Mi  I  town 

(meprobamate) 

WALLACE  PHARMACEUTICALS 
Cranbury,  N.J.  08512  *** 


With  QUI-A-ZONE  —  you  can  sedate  ef| 
fectively.  A  balanced  combination  of  short 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrate 
ing  tablet  —  sedation  is  provided  within  a  fei 
minutes  .  .  .  followed  by  sound  restful 
.  .  .  usually  without  morning  hangover.  Th^ 
four  barbiturates  in  QUI-A-ZONE  have  dua.| 
channels  of  elimination  (renal  and  hepatic)  tc 
lessen  metabolic  burden,  decrease  barbitu-| 
rate  retention,  and  minimize  depression. 


QUI-A-ZON 


WWWWftWWWWWW 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


You  can't  fell  a  redwood 
with  a  hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A  low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a  high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a  high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 

Theragran* 

High  Potency  Vitamin  Formula 

Theragran-M 

High  Potency  Vitamin  Formula  with  Minerals 


■/< 
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SQUIBB 


The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 

©  E  R.  Squibb  &  Sons,  Inc.  1970 
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I.  PYOGENS 

□  SMEAR  OR  MICRO 

□Culture 


II.  ACID  FAST  BACILLI 
□  SMEAR  Q  CULTURE 


III.  FUNGI 

□  SMEAR  □  CULTURE 
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B ACT  ERIOLOGY 


the 

choice  Is 
dear: 


Pyopen 

(sterile  disodium  carbenicillinj 


A.  serious  infection . . .  Pseudomonas,  confirmed 
by  pure  culture.  Fortunately,  the  strain  proves 
sensitive  to  carbenicillin  and  the  patient  is 
not  allergic  to  penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
For  the  treatment  of  Gram-negative  sepsis, 
there  are  no  reports  of  nephrotoxicity  or  • 

Dtotoxicity  with  Pyopen  therapy.  Its  effectiveness 
igainst  Ps.  aeruginosa  and  Proteus 
species  (particulary  indole-positive  strains) 
has  been  amply  confirmed  by  clinical  experience 
and  microbiologic  studies. 

Pyopen  is  a  product  of  Beecham,  the  com¬ 
pany  which  pioneered  most  of  today’s  semi¬ 
synthetic  penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof  of 
Dur  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT : 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  —  offering  valuable  teaching¬ 
learning  materials  and  an  added  measure  of 
personal  attention:  Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities. .  .A  Profile  of  Pseudomonas, 
a  monograph  for  the  clinical  microbiologist. . . 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  ( phone :  201-778-9000  ) . . . 
emergency  supply,  a  novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat¬ 
ment  of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru¬ 
ginosa,  Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon¬ 
strated  in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections:  severe  systemic  infections  and  septicemia; 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis):  soft  tissue  in¬ 
fections.  Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri¬ 
marily  in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms.  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include:  Gram-Negative  Organisms- 
Ps.  aeruginosa,  Proteus  mirabilis,  Pr.  morganii,  Pr.  rettgeri,  Pr.  vul- 
garis,  E.  coli,  Enterobacter  species,  Salmonella  species,  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms -Staph- 
ylococcus  aureus  (nonpenicillinase-producing),  Staph,  albus,  Diplo- 
coccus  pneumoniae,  Beta-hemolytic  streptococci,  and  Strepto¬ 
coccus  faecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy¬ 
lactic)  reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a  history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi¬ 
viduals  with  a  history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a  cephalosporin.  Before  therapy  with  a  penicillin,  careful  in¬ 
quiry  should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis¬ 
continuance  of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available.  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium;  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani¬ 
festations  appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a  hypersensitive  individual.  Administration:  Intramuscular  injec¬ 
tions  should  be  made  well  within  the  body  of  a  relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a  blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated.  Adverse  Reactions:  Hypersensitivity 
Reactions  —  Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  —  Nausea. 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto¬ 
penia,  leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  -gm/day),  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies-SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani¬ 
festations  of  renal  disorders  have  been  demonstrated.  Central  Nerv¬ 
ous  System  —  Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions—  Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri¬ 
tation  and  Thrombophlebitis  — particularly  when  undiluted  solution 
is  injected  directly  into  the  vein.  How  Supplied:  Available  in  1  Gm. 
and  5  Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


in  cardiac  edema 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

gets  the  water  out 


spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in¬ 
formation  in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se¬ 
rum  potassium.  Hypersensitivity  to  either  compo¬ 
nent.  Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup¬ 
plements  or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer¬ 
ation.  Hyperkalemia  (>5.4  mEq/L)  has  been  re¬ 
ported  in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as¬ 
sociated  with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par¬ 
ticularly  in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia¬ 
betics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con¬ 
comitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten¬ 
tion  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex¬ 
ceeded;  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi¬ 
ble  blood  dyscrasias,  liver  damage  or  other  idio¬ 
syncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam¬ 


terene,  sk&f).  Rarely,  leukopenia,  thrombocyto¬ 
penia,  agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar¬ 
rier  and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto¬ 
penia,  altered  carbohydrate  metabolism  and  pos¬ 
sibly  other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti¬ 
hypertensive  effects  may  be  enhanced  in  post¬ 
sympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten¬ 
tion,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau¬ 
tiously  in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak¬ 
ness,  dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 


Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a  subsidiary  of  Smith  Kline  &  French  Laboratories 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
:lass.  And  they  really  respond. 

She  has  another  plan  just 
:or  herself.  A  medication  plan 
:or  her  hypertension.  Ana  she's 
ilso  responding  beautifully. 

More  than  just  another 
mtihypertensive,  Ser-Ap-Es 
:an  be  a  whole  medication  plan 
:or  living  with  hypertension. 

Does  it  get  good  marks  for 
:omfort? 

Excellent.  Because 
3er-Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of each 
:omponent  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz- 
ng  side  effects.  However,  side 
effects  may  occur  (see  prescrib- 
ng  information). 

Designed  with  the  kidney 
n  mind? 

Hydralazine  maintains 
Dr  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
rerebral  vascular  tone.  And 
reserpine  has  beneficial  calm¬ 
ing  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her  " 
“homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline®  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

jL  reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenteral ly  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 
25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901  -2/4624-1  17 


she  has  a  plan 
that  works 
for  living  with 
hypertension 

Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


CIBA 


\bu  don't  build 
a  medical  building, 
or  a  hospital,  ^ 
a  group  practice  clinic 

or  extended 
care  facility 
without 
t  a  particular 
kind  of  expertise. 


We  aren’t  doctors  or  hospital  administrators, 
or  social  scientists,  but  if  you  were  to  take  a  survey 
of  the  various  kinds  of  knowledge  and  experience 
our  staff  can  bring  to  bear  on  a  health  facility 
building  project  or  problem,  we  think  you’d  be 
quite  impressed  with  the  range  and  depth. 

Our  expertise  is  in  getting  your  project  off  the 
planning  board,  completed,  occupied  and  operative. 

From  conceptual  planning,  site  selection, 
zoning  approval  and  purchase — to  architectural 
design,  engineering,  construction,  equipment 


specifications,  and  project  management — we  can 
provide  the  savvy  and  efficiency,  the  contacts  and 
help  with  the  arrangements  for  financing,  to  speed 
your  project— even  where  federal  or  local 
requirements  or  funding  are  part  of  the  picture. 

Whatever  the  stage  of  your  current  or  proposed 
medical  building,  you’ve  nothing  to  lose  and 
perhaps  a  great  deal  to  gain  by  talking  it  over 
with  us. 

Write  or  call  us  collect.  You’ll  find  us  interested, 
communicative  and  helpful. 


INLAND  STEEL  DEVELOPMENT  CORP. 

A  Subsidiary  of  Inland  Steel  Urban  Development  Corp. 

315  West  Gortham  Street,  Madison,  Wisconsin  53703  Phone  (608)  257-5675 


Facts 

about 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g.,  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
coliform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A  streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1  Gm.  every 
eight  hours  (1.5  to  3  Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administrate! 
Single  Doses  (250  mg.  to  1  Gm.)  to  Normal  Human  Volunteers  (S  i 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cepha 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supp/erm 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  wit 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hou 
after  a  500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceed* 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  modera 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  th< 
maximum  recommended  dosage  is  1  Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


"Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


acts  about  administration 

'=  following  guidelines  for  therapy  with 
hdine  are  recommended. 

[fore  Administration  of  Loridine 


Establish  susceptibility 
of  the  pathogen. 

Determine  patient’s  renal 
status;  Loridine  is  contraindicated 
in  azotemia. 

[ring  Administration  of  Loridine 
Maintain  proper 
nydration. 

Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and/or 
serum  creatinine. 

;Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

'Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4  Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1  to  3  Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1  Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


f  loridine  I.M. 

T  cephaloridine 


101553 


(Please  turn  page  for  prescribing  information.) 


*  cephaloridine 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti¬ 
ble  to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul¬ 
ture  and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail¬ 
able  before  antibiotic  treatment  of  gonor¬ 
rhea  is  given. 

Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C  DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI¬ 
CAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4  Gm.  daily  (see  Adverse  Reac¬ 
tions),  recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus¬ 
pected  impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos¬ 
pitalized.  If  impaired  renal  function  devel¬ 
ops  during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a  rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro¬ 
toxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer¬ 
ulonephritis  in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con¬ 
comitant  syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a  minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or¬ 
ganisms  not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc¬ 
cur,  take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a  positive 
Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3  percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a  rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A  few  instances  of  drug  fever  have 
been  reported. 

A  few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a  single  determination  when  other  param¬ 
eters  of  liver  function  were  normal,  and 
only  rarely  was  a  level  of  100  units  reached. 
In  a  few  cases,  similar  elevations  of  alka¬ 
line  phosphatase  were  found.  The  signif¬ 
icance  of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a  ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in.free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a  small  number  of  patients.  The  p 
sibility  of  this  complication  seems  to 
greater  in  seriously  ill  patients  given  m 
than  recommended  doses.  Acute  tubi  - 
necrosis  has  been  found  in  affected 
tients  coming  to  autopsy.  Rare  cases 
nausea  and  vomiting  have  occurred.  P 
in  association  with  intramuscular  inject 
was  noted  in  less  than  3  percent  of 
tients.  In  only  one  patient  in  a  series  j,, 
623  was  the  route  changed  on  this  accou  " 
Phlebitis  at  the  site  of  intravenous  inji  : 
tion  has  been  rare. 

Administration  and  Dosage:  Importan 
Before  administering  Loridine,  see  pat 
age  insert  for  details  on  dilution. 

Intramuscular  Injection  —  Loridine 
usually  injected  into  a  large  muscle  ma 

The  usual  adult  dosage  for  many  inft  . 
tions  of  moderate  severity  is  500  mg. 

1  Gm.  three  times  a  day  at  equally  spac 
intervals.  Milder  and  more  susceptil  s 
infections  have  been  treated  with  250  f 
500  mg.  given  two  or  three  times  a  d 
More  severe  infections  may  be  treat 
with  500  mg.  to  1  Gm.  four  times  a  di 
A  single  2-Gm.  dose  is  recommended 
the  treatment  of  acute  gonorrhea.  Ea  • 
syphilis  may  be  treated  with  500  mg.  tc 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  w 
high  doses  for  life-threatening  conditio  I 
has  been  reported,  it  has  been  shown  tf 
excessive  dosages  (above  4  Gm.  dail 
may  cause  serious  nephrotoxic  reactior 
For  this  reason,  Keflin®  (sodium  cephal 
thin,  Lilly)  may  be  preferred  when  dos  • 
larger  than  4  Gm.  daily  are  considered  I 
life-threatening  situations.  If  more  than 
Gm.  of  cephaloridine  is  injected  daily,  ti  1 
patient  should  be  under  close  clinic  : 
observation  for  changes  in  renal  functii 
or  be  hospitalized.  In  addition,  reduct 
dosage  should  be  employed  in  patier 
with  known  or  suspected  renal  impairmer 

In  children,  a  daily  total  of  30  to  ! 
mg.  per  Kg.  (15  to  25  mg.  per  pound) 
body  weight,  given  in  divided  doses,  h 
been  found  effective  for  mild  to  mode 
ately  severe  infections.  A  daily  total  of  1( 
mg.  per  Kg.  (50  mg.  per  pound)  of  bot 
weight  (not  to  exceed  recommended  adi 
doses)  may  be  needed  for  very  seve 
infections. 

Intravenous  Injection—  In  the  present 
of  extremely  serious  infections  (such  ; 
bacteremia)  or  when  any  infection  seen 
overwhelming,  intravenous  administratic 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  wii  i 
intramuscular  injection.  For  very  susce,1 
tible  organisms,  500  mg.  to  1.5  Gm.  p<l 
day  may  suffice;  for  less  susceptib  | 
organisms  and  for  serious  infections,  2 
4  Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (ceph 
loridine,  Lilly),  500  mg.,  5-ml.  siz 
rubber-stoppered;  1  Gm.,  10-ml.  siz 
rubber-stoppered.  iokJ 


Additional  information 
available  to  the  profession  I 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  462( 


PENNSYLVANIA 

MEDICINE 


m.d.'s  in  the  news 


The  Milton  S.  Hershey  Medical 
,’enter  of  Pennsylvania  State  Universi- 
/  has  announced  several  new  appoint- 
lents.  William  A.  Weidner,  M.D.,  has 
een  named  the  first  professor  and 
hairman  of  radiology.  He  is  a 
iplomate  of  the  American  Board  of 
Radiology,  a  fellow  of  the  American 
'ollege  of  Radiology,  a  member  of  the 
Radiological  Society  of  North  America 
nd  of  the  American  Society  of 
Jeuroradiology.  He  came  to  Hershey 
rom  the  University  of  Oklahoma 
yhere  he  was  professor  of  radiology 
.nd  associate  professor  of  medicine.  A 
econd  appointment  is  that  of 
Frederick  B.  Garner,  M.D.,  who  has 
>een  appointed  assistant  professor  of 
jediatrics.  He  was  chief  of  pediatrics  at 
he  U.S.  Public  Health  Service  Hospital 
n  Norfolk. 

The  University  of  Pittsburgh  School 
)f  Medicine  has  promoted  Klaus  M. 
Iron,  M.D.,  to  professor  of  radiology 
rom  assistant  and  associate  professor. 
Dr.  Bron  is  also  director  of  vascular 
•adiology  at  Presbyterian-University 
hospital,  Pittsburgh,  and  a  consultant 
n  vascular  radiology  to  Children’s 
rlospital,  Magee-Womens  Hospital, 
ind  the  VA  Hospital,  all  of  Pittsburgh. 

Hahnemann  Medical  College  and 
Hospital  has  named  Henry  L.  Price, 
M.D.,  Philadelphia,  professor  and 
:hairman  of  its  newly  formed  depart¬ 
ment  of  anesthesiology,  which  was 
previously  a  division  of  the  department 
of  surgery.  He  was  formerly  professor 
of  anesthesiology  at  the  University  of 
Pennsylvania  Medical  School  and  at 
Temple  University  School  of  Medicine. 

Friends  Hospital,  Philadelphia,  has 
selected  Jan  W.  Dieff,  M.D.,  of  Wayne, 
as  senior  staff  psychiatrist.  He  was  chief 
of  adult  services  at  the  Montgomery 
County  Mental  Health  Center  from 
1965-69  and  medical  director  of  the 
Pottstown  Area  Mental  Health  Center 
in  1970. 

York  Hospital  has  named  Philip  L. 
Roseberry,  M.D.,  York,  associate  coor¬ 
dinator  of  the  Family  Practice  Center, 
York  Hospital’s  three-year  postgradu¬ 
ate  education  program  for  family  prac¬ 
tice  residents.  One  of  the  second  year 
students  in  the  program,  William  E. 
Noller,  M.D.,  has  won  the  Mead 


Johnson  $1,200  Award  for  his  graduate 
education  in  family  practice. 

Westmoreland  Hospital  has  named 
Pascal  D.  Spino,  M.D.,  Greensburg,  as 
president  of  the  medical  staff.  He  is  also 
a  member  of  the  medical  staff  and  in¬ 
structor  in  pediatrics  at  Children’s  Hos¬ 
pital,  Pittsburgh. 

Geisinger  Medical  Center  has  named 
as  a  new  associate  Kenneth  E.  Quickel, 
Jr.,  M.D.,  Harrisburg.  He  is  associate  in 
internal  medicine,  specializing  in  en¬ 
docrinology. 

William  A.  Buchheit,  M.D.,  Phila¬ 
delphia,  and  Reverend  Seraphin  J. 
Conley,  Catholic  chaplain,  have  joined 
the  staff  on  rotation  of  S.S.  Hope,  now 
in  Kingston,  Jamaica. 

Louis  A.  Soloff,  M.D.,  Philadelphia, 
professor  of  medicine  and  consultant  in 
cardiology  at  Temple  University 
Health  Sciences  Center,  has  been 
awarded  the  first  Blanche  P.  Levy  Dis¬ 
tinguished  Service  Professorship  in  rec¬ 
ognition  of  a  faculty  member  who  has 
made  significant  contributions  to  the 
university  and  the  community  in  his 
field. 

Hartwig  Kuhlenbeck,  M.D.,  Ph.D., 
Philadelphia,  was  named  emeritus 
professor  of  anatomy  at  the  Medical 
College  of  Pennsylvania.  Dr.  Kuhlen¬ 
beck  plans  to  spend  his  retirement  com¬ 
pleting  the  final  two  volumes  of  a  five- 
volume  series  entitled  “The  Central 
Nervous  System  of  Vertebrates.”  The 
first  three  volumes  of  the  series  have  al¬ 
ready  been  published. 

Robert  D.  Strauss,  M.D.,  Abington, 
has  joined  the  staff  of  Allentown  Gen¬ 
eral  Hospital  and  Sacred  Heart  Hospi¬ 
tal  in  Allentown.  He  will  continue  on 
the  teaching  staff  at  Temple  University 
Health  Sciences  Center  as  an  instructor 
in  diseases  of  the  ear,  nose,  and  throat 
and  will  practice  privately  in  Allen¬ 
town. 

Herbert  Silverstein,  M.D.,  former  as¬ 
sistant  professor  at  the  Massachusetts 
Eye  and  Ear  Hospital,  Harvard  Univer¬ 
sity,  has  moved  to  Philadelphia  and  will 
be  in  practice  with  Drs.  David  Myers, 
Woodrow  D.  Schlosser,  Robert  J. 
Wolfson,  and  Eugene  N.  Myers.  He  has 
joined  the  staff  of  Presbyterian-Univer¬ 
sity  of  Pennsylvania  Medical  Center. 

Jerome  Miller,  M.D.,  Philadelphia, 


of  J.F.  Kennedy  Memorial  Hospital, 
won  honorable  mention  at  the  AMA 
meeting  in  Atlantic  City  for  his  exhibit 
entitled  “Corticosteriod  Therapy  in 
Allergic  Diseases:  Three-Pronged  Ap¬ 
proach.” 

Stanley  Druckenmiller,  M.D.,  Lans- 
ford,  has  been  honored  by  the  Panther 
Valley  Chamber  of  Commerce  with 
presentation  of  the  Chamber’s  Out¬ 
standing  Citizenship  Award.  Dr. 
Druckenmiller  recently  retired  after 
serving  his  community  for  fifty-eight 
years. 

The  Heart  Association  has  an¬ 
nounced  election  of  officers  in  several 
divisions.  The  Southeastern  Pennsyl¬ 
vania  division  elected  John  Helwig,  Jr., 
M.D.,  Glenside,  chief  of  the  car¬ 
diovascular  section  of  Germantown 
Hospital,  as  president  and  Peter  T. 
Kuo,  M.D.,  Bala  Cynwyd,  as  president¬ 
elect..  In  the  Northcentral  Division, 
Francis  P.  Sayers,  M.D.,  Selinsgrove, 
was  elected  chairman  of  the  board.  The 
Northwestern  division  reported  the 
selection  of  Joseph  G.  Piroch,  M.D., 
Meadville,  for  the  presidency.  He  is  an 
internist  and  cardiologist  who  will  con¬ 
duct  a  cardiac  screening  program  to 
study  70,000  males  aged  25  to  50  in  the 
chapter  area.  The  Pennsylvania  High¬ 
lands  Heart  Association  elected  Paul  R. 
Wollslayer,  M.D.,  Meyersdale,  as  its 
president  for  the  coming  year. 

William  R.  O’Brien,  M.D.,  Glad- 
wyne,  was  installed  as  president  of  the 
Philadelphia  Psychoanalytic  Institute 
recently.  Dr.  O’Brien  is  chief  of  the 
Medical  College  of  Pennsylvania 
(MCP)  psychiatric  section  as  well  as 
clinical  associate  professor  of  psychia¬ 
try  and  neurology.  New  president-elect 
of  the  institute  is  Robert  C.  Prall,  M.D., 
Merion,  clinical  professor  of  child  psy¬ 
chiatry  and  director  of  the  MCP  psy¬ 
chiatry  residency  training  program. 

Fred  H.  Harrison,  M.D.,  Connells- 
ville,  retired  on  July  1  after  practicing 
for  fifty-five  years.  He  served  for  many 
years  as  otolaryngologist  at  the  Con- 
nellsville  State  Hospital.  Dr.  Harrison 
is  a  life  member  of  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology,  the  Pacific  Coast  Oto- 
Ophthalmological  Society,  and  the 
American  College  of  Surgeons. 
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cardiovascular  brief 


Anesthesia  in  Patients  with  C-V  Disease 

Part  1 


James  M.  Fenstermacher,  M.D., 
Director  of  Anesthesiology,  Reading 
Hospital,  Reading,  Pennsylvania,  is 
questioned  by  William  G.  Leaman,  Jr., 
M.D. 

What  are  the  effects  of  anesthetics  on 
the  cardiovascular  system? 

All  potent  anesthetic  and  hypnotic 
agents  have  a  direct  myocardial 
depressant  action.  However,  stimula¬ 
tion  of  the  sympathetic  nervous  system 
by  inadequate  analgesia,  hypercarbia 
or  hypoxia  will  counter,  at  least  tran¬ 
siently,  the  depressant  effects  of  anes¬ 
thetic  agents.  On  the  other  hand,  this 
sympathetic  stimulation  may  precipi¬ 
tate  cardiac  arrhythmias,  especially  in 
the  presence  of  reduced  serum  potassi¬ 
um  or  digitalis  overdosage.  Most  po¬ 
tent  anesthetic  agents  are  primarily 
vagolytic,  thus  exposing  the  heart  to 
autonomic  imbalance  with  sympathet¬ 
ic  dominance,  if  not  overactivity.  A 
generalized  vasodilation  and  reduction 
in  the  venous  return  associated  with 
halothane,  methoxyfluorane,  and  nar¬ 
cotic  tranquilizer  technics  decrease 
cardiac  work,  primarily  by  lowering 
the  peripheral  resistance.  The  venous 
return  then  may  be  augmented  by  an 
infusion  of  5  percent  dextrose  in  lac- 
tated  Ringer’s  solution.  In  this  manner 
the  cardiac  output  is  maintained  and 
organ  perfusion  is  adequate. 

What  is  the  effect  of  the  anesthetic  on 
other  organs  and  organ  systems? 

Almost  all  anesthetic  technics  are 
associated  with  a  reduction  in  renal 
and  hepatic  blood  flow.  Cardiac  and 
pulmonary  function  are  so  closely 
related  that  the  anesthesia  may  lead  to 
a  disturbance  in  perfusion  and  ventila¬ 
tion  of  the  lungs,  as  well  as  an  increase 
or  decrease  in  pulmonary  vascular 
resistance. 

Will  you  comment  on  the  technics  we 
should  observe  in  the  preparation  of 


the  cardiac  patient  for  anesthesia? 

Judicious  sedation  of  all  cardiac  pa¬ 
tients  prior  to  operation  is  a  “must.” 
Anxiety  markedly  increases  cardiac 
work,  can  precipitate  angina  pectoris 
and  adds  to  the  drug  load  necessary  to 
induce  anesthesia.  The  use  of  relatively 
small  doses  of  hydroxizine  and 
meperidine  one  hour  prior  to  the  in¬ 
duction  of  anesthesia  usually  gives  us  a 
quiet  patient  without  excessive  met¬ 
abolic  depression. 

What  about  the  use  of  spinal  anesthe¬ 
sia  in  cardiac  patients? 

Low  spinal  anesthesia  (T8  or 
below),  using  relatively  small  doses  of 
tetracaine  in  dextrose  is  very  con¬ 
venient,  safe,  and  well  tolerated.  This 
type  of  anesthesia  is  good  for  low  ab¬ 
dominal  (hernia  and  related)  problems. 
It  is  also  useful  in  urogenital  and  lower 
extremity  orthopedic  surgery  that  can 
be  performed  in  the  supine  or  litho¬ 
tomy  position.  Spinal  anesthesia  offers 
the  greatest  extent  of  anesthesia  for  the 
lowest  total  drug  load. 

Will  you  comment  further  on  positions 
suitable  for  the  cardiac  patient  at 
operation? 

As  a  general  rule,  patients  suffering 
from  cardiac  or  cardio-pulmonary 
disease  do  not  tolerate  the  prone  or 
hyperflexed  lateral  positions.  In  such 
instances,  as  well  as  for  upper  or  deep 
abdominal,  thoracic  vascular,  most 
neurosurgical  and  virtually  all  head 
and  neck  surgical  procedures,  general 
endotracheal  anesthesia  is  indicated. 

Do  you  have  any  additional  comments 
on  the  type  of  anesthesia  to  choose  for 
cardiac  patients? 

Since  narcotic  or  narcotic  tranquil¬ 
izer  mixtures  do  not  reduce  cardiac 
output  when  given  with  judicious  re¬ 
straint  but  do  reduce  metabolic 


demand  and  cardiac  work,  these 
agents,  at  least  at  present,  appear  to 
offer  the  safest  base  on  which  to  build 
a  general  anesthetic.  Additional  anes-  i 
thesia  can  be  provided  by  giving  ; 
varying  concentrations  of  inhaled  ni¬ 
trous  oxide  up  to  a  70  percent  mixture.  \ 
Muscle  relaxation  required  to  produce  \ 
a  smooth  surgical  procedure  can  be 
obtained  by  the  use  of  intermittent  or 
continuous  succinylcholine  infusion  or 
by  giving  tubocurarine.  These  muscle 
relaxants  do  not  have  any  cardiac  ef¬ 
fect. 

Are  any  additional  procedures  needed 
to  insure  a  smooth  operative  course  for 
cardiac  patients? 

At  the  termination  of  the  operation, 
the  respiratory  depressant  effects  of 
the  narcotic  may  be  reversed  by  using 
an  intravenous  narcotic  antagonist  I 
leading  to  early  awakening  and  ade-  | 
quate  respiratory  exchange.  Finally,  let 
me  add  that  every  effort  should  be 
made  to  avoid  the  use  of  halothane, 
ether,  methoxyflurane  and  cyclopro¬ 
pane  because  of  their  cardiodepressant 
and  arrhythmic  effects.  Fortunately 
patients  with  serious  heart  disease 
usually  require  less  of  the  anesthetic 
agent  to  provide  operating  conditions. 

What  ancillary  medical  problems  may 
complicate  the  anesthetic  management 
of  the  cardiac  patient? 

Uncontrolled  diabetic  acidosis  in  a 
patient  with  an  acute  surgical  ab¬ 
domen  is  not  an  uncommon  problem. 
Prompt  intravenous  treatment  of  the 
acidosis  and  correction  of  the  as¬ 
sociated  serum  electrolyte  abnormality 
are  of  paramount  importance. 

William  G.  Leaman,  Jr.,  M.D., 
edited  this  Brief  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa¬ 
tion. 
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the  american  college  of  chest  physicians 

invites  you  to  learn  about 

Respiratory  and  Cardiovascular  Care:  The  Clinician’s  Challenge 
- \  at  its 


^ONOR  LECTURESHIPS 

Tinsley  R.  Harrison.  M.D. 

College  Medalist 
Averill  A.  Liebow,  M.D. 

Honorary  Fellow 
Hermann  Rahn,  Ph.D. 

\uis  Mark  Memorial  Lecture 
Robert  E.  Forster,  M.D. 
Distinguished  Lecturer 
in  Physiology 


SESSION  SIDELIGHTS 

ientific  and  Technical  Exhibits 
Fireside  Conferences 
Round-Table  Luncheons 
Television  Clinics 
Sunrise  Sessions 
Motion  Picture  Clinics 


THIRD  FALL  SCIENTIFIC  ASSEMBLY 
(37th  Annual  Meeting) 

Monday  through  Thursday 
October  25-28,  1971 

Sheraton  Hotel 
Philadelphia,  Pennsylvania 


-The  Airway 
-Incipient  Lung  Disease 
-Clotting  in  Heart  and  Lung 
-Assessment  of  Heart  Chambers 
and  Regurgitant  Factors 


Major  Symposiums 

-Arrhythmias:  Primary,  Respira¬ 
tory,  Metabolic 
-Coronary  Artery  Disease: 
Medical  or  Surgical  Manage¬ 
ment? 


-Cardiorespiratory  Intensive 
Care 

-Temporary  Lung 
-It's  New— Is  It  Good? 


Original  Clinical  Research  Papers 


-Myocardial  Revascularization 
-Electrocardiography 
-Diagnosis  and  Treatment  of  Pulmonary 
Diseases 
-Lung  Function 
-Selected  Pulmonary  Topics 
-Obstructive  Ventilatory  Disease 


-Thoracic  Surgery 
-Selected  Cardiology  Topics 
-Coronary  Arteriography 
-Cardiovascular  Function 
-Therapeutic  and  Diagnostic  Concepts 
-Valvular  Surgery 


Special  Teaching  Sessions 

Tutorial  Sessions:  An  Hour  with  a  Clinician — Teacher 
Demonstrations  of  Techniques  in  Physical  Diagnosis 
Ask  the  Expert  in  X-rays  and  ECG 
Clinic  Visits 


Evening  Scientific  Seminars: 


Workshop  on  Self-Instruction 
in  Medical  Education: 

Symposium  on  Team  Care: 


Workshops  and  Seminars 

Practical  presentations  on  topics  of  urgent  clinical  appeal  in  En¬ 
vironmental  Health,  Cardiovascular  Surgery,  Pulmonary  Physiology 
and  Hypertension 

Conference  on  Biomedical  Signal  Processing  and  Spectrum  Analysis 

To  develop  techniques  for  gaining  maximum  participation  in  the 
learning  process  (All  day  Monday) 

An  all-day  Monday  session  for  nurses,  clinical  specialists,  senior 
inhalation  and  chest  therapists. 


Genera!  Arrangements  Chairman,  Peter  A.  Theodos,  M.D.  Program  Chairman,  Peter  V.  Moulder,  M.D. 


For  Advance  Registration  and  detailed  program  information,  write  to: 

The  American  College  of  Chest  Physicians/  1 12  East  Chestnut  Street/ Chicago,  ill.  6061  1 


The  treatment  of 


n 


impotence 


STOOV 


due  to  androgenic  deficiency  in  the  American  male. 


The  Treatment  of  Impotence 


with  Methyltestosterone  Thyrot 


as  effective  therapy. 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4  strengths: 

Android  Android-HP 


Androld-X  Android-Plus 


Each  yellow  tablet  contain s: 
Methyl  Testosterone  .  .2.5  mg. 
Thyroid  Ext. (1/6  gr.)  ..10  mg. 

Glutamic  Acid  .. . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  .  .5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  ...  30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL . .10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  .. .  .64  mg. 

Glutamic  Acid  . ...50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
BC0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  .  .2.5  mg 
Thyroid  Ext.  ('/»  gr.)  ..  .15  mg 
Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  . 25  mg 

Glutamic  Acid  . 100  mg 

Pyridoxine  HCI . 5  mg 

Niacinamide  . 75  mg 

Calcium  Pantothenate  .  10  mg 

Vitamin  B-12  . 2.5  meg 

Riboflavin  ........... .5  mg 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60.  500. 


Double-Blind  Study  and  Type  of  Patient 

100  patients  suffering  from  impotence  | 
the  patients  receiving  the  active  medicai 
(Android)  a  favourable  response  was  si 
in  78%.  This  compares  with  40% | 
placebo.  Although  psychotherapy  is  ii. 
cated  in  patients  suffering  from  functici 
impotence  the  concomitant  role  of  che 
therapy  (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cirdi 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism,  Occa 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  T 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  heat 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congeitirt 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  pi 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discom 
as  soon  as  hypercalcemia  is  detected. 


Roferoncoo:  1.  Montooano,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestos 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  imp. 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  0.  K.,  and  Galfaghe 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr . 
1959.  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermalog 
J  Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  6.  E.  United  States  Dispensatory  (ed.  25).  LippincotL 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 
III.,  1959,  pp.  79-99. 


(100  patients  —  Double  Blind  si 
T.  Jakobovits 

Fertility  and  Sterility,  January  i 
Official  Journal  of  the 


The  concept  of  chemotherapy  plus  the 
physician's  psychological  support  is  confirmed 


Write  tor  literature  and  samples:  (bri^Q^  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A  Gentle  Cerebral  Stimulant  and  Vasodilator 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,,  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole. 

Nicotinic  Acid . 

Ascorbic  Acid . 

Thiamine  HCI . 

1-Glutamic  Acid... 

Niacinamide . 

Riboflavin . 

Pyridoxine _  . 


.100  mg. 
100  mg. 
100  mg. 
.  25  mg. 
.  50  mg. 
.  5  mg. 

2  mg. 

3  mg. 


DOSAGE:  One  capsule  f.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8  oz.  bottle*. 


CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples.. 


REFER  TO 


/  aonlYVm  THE  BROWN  PHARMACEUTICAL  CO. 

VH!15ulibiAr2500W.6thSt.ILosAngeles)Calif.90057 


Write  for  Product  Catalog 


I 


Change  this  word  in 
four  vocabulary  and  your  patient 
will  get  an  Upjohn  product 
and  a  low  price. 


A71-1585 

5 1971  The  Upjohn  Company 


E-Mycin®  available  in  250  mg  tablets. 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 
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cancer  forum 


Rehabilitation  of  the  Stoma  Patient 


Most  promising  and  encouraging 
has  been  the  emergence  of  the  enteros¬ 
tomal  therapist  as  a  new  paramedical 
aide.  Started  about  ten  years  ago  as  an 
experimental  project,  there  are  now 
sixty-five  men  and  women  certified  in 
this  specialty.  They  are  trained  at  one 
of  three  centers:  Cleveland  Clinic, 
Cleveland,  Ohio;  Ferguson  Clinic, 
Grand  Rapids,  Mich.;  and  Harrisburg 
Hospital,  Harrisburg.  Trainees  are 
mainly  nurses  with  a  special  interest  in 
these  patients.  After  their  training  is 
completed  they  can  function  in  many 
ways.  As  resource  people  for  the  Medi¬ 
cal  and  O-R  Staffs  they  can  call  atten¬ 
tion  to  modern  and  new  equipment 
and  appliances.  As  part  of  the  con¬ 
tinuing  education  program  they  help 
hospital  personnel  keep  abreast  of  new 
developments.  They  can  be  helpful  to 
the  social  worker  in  planning  the  pa¬ 
tient’s  transition  from  hospital  to  home 
and  work  situation.  Finally  the  patient 
has  access  to  one  highly  skilled  in  the 
problems  that  are  strange,  embarras¬ 
sing  and  frightening. 

Not  every  hospital  has  sufficient 
need  to  employ  its  own  full  time  en¬ 
terostomal  therapist.  It  has  been  es¬ 
timated  that  an  institution  should  have 
eight  to  ten  stoma  patients  per  week  to 
make  it  feasible.  Hospitals  with  lesser 
case  loads  can  serve  their  stoma  pa¬ 
tients  by  arranging  with  a  therapist  to 
consult  regularly  in  setting  up  a  stoma 
program.  Thus  by  being  mobile,  an  en¬ 
terostomal  therapist  can  have  a 
regional  impact  on  stoma  care. 

The  recent  Conference  on  Cancer  of 
the  Colon  and  Rectum  called  attention 
again  to  the  problems  facing  stoma  pa¬ 
tients.  It  is  estimated  that  86,000 
stomas  are  created  annually  in  the  Unit¬ 
ed  States.  All  of  them  need  training  in 
self-care  in  addition  to  help  with  other 
problems  due  to  their  disease  and  social 
situations.  Until  recently  the  type  of 
help  available  left  much  to  be  desired. 
The  development  of  ostomy  self-help 
groups  about  twenty  years  ago  were  a 


reflection  of  this  need,  and  at  present 
there  are  more  than  a  hundred  such 
groups  in  active  existence. 

Every  hospital  can  establish  a  Stoma 
Rehabilitation  Clinic.  Here,  in  the  First 
post-operative  year,  the  patient  can  be 
taught  self-care,  the  proper  manage¬ 
ment  of  the  stoma  and  the  associated 
appliances.  They  can  be  taught  proper 
care  of  the  skin  and  the  avoidance  of 
skin  problems  as  well  as  the  control  of 
odor  and  gas.  In  addition  they  would 
be  taught  basic  diet  control  and  given 
emotional  support. 


Later  the  clinic  classes  wouli 
provide  additional  information,  fur 
ther  reassurance  would  be  given  a 
needed  and  the  patients  would  b 
brought  up  to  date  on  new  equipment 
Such  clinics  would  always  be  available 
for  crisis  problems  such  as  fistula!  i 
hemorrhage,  prolapse  and  others. 

As  we  put  more  emphasis  on  th  7 
quality  of  survival  of  the  cancer  pa 
tients  such  paramedical  help  as  the  en  1 
terostomal  therapist  becomes  an  essen 
tial  element  in  any  rehabilitation  pro 
gram. 


“NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER",  a  half-hour  film  in 
color,  has  been  released  by  the  American  Cancer  Society,  as  a  valuable  education 
tool  for  nurses.  The  film  demonstrates  nursing  procedures  used  with  patients  who 
have  experienced  laryngectomy,  tracheotomy,  colostomy  or  cystectomy.  In  this  scene 
from  the  film,  the  nurse  is  irrigating  the  patient’s  colostomy.  Later  the  patients  learn  to 
do  this  themselves. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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iprigg  Subber  Awtubb  Widder 

codes  hayfeber  allerdgies  “flu” 


relieve  them  all  with 


all  -  season 


10  ACTIVE  COMPONENTS 

93  “four  season”  sufferers  dependable  relief 

(orpheniramine  Maleate  dries  runny  noses  and  eyes,  quiets 
s  ezing,  wheezing,  soothes  itching  and  reduces  postnasal  drip — 
£ >vith  a  particularly  low  index  of  side  effects  such  as  drowsiness, 
hudoephedrine  HCI:  decongests  throughout  entire  respiratory 
t;t,  opening  nasal  passages,  dilating  bronchioles,  relaxing 
'  jht  chest” — as  effectively  as  ephedrine,  but  with  much  less 
(S  or  cardiovascular  stimulation. 

(IMPOSITION:  Each  tablet  or  10  cc.  (2  teaspoonsful)  of  liquid 


ntains: 

(  orpheniramine  Maleate .  4  mg. 

hudoephedrine  HCI  . 1 . 25  mg. 

Each  Isoclor  Timesule  contains: 

(lorpheniramine  Maleate . 10  mg. 

hudoephedrine  HCI  . 65  mg. 


I  a  special  pellet  form  providing  both  prompt  and  sustained  effect. 
3ICATIONS:  For  relief  of  upper  respiratory  and  bronchial  con- 
! stion  associated  with:  the  common  cold,  hay  fever  and  aller- 
« is,  sinusitis,  influenza,  and  vasomotor  and  allergic  rhinitis. 
)NTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sym¬ 


ISOCLOR 

timesule®  tablet  liquid 


pathomimetic  agents.  Severe  hypertension  or  severe  cardiac 
disease. 

PRECAUTIONS:  Use  with  caution  in  patients  with  hyperthyroid¬ 
ism.  Patients  susceptible  to  the  soporific  effects  of  chlorphenira¬ 
mine  should  be  warned  against  driving  or  operating  machinery 
should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100;  Liquid:  Pints  and  gallons; 
Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1  q.  3-4  h. 

2  tsp.  q.  3-4  h. 

1  q.  12  h. 

Children  6-12  years 

1  tsp.  q.  3-4  h. 

40-50  pounds 

%- 1  tsp.  q.  3-4  h. 

30-40  pounds 

V2-3/4  tsp.  q.  3-4  h. 

20-30  pounds 

V4-V2  tsp.  q.  3-4  h. 

15-20  pounds 

V8-V4  tsp.  q.  3-4  h. 

A 
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ARNAR-STONE  LABORATORIES,  INC. 

Mount  Prospect,  Illinois,  U.S.A.  60056 
Subsidiary  of  American  Hospital  Supply  Corporation 
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Wisdom  in  the  wilderness 


The  crusading  efforts  of  the  Pennsylvania  Insurance 
Department  to  effect  changes  in  the  health  care  field  has 
caused  considerable  public  concern  in  the  Commonwealth. 
The  call  for  change  is  based  on  a  compilation  of  criticisms 
leveled  at  physicians  and  hospitals  for  a  number  of  years. 

The  news  media  have  dramatized  such  criticism  and  have 
created  a  public  image  of  those  involved  in  medical  care  as 
showing  a  total  lack  of  concern  for  the  patient  or  his  pocket- 
book. 

In  a  recent  bulletin  of  the  Insurance  Department  there  ap¬ 
peared  an  article  entitled,  "From  The  Desk  Of  Commissioner 
Dennenberg.”  It  said  in  part: 

"The  Pennsylvania  Insurance  Department  in  the  last  four 
months  has  run  head  long  into  a  line  of  unreasonable  people. 
We’ve  encountered  hospitals,  doctors,  insurance  companies, 
Blue  Cross  plans,  auto  manufacturers,  and  all  too  often  these 
groups  seem  to  be  unreasonable,  at  least  to  us. 

"This  led  me  to  ask  one  of  my  staff  whether  perhaps  there 
was  something  wrong  with  us  rather  than  those  sitting  across 
from  us  at  the  conference  table.  One  of  my  assistants  replied  - 
‘Yes,  there  is  something  wrong  with  us —  We  want  change.' 

"Change  does  not  come  easily  and  this  is  true  of  hospital 
care  as  well  as  the  other  areas  of  concern  of  the  Insurance 
Department.  The  special  interest  groups  still  manage  to 
thwart  needed  change,  obviously  needed  change  and  urgently 
needed  change. 

"The  automobile  manufacturers  still  indulge  in  what 
Ralph  Nader  called  criminal  fraud  in  selling  the  public  un¬ 
reasonably  delicate  and  unsafe  automobiles.  Despite  all  the 
publicity,  all  the  pressure,  all  the  pleas,  and  all  the  press,  the 
1971  models  are  even  more  delicate  than  the  1970  models. 
More  durable  automobiles  would  cut  the  sales  of  the  auto 
manufacturers,  so  perhaps  it  is  too  much  to  expect  them  to 
act  against  their  economic  interest. 

"The  trial  lawyers  are  intent  upon  clinging  to  a  legal 
system  for  auto  accidents  that  produces  delay,  waste,  inef¬ 
ficiency,  fraud,  inequity  and  disaster  for  virtually  every 
group  in  our  society —  except  the  trial  lawyers.  Change  will 
not  come  under  the  sponsorship  of  the  trial  lawyers,  but  in 
spite  of  them.  No-fault  hits  the  bar  in  the  breadbasket,  so 
perhaps  it  is  too  much  to  ask  that  the  bar  would  voluntarily 
make  changes  that  could  adversely  affect  their  billion  dollar 
auto  injury  business.  Twenty-five  percent  of  the  auto  bodily 
injury  premium  dollar  goes  their  way,  for  claims  adjustment 
expenses  or  legal  fees,  and  they  are  likely  to  resist  any  ar¬ 
rangement  that  will  cut  that  share. 

"The  hospitals  and  the  doctors  also  seem  firmly  lined  up 
against  change.  The  only  solution  of  many  of  the  hospitals 
seems  to  be  more  money,  not  more  efficiency;  more  expendi¬ 
tures,  not  better  quality  patient  care;  bigger  budgets,  not 
more  care  for  more  people.  Hospitals  are  not  eagerly 
embracing  schemes  to  cut  their  budgets  or  restrict  or  even 
monitor  their  operations. 

“Nor  are  the  doctors  likely  to  voluntarily  bring  about 
needed  change.  They  now  are  in  the  best  of  all  possible 


worlds.  Demand  exceeds  supply  and  the  doctors  can  call  thei 
own  shots.  The  American  Medical  Association  is  the  classic 
example  of  a  special  interest  group  whose  vast  political  influ 
ence  permits  it  to  work  against  the  public  interest  and  agains 
needed  change.  The  medical  monopoly  is  a  cruel  task  mastei 
and  an  expensive  one. 

"Change  will  not  come  to  pass  without  a  battle,  but  it  is  < 
battle  the  public  must  fight.  Consumerism  is  most  urgently 
needed  in  the  hospitals  and  in  the  offices  of  doctors  as  well  asP 
in  other  places  which  have  a  direct  and  profound  impact  or 
the  business  of  insurance. 

"We  intend  to  make  change  in  the  public  interest  while 
protecting  the  legitimate  interests  of  all  persons  involved.  We 
ask  for  your  help  and  your  ideas  in  this  endeavor.” 

After  having  read  this  article,  I  recalled  the  words  ol 
Marcel  Proust  in  his  Remembrance  of  Things  Past:  "We  are 
not  provided  with  wisdom,  we  must  discover  it  for  ourselves, 
after  a  journey  through  the  wilderness  which  no  one  else  can 
take  for  us,  an  effort  which  no  one  can  spare  us,  for  our 
wisdom  is  the  point  of  view  from  which  we  come  at  last  to 
regard  the  world.” 

If  the  Insurance  Department,  with  its  myriad  problems,  is 
still  wandering  in  the  wilderness,  let  us  hope  it  comes  at  last, 
and  soon,  to  that  wisdom  Proust  promises. 


DAS 


COME-  ou  HARRY...  THIS  ISN'T  BEING  BROADCAST-  \ 
ONLY  RECORDED. 
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Anony  E.  Maas,  M.D. 

As::iate  Pathologist 
Hamburg  Polyclinic  Hospital 
Haisburg 

jur  communication  in  the  August  issue  of  the  Penn- 
sy  'AN  I A  Medicine  concerning  autopsy  is  a  thoughtful 
diiission  of  both  sides  of  an  issue  which  has  been 
re  iving  much  pressure  from  highway  safety  planners  and 
su  bodies  as  the  National  Motor  Vehicle  Safety  Advisory 
C<  ncil  to  Secretary  Volpe. 

Delieve  your  point  of  view  would  be  a  helpful  one  in  non- 
entional  evaluation  by  the  American  Association  for  Au¬ 
to  3tive  Medicine.  Your  participation  with  this  group 
w  Id  certainly  be  valuable.  The  Annual  Meeting  this  year 
w  be  at  the  Broadmoor  Hotel  in  Colorado  Springs  Wednes- 
dt  through  Friday,  October  20  through  22,  1971.  I  am 
a\re  that  the  program  has  already  been  finalized,  but  it 
mht  be  well  for  you  to  consider  a  participation  in  the  1972 
pi;ram.  In  the  references  which  you  cite  to  Paul  Gikas  and 
Di  Huelke,  I  would  also  like  to  point  out  that  Don  has  just 
c<  pleted  his  term  as  President  of  the  American  Association 
fc  Automotive  Medicine.  The  11th  Annual  Meeting  was 
h'l  here  in  Philadelphia  a  few  years  ago  during  the  time  of 
ir  own  presidency  and  the  proceedings  have  been  published 
bCharles  C.  Thomas  in  Springfield,  Illinois. 

n  addition  to  the  references  which  you  cite,  a  very  exten- 
s:  group  of  thorough  investigations  of  fatal  highway 
c  isions  between  1962  and  1963  was  organized  under  the 
diction  of  Alfred  L.  Moseley  and  the  studies  were 
s  sequently  published  by  Harvard  Medical  School  1963. 

he  current  secretary  of  the  American  Association  for  Au- 
tuotive  Medicine  is  James  L.  Weygandt,  M.D.,  716 
b  nroe  Street,  Sheboygan  Falls,  Wisconsin  53085,  and  I  am 
aing  him  by  copy  of  this  letter  to  forward  membership  ma- 
i  als  to  you. 

Thank  you  for  taking  time  to  make  your  thoughtful  con- 
t )Ution  to  PENNSYLVANIA  MEDICINE. 

Arthur  H.  Keeney,  M.D.,  D.Sc. 

Ophthalmologist-in-Chief 
Wills  Eye  Hospital 
Philadelphia 


1  the  Editor: 

The  new  morality,  plus  pornography,  plus  the  contracep- 
t;  pill,  have  led  to  an  era  of  extreme  sexual  laxity.  That  this 
i  ual  laxity  has  led  to  a  tragic  re-explosion  of  venereal 
cease  is  due  in  great  part  to  the  false  assumption  by  large 
imbers  of  ignorant  youth  that  the  pill  makes  the  world  safe 
I  unrestricted  sex. 

This  misconception  should  be  counteracted  by  a  warning, 
•  follows: 

("This  product  (or  medication)  is  intended  for  the  preven- 
'n  of  pregnancy  only,  and  will  not  protect  persons  of  either 
t  from  gonorrhoea,  syphilis,  chancroid  or  any  other 
nereal  disease.” 

The  warning,  printed  in  good  size,  legible  type,  should  be 


required,  preferably  by  federal  law,  to  be  attached  to  each 
container  of  contraceptive  drugs,  whether  dispensed  in  the 
original  package  or  as  a  separate  prescription,  and  to  the  con¬ 
tainer  of  each  intra-uterine  contraceptive  device. 

This  would  serve  at  least  as  valuable  a  purpose  as  the 
warning  on  cigarette  packages. 

DAVID  M.  DAVIS,  M.D. 

Professor  Emeritus  of  Urology 
Jefferson  Medical  College 
Philadelphia 

Mrs.  Helene  Wohlgemuth 
Secretary  of  Public  Welfare 
Department  of  Public  Welfare 
Harrisburg,  Pennsylvania 


Dear  Mrs.  Wohlgemuth: 

The  glaring  fallacy  in  your  directive  regarding  the  review 
of  Medicaid  cases  is,  that  one  cannot  conceivably  think  a 
day  or  two  after  a  patient’s  hospital  admission  the  same 
thoughts  of  the  attending  physician  at  the  time  of  admis¬ 
sion.  Medical  indications  for  admission  cannot  always  be 
spelled  out  in  writing.  There  is  still,  and  always  will  be,  the 
art  of  medicine  and  intuition.  This  is  not  an  exact  science. 

Your  requirement  of  review  places  me  in  an  uncomfort¬ 
able  position  of  lack  of  confidence  in  my  colleagues,  and  as 
an  internist,  I  do  not  wish  to  be  a  member  of  your 
N.K.V.D. 


R.F.  Waldo,  M.D. 

Indiana 


Scientific  Sessions 

presents  a  Seminar  with  a  distinguished  faculty 

Ala  Moana  Hotel  Honolulu,  Hawaii 
February  21,  22,  23, 1972 

Electrocardiography:  Model  for  Normal  and  Intraventricular 
Conduction  Defects  —  Heart  Block  &  Hemiblock:  Indica¬ 
tions  for  Pacing—  Peter  C.  Block,  M.D.,  Cardiac  Unit,  Mas¬ 
sachusetts  General  Hospital 

Diagnosis,  Treatment,  Prevention  of  Specific  Viral  Diseases 
in  Man  —  Thomas  C.  Merigan,  M.D.,  Chief  Div.  Infectious 
Diseases,  Stanford  University  Medical  Center 

Cancer  Immunology  Applied  to  Early  Diagnosis  of  Tumor 
Growth,  Detection  CEA  in  Patient’s  Blood —  Phil  Gold, 

M. D.,  Ph.D.,  F.R.C.P.  (C).  Montreal  Gen.  Hospital  Div. 
Clinical  Immunology  &  Allergy 

Registration  Limited 
Program  Director 
Dr.  Robert  L.  Pekarsky 

Enclosed  is  my  registration  fee  of  $175.00  (Check  pay¬ 
able  to  Scientific  Sessions  —  217  Alexander  St.  Rochester, 

N. Y.  14607) 

□  Would  like  assistance  for  airline  reservations 

□  Information  on  group  tours 

□  Will  make  reservations  with  Ala  Moana  Hotel  for 
Special  Scientific  Sessions  Rate. 

Dr _ _ _ 

Address _ 


2TOBER.  1971 
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obituaries 

O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O  Wesley  L.  Allison,  Allison  Park; 
University  of  Pittsburgh  School  of 
Medicine,  1909;  age  86;  died  June  27, 
1971.  His  sister  survives  him. 

O  George  P.  Ard,  Hanover;  Univer¬ 
sity  of  Pennsylvania  School  of  Medi¬ 
cine,  1907;  age  88;  died  June  29,  1971. 
He  is  survived  by  a  sister  and  a  daugh¬ 
ter. 

O  Jose  G.  Blanco,  Charleroi;  Uni¬ 
versity  of  Maryland,  1941 ;  age  54;  died 
March  1,  1971.  Information  is  not 
available  on  survivors. 

O  Arthur  L.  Bolden,  Philadelphia; 
Temple  University  School  of  Medicine, 
1927;  age  67 ;  died  J une  29,  1971.  He  is 
survived  by  two  sons,  two  sisters,  and  a 
brother. 

O  David  Budin,  Philadelphia; 
Medico-Chirurgical  College  of  Phila¬ 
delphia,  1914;  age  82;  died  July  5, 
1971.  His  survivors  include  his  wife, 
two  sons,  a  daughter,  and  a  sister. 

O  Stanley  B,  Butrym,  McKeesport; 
Georgetown  University  School  of  Med¬ 
icine,  1 924;  age  75;  died  July  10,  1971. 
He  is  survived  by  his  wife  and  three 
sons. 

O  Thomas  W.  Cook,  Pittsburgh;  Jef¬ 
ferson  Medical  College,  1920;  age  75; 
died  June  18,  1971.  In  addition  to  his 
wife,  he  is  survived  by  two  sons,  one  of 
whom  is  T.  William  Cook,  M.D. 

O  Joseph  A.  Daly,  Philadelphia; 
Temple  University.School  of  Medicine, 
1920;  age  76;  died  July  2,  1971.  His 
survivors  include  his  wife,  two  daugh¬ 
ters,  two  sons,  and  a  sister. 

O  Charles  S.  Duttenhofer,  Church- 
town;  Jefferson  Medical  College,  1920; 
age  76;  died  July  14,  1971.  He  was 
chief  of  the  outpatient  department  at 
Lancaster  General  Hospital.  He  is  sur¬ 
vived  by  a  son,  a  daughter,  and  a  sister. 

O  Robert  C.  Hopkins,  East  Girard; 
University  of  M  ary  land  School  of  M  ed- 
icine,  1951 ;  age  48;  died  June  24,  1971. 
He  is  survived  by  his  wife,  two  daugh¬ 
ters,  a  son,  and  a  sister,  Mary  Evelyn 
Hopkins,  M.D.,  Honolulu. 

O  Nile  P.  Keller,  Ft.  Lauderdale, 
Fla.;  University  of  Pittsburgh  School  of 
Medicine,  1907;  age  87;  died  July  13, 
1971.  In  addition  to  his  wife,  he  is  sur¬ 
vived  by  a  daughter. 

O  Edmond  M.  Knesevitch,  Le- 
highton;  St.  Joseph's  University, 
Beirut,  Lebanon,  1951;  age  45;  died 


July  15,  1971.  He  is  survived  by  his 
wife,  a  daughter,  three  sons,  a  sister, 
and  two  brothers. 

O  Mark  R.  Leadbetter,  Pittsburgh; 
Hahnemann  Medical  College  and  Hos¬ 
pital,  1943;  age  53;  died  July  18,  1971. 
He  was  a  fellow  of  the  Industrial  Medi¬ 
cal  Association  and  was  a  physician  for 
Merck  &  Co.,  Inc.  in  Danville.  He  is 
survived  by  his  wife,  a  daughter,  and 
two  sons. 

O  John  O.  MacLean.  Scranton; 
Dalhousie  Medical  College,  Halifax, 
Nova  Scotia,  1922;  age  75;  died  June 
21,  1971.  Dr.  MacLean  was  president 
of  the  Moses  Taylor  medical  staff  for 
over  sixteen  years.  He  was  a  fellow  of 
the  American  College  of  Surgeons.  He 
is  survived  by  his  wife,  three  sisters,  and 
a  brother,  Angus  L.  MacLean,  M.D., 
Baltimore,  Md. 

O  Benjamin  F.  Miller,  Philadelphia; 
Harvard  Medical  School,  Boston, 
Mass.,  1933;  age  63;  died  June  28, 
1971.  He  was  associate  professor  of  sur¬ 
gical  research  at  the  University  of 
Pennsylvania  and  a  National  Research 
Council  fellow  at  Rockefeller  Institute 
in  New  York  City.  He  is  survived  by  his 
wife;  a  son;  two  daughters,  one  of 
whom  is  Susan  Schneider,  M.D.;  a  step¬ 
daughter;  a  brother;  and  a  sister. 

O  Harold  E.  Musser,  Somerset;  Uni¬ 
versity  of  Pittsburgh  School  of  Medi¬ 
cine,  1931;  age  65;  died  June  20,  1971. 
Dr.  Musser  was  chief  of  surgery  and  a 
former  chief  of  staff  at  the  Somerset 
Community  Hospital.  He  is  survived  by 
his  wife,  and  two  sons,  one  of  whom  is 
Harold  E.  Musser,  Jr.,  M.D.,  Somerset. 

O  Mearl  D.  Rhoads,  Johnstown; 
Eclectic  Medical  College,  Cincinnati, 
Ohio,  1925;  age  72;  died  July  14,  1971. 
He  is  survived  by  his  wife  and  a  son, 
John  Rhoads,  M.D.,  Manassas,  Va. 

O  David  N.  Yatzkan,  Homestead; 
Chicago  Medical  School,  1948;  age  46; 
died  J uly  14,  1 97 1 .  He  was  a  member  of 
the  American  Academy  of  Opththal- 
mology  and  Otolaryngology.  He  is  sur¬ 
vived  by  his  wife,  three  children,  his 
parents,  a  brother,  and  a  sister. 

O  Walter  T.  Annon,  Sr.,  San  Mateo, 
California;  Jefferson  Medical  College, 
1918;  age  78;  died  July  21,  1971.  He 
served  for  more  than  50  years  on  the 
staffs  of  Jefferson  Memorial  and  Meth¬ 
odist  Hospitals  in  Philadelphia.  He  is 


survived  by  his  wife,  a  daughter,  j| 
two  sons,  one  of  whom  is  Walter 
Annon,  Jr.,  M.D.,  Philadelphia. 

O  Constantine  P.  Faller,  Harrisbu 
Medico-Chirurgical  College  of  Phi 
delphia,  1916;  age  80;  died  August 
1971.  Dr.  Faller  was  a  fellow  of 
American  College  of  Physicians, 
College  of  Physicians  of  Philadelph 
the  International  Academy  of  Me 
cine,  the  American  Geriatric  Socie 
and  the  International  Society  of  Int 
nists.  There  is  no  information  regardi 
survivors. 

O  Lloyd  S.  Hutchison,  Lancast 
Jefferson  Medical  College,  1930;  a 
67 ;  died  August  10,  1 97 1 .  He  was  ch 
of  the  Department  of  Otolaryngology 
Lancaster  General  Hospital  until  1 
retirement.  He  was  a  diplomate  of  t 
American  Board  of  Otolaryngolo 
and  a  former  vice-president  of  t 
Pennsylvania  Academy  of  Opththalm 
logy  and  Otolaryngology.  He  is  si 
vived  by  his  wife,  three  daughters,  anc 
son. 

O  George  S.  Klump,  Williamspo 
University  of  Pennsylvania  School 
Medicine,  1 926;  age  69;  died  August 
1971.  He  was  active  in  the  Pennsj 
vania  Medical  Society,  serving  as  tru 
tee  and  councilor  for  ten  years,  ar 
then  as  chairman  of  the  Board  of  Tru 
tees  and  Councilors  in  1 952.  He  was  c  1 
the  Judicial  Council  for  nine  years,  E 
was  a  delegate  to  the  American  Medic 
Association  for  thirteen  years  and 
member  of  the  advisory  board  of  tl 
Pennsylvania  Department  of  Healtl 
He  won  the  Public  Health  Associatic 
award  of  merit  in  1950.  The  Universit 
of  Pennsylvania  Medical  Scho< 
honored  him  by  naming  the  cardi< 
vascular  laboratory  for  him.  He  is  su 
vived  by  a  daughter  and  a  sister. 

O  Max  Littner,  Bethlehem;  McGi 
University  Faculty  of  Medicine,  192( 
age  69;  died  August  12,  1971.  He  was 
member  of  the  American  Psychiatri  , 
Association,  the  American  Academy  c 
General  Practice,  and  the  America 
Heart  Association.  He  is  survived  b 
his  wife,  one  daughter,  one  son,  fiv 
brothers,  and  a  sister. 

O  Thomas  F.  O’Leary.  Altoona;  Jet 
ferson  Medical  College.  1931;  age  64 
died  July  29,  1971.  He  is  survived  by 
daughter,  a  brother,  and  five  sisters. 
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TepanilTen-tab 

■  (continuous  release  form) 

(dieHiylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a  rela¬ 
tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur¬ 
ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un¬ 
pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  ellects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a  few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain. 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythemo.  Castroinleslinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended. 


(jMerrelf) 


MERRELL-  NATIONAL  LABORATORIES 
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Cincinnati,  Ohio  45215 


■3325  (2876) 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

S - \  MERRELL- NATIONAL  LABORATORIES 

(  Merrell  )  Division  of  Richardson- Merrell  Inc. 

\ _ s  Cincinnati,  Ohio  45215 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


1-3326  (2877) 


Specific  therapy  for  night  leg  cramps 


The  concert  was  just  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a  comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a  simple  kaolin-pectin 
k  combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
l|  GI  hypermotility  and  help  relieve  the  distressing  discomforts 
■  which  so  often  accompany  diarrhea.  Certainly  it's  less 
Hr  expensive  and  more  convenient  than  taking  two  medications. 

And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
pHr  plastic  bottle  at  pharmacies  everywhere  on  your 
pHl  prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a  man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8°/o. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 
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clear  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron¬ 
chial  mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom¬ 
mendation. 

For  coughs  of  colds  and  "flu" 

Robitussin 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Pheniramine  maleate .  7.5  mg. 

Codeine  phosphate .  10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Dextromethorphan 

hydrobromide  .  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100.0  mg. 

Phenylephrine  hydrochloride  .  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go” 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate .  50.0  mg. 

Dextromethorphan 

hydrobromide  .  7.5  mg. 


Select  the  Robitussiri®“Clear-Tract”  Formulation  That  Treats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin® 

extra 

benefit 

chart 


All  5  Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a  guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

m  m 

ROBITUSSIN-DM® 

m 

m 

m 

ROBITUSSIN-PE® 

m  m 

COUGH  CALMERS™ 

o 
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A.  H.  Robins  Company,  Richmond,  Va.  23220  BINS 

Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System 

provides  maximum  screening  information  ab>uf  the 
patient  with  a  minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a  s«pii 

but  comprehensive  method  for  keeping  a  comple 
record  on  every  one  of  your  patients.  Permii  yc 
to  review  a  patient's  medical  history  in  se©ds 
and  retrieve  information  quickly.  Can  be  usl 
the  "problem-oriented"  method  of  keeping  patsnt 
records.  Color  coding  eliminates  the  likelhod 
of  misplaced  files.  A  disease  cross-index  c'd 
keeps  track  of  all  patients  with  the  same  dii&se 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  3dic 
Record  System  helps  protect  your  good  name. 


he  new  Rocom  Medical  Management  System*  can 
elp  you  provide  better  care  for  your  patients 
nd,  at  the  same  time,  make  better  use  of  your 
ffice  time.  In  designing  these  products 
undreds  of  doctors,  nurses  and  receptionists 
ere  consulted  about  their  particular  office 
roblems;  and  more  than  two  years  of  development 
nder  actual  office  conditions  proved  that  they 
ctually  do  help  solve  these  difficulties 
ithout  upsetting  existing  routines, 
ach  component  deals  with  a  specific  problem 
rea  --  health  histories,  medical  records,  the 
elephone,  and  scheduling  appointments.  They 
ay  be  employed  alone,  in  various  combinations, 
r  preferably,  as  the  complete  Rocom  Medical 
anagement  System,  depending  on  your  own  office 
ituation. 

ost  physicians  --  whether  they  practice  alone 
r  with  a  group  --  will  find  one  or  more  of 
hese  components  useful.  You  are  invited  to 
btain  additional  information  about  the  Rocom 
edical  Management  System  by  sending  us  the 
ccompanying  coupon. 


ROCOM'  <S> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I  am  interested  in  obtaining  additional 
information  about: 

□  Health  History  i — i  Medical  Record 

System  I — I  System 

□  Telephone  System  O  Appointment  System 


Name_ Specialty 


Street 

City 

State 

Please  do  not 

forget  Zip  Code 

L 

14 

Rocom  Telephone  System  --  a  complete 
system;  one  that  can  be  understood  quickly 
3y  your  newest  office  aide;  one  that  permits 
four  staff  to  answer  specific  patient  questions 
vith  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient’s  permanent  record. 


Rocom  Appointment  System  --  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ¬ 
ualized  to  your  own  requirements.  Can  be 
coordinated  with  your  colleague’s  or  nurse’s 
schedule.  Helps  keep  a  steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


IN  ASTHMA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg¬ 
nancy  (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra¬ 
indications  are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3  or  4  times  a  day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3  or  4  times  a  day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming) ;  4  mg.  ephe¬ 
drine  HC1.  Dosage:  Children,  1  cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a  50  lb.  child.  Dose  may 
be  repeated  3  or  4  times  a  day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  K  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A  counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  &  COMPANY,  INC  ,  RICHMOND,  VIRGINIA  23217 


RIEF  SUMMARY 
inequan  (doxepin  HCI)  Capsules 
ontraindications.  Sinequan  (doxepin  HCI)  is  con- 
aindicated  in  individuals  who  have  shown  hyper- 
ansitivity  to  the  drug. 

I  Sinequan  (doxepin  HCI)  is  contraindicated  in 
atients  with  glaucoma  or  a  tendency  to  urinary 
Intention. 

tamings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
iCI)  has  not  been  studied  in  the  pregnant  patient. 
:  should  not  be  used  in  pregnant  women  unless, 
i  the  judgment  of  the  physician,  it  is  essential  for 
he  welfare  of  the  patient,  although  animal  repro¬ 
ductive  studies  have  not  resulted  in  any  teratogenic 
ffects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe- 
lin  HCI)  in  children  under  12  years  of  age  is  not 
ecommended,  because  safe  conditions  for  its  use 
ave  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
leath  have  been  reported  following  the  concomi- 
ant  use  of  certain  drugs  with  MAO  inhibitors, 
'herefore,  MAO  inhibitors  should  be  discontinued 
it  least  two  weeks  prior  to  the  cautious  initiation  of 
herapy  with  Sinequan  (doxepin  HCI).  The  exact 
ength  of  time  may  vary  and  is  dependent  upon  the 
particular  MAO  inhibitor  being  used,  the  length  of 
'ime  it  has  been  administered,  and  the  dosage  in¬ 
volved. 

’recautions.  Since  drowsiness  may  occur  with  the 
■Jse  of  this  drug,  patients  should  be  warned  of  that 
possibility  and  cautioned  against  driving  a  car  or 
pperating  dangerous  machinery  while  taking  this 
prug. 

Patients  should  also  be  cautioned  that  their  re- 

51971,  PFIZER  INC. 


sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im¬ 
provement  has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi¬ 
cant  tranquilizing  activity,  the  possibility  of  activa¬ 
tion  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e.g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage,  75  to  150  mg.  per  day, 
Sinequan  (doxepin  HCI)  can  be  given  concomi¬ 
tantly  with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  effect.  At 
doses  of  300  mg.  per  day  or  above,  Sinequan 
(doxepin  HCI)  does  exert  a  significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera¬ 
peutic  agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has 
been  observed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther¬ 
apy  is  continued. 


psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 


Sinequan 

DOXEPIN  HCll 


li 


Starting  dosage: 

25  mg.  t.i.d. 
for  mild  to  moderate 
symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a  tranquilizer. 


Cardiovascular  Effects:  Tachycardia  and  hypo¬ 
tension  have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak¬ 
ness,  dizziness,  fatigue,  weight  gain,  edema,  pares¬ 
thesias,  flushing,  chills,  tinnitus,  photophobia,  de¬ 
creased  libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a  starting  dose  of  25  mg.  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in¬ 
creased  or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti¬ 
mum  dose  range  is  75  mg./day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad¬ 
ual  increase  to  300  mg./day  if  necessary.  Addi¬ 
tional  therapeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a  dose  of  300  mg./day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCI)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg.,  25  mg.,  and  50  mg.  of  doxepin  in  bottles  of 
100;  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  request. 

iufttFk  LABORATORIES  DIVISION 

PFIZER  INC  .NEW  YORK.  N  Y  10017 


Now  in  a 
200- ml. 

nbreakable 

Plastic 
Bottle 


Same  price  as 
150  -ml.  size* 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5  ml. 


V-CillinK’Pediatric 

potassium 

phenoxymethyl  Additional  information 

,  available  to  the 

profession  on  request. 

Uvl  II vlllll  I  Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 


Fingertip  Injuries 


THOMAS  G.  FRAZIER,  M.D. 
Philadelphia 

WILLIAM  P.  GRAHAM,  III,  M.D. 
Hershey 


ARTIAL  AMPUTATIONS  are 
commonplace  injuries  in  the  home 
and  industry.  Although  they  may  ap¬ 
pear  minor  in  nature,  the  initial  treat¬ 
ment  of  these  defects  plays  an  impor¬ 
tant  role  in  maintaining  a  functioning 
hand  with  a  minimum  of  morbidity. 

From  July  1967  to  January  1970, 
eighty-seven  patients  with  avulsions  of 
varying  amounts  of  distal  digital  tissue 
were  treated  at  the  Graduate  Hospital 
and  the  Hospital  of  the  University  of 
Pennsylvania  (Table  I).  The  methods 
of  treatment  used,  their  results,  and  the 


reasons  for  the  election  of  the  particu¬ 
lar  method  of  treatment  are  to  be  dis¬ 
cussed  (Results:  Tables  II  and  III). 

Eight  patients  who  had  free  grafts 
applied  to  the  injured  area  had  a 
slough  of  these  grafts.  Six  required 
regrafting  or  another  secondary 
procedure  for  wound  closure.  Two  pa¬ 
tients  who  had  Kutler  1  advancement 
flaps  done  developed  complications, 
the  most  severe  of  which  was 
tenosynovitis  in  a  man  who  had  sus¬ 
tained  his  amputation  with  a  butcher 
knife.  Ultimately  healing  was  obtained 


after  incision  and  drainage  of  the  in¬ 
fected  tendon  sheath  plus  revision  of 
the  amputation  site  with  futher  digital 
shortening. 

Three  patients  who  had  no  initial 
treatment  beyond  that  of  local  wound 
care  had  later  revisions  of  their  injured 
area  because  of  excessive  sensitivity  or 
unsatisfactory  cosmetic  results.  Revi¬ 
sions  of  the  pedicle  flaps  from  the 
chest  or  abdomen  were  done  in  two 
patients  and  one  patient  who  had  a 
revision  of  an  unsightly  sensitive  finger 
tip  following  primary  closure  of  the 
initial  wound. 

Discussion 

Complications  in  these  patients 
(Table  II)  were  the  result  of  the  degree 
of  trauma  to  the  injured  member 
rather  than  the  fault  of  the  procedure 
utilized  with  the  exception  of  the  pa¬ 
tient  who  severed  the  tip  of  his  finger 
with  a  butcher  knife  who  probably 
would  have  been  better  treated  with  a 
less  extensive  procedure  intially.  More 
complications  occurred  in  those  pa- 

Dr.  Graham  is  an  associate 
professor  of  surgery  at  the  Milton 
S.  Hershey  Medical  Center  of  the 
Pennsylvania  State  University.  Dr. 
Frazier  is  an  assistant  instructor  of 
surgery  at  the  Hospital  of  the  Uni¬ 
versity  of  Pennsylvania. 


Figure  1 .  Repair  of  nondominant  thumb  in  an  85  year  old  seamstress  after  injuring 
thumb  in  a  car  door.  Injured  thumb  and  amputated  part. 
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TABLE  I 


Reconstruction  of  Amputated 


Finger  Tips 

Split  thickness  skin  graft  46 

Full  thickness  skin  graft  9 

Kutler  V-Y  advancement  flaps  1 2 

Pedicle  flaps  3 

Revision  and  primary  closure  11 

No  closure  6 
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tients  treated  with  free  skin  grafts 
which  reflects  the  choice  of  this 
procedure  for  some  of  the  more 
severely  injured  finger  tips  and  as  an 
interim  treatment.  It  is  impossible  to 
assess  the  time  lost  from  work  as  many 
of  these  patients  were  indigent  and  un¬ 
employed.  It  was  frequently  possible  to 
return  individuals  to  work  even  prior 
to  complete  wound  healing  when 
procedures  other  than  pedicle  flaps 
were  used. 

The  method  of  repair  utilized  in 
reconstructing  a  soft  tissue  avulsion  of 
the  finger  tip  depends  upon  1 )  the 
finger  injured,  2)  the  amount  and  type 
of  tissue  lost,  3)  the  age  of  the  patient, 
4)  the  patient’s  occupation  and  avoca¬ 
tion  as  well  as  5)  the  configuration  of 
the  loss.  Five  alternatives  can  be  con¬ 
sidered  in  treating  these  injuries. 
1)  Primary  wound  closure  with  or 
without  digital  shortening,  2)  Free 
grafts  (the  replacement  of  the  detached 


Figure  2.  V-Y  flaps  designed. 

tissue,  partial  or  full  thickness  free  skin 
grafts)  3)  Local  or  regional  pedicle 
flaps,  4)  pedicle  flaps  from  a  distance, 
5)  local  wound  care  without  closure. 

Local  primary  wound  closure  does 
not  require  extensive  immobilization 
or  awkward  posturing  thus  rendering  it 
quite  favorable  for  elderly  patients.  It 
is  effective  for  small  losses  of  skin  and 
can  be  used  for  the  ring  and  little 
fingers  in  which  length  and  sensation 
are  usually  not  as  critical  as  the  other 
fingers.  At  times  a  painful  scar  may 
result  which  will  require  revision  and 
too  tight  a  closure  under  tension  may 
result  in  wound  breakdown. 

The  technique  of  closure  by  the  ad¬ 
vancement  of  lateral  “V”  shaped  flaps 
facilitates  the  maintenance  of  length 
without  impairing  sensory  function 


TABLE  II 

Complications  Following  Treatment 
Traumatic  Amputations 

Split  thickness  skin  grafts  (46) 

Slough 

Lost  to  follow  up  IS 

Full  thickness  skin  graft  (9) 

Slough  1 

Partial  Slough  1 

Donor  site  infection  1 

Joint  Stiffness  1 

Lost  to  follow  up  1 

Kutler  V-Y  Flaps  (12) 

Slough  of  flap* 

Tenosynovitis*  1 

Joint  Stiffness  1 

Neuroma  1 

Revision  and  Closure  (11) 

Slough  1 

Joint  Stiffness  1 

Neuroma  1 

Lost  to  follow  up  2 

No  Closure  (6) 

Infections  2 

*  A  Slough  of  flap  and  tenosynovitis  both 
occurred  in  the  same  patient. 
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TABLE  III 

:requency  of  Secondary  Revisions 
following  traumatic  injuries 


of  the  finger  tip 

plit  thickness  skin  graft  5 

o  closure  3 

utter  V-Y  advancement  flaps  2 

edicle  flaps  2 

ull  thickness  skin  graft  1 

evision  and  closure  1 


14 

d  provides  a  smooth  rounded  tip 
lich  is  seldom  painful  or  tender.1 
te  procedure  is  easy  to  perform  and 
s  the  advantage  of  providing  intact 
isation  in  the  amputated  area  (Ulus- 
itions  1,  2,  3,  4  and  5). 

Free  skin  grafts  are  the  most  versa- 
e  method  of  closure  for  most  avul- 
in  injuries.3  The  procedure  is  simple 
d  can  be  performed  with  a  minimum 
instruments  with  an  excellent 
ance  of  success.  A  less  than  op- 
num  wound  can  be  treated  with  a 
lit  thickness  skin  graft  and  if  no 
■triplication  develops,  a  flap  or  other 
ocedure  may  then  be  done  earlier, 
th  a  reasonable  assurance  that  it  will 
cceed  without  infection.  The  prefer- 
>le  donor  site  for  free  grafts  is  either 
e  medial  aspect  of  the  upper  arm  or 
e  hypothenar  eminence.  The  Clas¬ 
cal  use  of  the  antecubital  space  is 
oided  because  of  the  chance  of  a 


igures  4  and  5.  Postoperative  appearance 
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conspicuous  and  occasionally  sensitive 
scar.  The  groin  crease  may  be  used  to 
obtain  sufficient  skin  to  cover  a  large 
area. 

Generally  full  thickness  skin  grafts 
are  thought  to  provide  a  more 
desirable  surface  but  the  increased 
shrinkage  of  the  partial  thickness  skin 
graft  can  be  used  to  advantage  by 
reducing  the  amount  of  abnormal  skin 
in  the  finger  tip.  Tactile  gnosis  rarely 
returns  to  these  split  grafts. 

A  flap  may  be  necessary  when  a  sig¬ 
nificant  pad  of  subcutaneous  tissue  has 
been  lost  on  one  of  the  major  digits 
particularly  if  bone  or  tendon  has  been 
exposed.  Local  cross  finger  flaps 
require  immobilization  of  more  than 
one  finger  and  necessitate  a  skin  graft 
to  the  donor  area  with  a  chance  for  an 
undesirable  scar,  especially  in  women. 
More  than  one  procedure  is  necessary, 
delaying  the  return  of  the  individual  to 
his  occupation.  The  palmar  or  thenar 
flap  has  fallen  into  disrepute  and  is 
used  much  less  frequently  than 
previously  due  to  problems  with  digital 
stiffening  and  an  occasional  uncom¬ 
fortable  scar  on  the  palm  particularly 
in  the  working  man. 

Primary  neurovascular  island 
transfers  are  interesting  surgical 
challenges  but  are  probably  not  war¬ 
ranted  as  an  initial  procedure  in  the 
traumatized  digit  except  in  unusual 
circumstances. 

Allowing  the  wound  to  remain  open 
is  often  a  reasonable  procedure, 
especially  in  children  and  with  minor 


one  year  after  injury. 


tissue  losses  in  adults.  The  replantation 
of  avulsed  tissue  can  be  tried  with  cau¬ 
tion  in  children  in  whom  it  is  more 
often  successful  than  in  adults. 

If  available,  allografts  can  be  used  as 
temporary  biological  dressings  to 
promote  healing  and  reduce  the 
chance  for  infection.4 

If  multiple  digital  injuries  have 
resulted,  parts  may  be  borrowed  from 
irrevocably  damaged  fingers  to  restore 
the  less  severely  traumatized  ones.5 
When  the  damage  to  the  hand  or  the 
digits  is  extensive,  primary  therapy 
may  be  deferred  temporarily  until 
areas  of  demarcation  have  become  es¬ 
tablished  and  a  clearer  view  gained  of 
the  extent  of  the  damage.6 

Summary 

Although  the  treatment  of  compos¬ 
ite  tissue  loss  from  finger  tips  must  be 
individualized  for  each  situation,  gen¬ 
erally  free  grafts  offer  the  best  oppor¬ 
tunity  to  insure  early  healing  in  the 
simplest  and  most  expeditious  manner. 
Local  advancement  flaps,  when  suit¬ 
able,  provide  a  durable,  nearly  nor¬ 
mally  innervated  cosmetically  accept¬ 
able  finger  tip. 

Pedicle  flaps  from  a  distance  are 
necessary  when  too  much  tissue  has 
been  lost  to  allow  satisfactory  coverage 
by  any  other  method. 

Regional  flaps,  although  useful  at 
times,  can  result  in  joint  stiffness,  con¬ 
spicuous  local  scars  and  painful  donor 
sites. 

The  contaminated  wound  or  one 
seen  late  after  an  injury  is  best  treated 
by  local  cleansing  and  delayed  primary 
closure.  To  permit  secondary  healing 
to  proceed  yields  unpredictable  but  at 
times  satisfactory  results.  |  | 
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Management  of  Fingertip  Injuries 
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THERE  ARE  SEVERAL  million 
injuries  to  the  hand  which  occur 
in  industry  and  at  home  yearly,  and 
the  tips  of  the  fingers  are  involved  in 
most  of  the  reportable  injuries.  The 
majority  are  simple  lacerations  or  mild 
crush  injuries  which  respond  often  to 
virtually  no  treatment,  and  heal 
without  deformity,  with  minimal  time 
lost  from  work. 

One  could  title  this  discussion  “Care 
of  Minor  Hand  Injuries.”  However, 
this  leads  to  the  misconception  of  the 
minor  nature  of  fingertip  injuries.  Al¬ 
though  Adrian  Flatt  (1959)  entitled  his 
text,  “The  Care  of  Minor  Hand  Inju¬ 
ries,”  we  really  must  consider  any  inju¬ 
ry  which  cripples  a  productive  wage 
earner  or  family  head  as  a  major  and 


Case  1  (A.)  Two  year  old  with  partial  (B.)  Repair, 
amputation  in  a  car  door  injury. 


(C.)  Complete  return  of  function  with  4 
months  of  injury. 


Case  2  (A.)  Tip  loss  in  36  year  (B.)  Donor  area  used  on  adja  -  (C.)  Fixation  with  peripheral  tie  (D.)  Final  result  5  months  la '■ 
old  female  butcher.  cent  middle  finger.  over  sutures. 
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:ase3  (A.)  Tissue  injury  in  26  year  old 
ospital  aid. 


ostly  injury. 

This  discussion  includes  those  fin- 
;ertip  injuries  involved  in  loss  of  soft 
issue  leaving  insufficient  skin  for 
irimary  wound  closure.  Under  these 
ircumstances  the  treatment  for  a  simi- 
ar  injury  may  fall  into  several  choices, 
'he  choice  will  depend  on  individual 
ircumstances  involved.  The  initial 
valuation  must  include  adequate 
ihysical  examination  and  medical  his- 
ory  to  determine  the  status  of  the 
land  and  finger  bones,  tendons,  joints, 
lerves  and  skin  deficits.  Adequate  his- 
ory  of  the  injury  to  determine  the 
legree  of  crush,  type  contamination, 
ength  of  time  since  injury,  type  of 
vork  the  patient  does,  and  general 
iverall  condition  must  be  obtained. 
The  age,  sex,  handedness,  education 
md  motivation  of  the  patient  must  all 
>e  considered  in  the  final  decision  on 
nanagement  of  each  individual  finger 
njury  because  this  data  often  is 
lecisive  on  the  best  repair  for  the  indi¬ 
vidual.  The  following  types  of  repair 
nust  be  considered: 

1.  Finger  shortening  and  primary 
kin  closure. 

2.  Free  split,  or  full-thickness  au- 
ogenous  grafts. 

3.  Local  pedicle  flaps. 

4.  Distant  pedicle  flaps  including: 

(a)  Island 

(b)  Cross-finger 

(c)  Palmar 

(d)  Abdominal 

(e)  Cross-arm 

Bach  category  will  be  separately  con¬ 
sidered  and  representative  case  materi¬ 
al  from  several  categories  provided  to 
iemonstrate  variable  treatment  plans. 

Viable  tissue  should  always  be 
(reserved  when  dealing  with  these  fin- 
;ertip  injuries.  To  determine  viability 
>f  tissue  is  not  always  easy.  Case  #  1 
lemonstrates  the  fingertip  of  a  two 


(B.)  Removal  of  subcutaneous  fat  from 
fingertip  tissue  for  full-thickness  graft. 


year  old  child  referred  to  us  after  the 
physician  initially  examining  the  inju¬ 
ry  had  recommended  amputation  of 
the  partially  severed  fingertip.  Simple 
suture  and  proper  immobilization  led 
to  a  completely  normal  functional 
result  as  demonstrated  in  the  photo¬ 
graphs.  This  type  of  history  and  rec¬ 
ommended  mismanagement  is  what 
basically  led  us  to  formally  present 
some  review  cases  on  appropriate 
management  of  fingertip  injuries. 

(1)  Finger  Shortening  and  Primary 
Skin  Closure 

This  is  sometimes  requested  by  the 
working  man  since  it  is  the  quickest 
way  to  restore  him  to  work.  When  this 
involves  the  index  finger  or  thumb, 
amputation  is  a  very  large  price  to  pay 
with  subsequent  large  loss  of  func¬ 
tional  pinch  due  to  the  shortening  of 
these  very  important  fingers,  and  other 
alternatives  must  be  discussed  with  the 
patient.  Occasionally,  shortening  is 
recommended  when  this  will  allow 
closure  by  remaining  soft  tissue 
without  additional  sacrifice  of  flexor 
or  extensor  tendons.  For  example,  it 
would  be  unwise  to  leave  the  bulbous 
end  of  the  distal  middle  phalanx  when 
shortening  will  allow  tip  primary 
closure  as  the  simplest  technique.  In 
this  situation,  both  the  flexor  and  ex¬ 
tensor  distal  insertions  have  been 
sacrificed  from  the  missing  distal 
phalanx  and  shortening  of  the  finger 
leads  to  relatively  little  functional 
movement  of  the  remaining  now  most 
distal  proximal  interphalangeal  joint. 
However,  shortening  of  only  a  few 
millimeters  of  the  distal  phalanx  may 
result  in  loss  of  nail  bed  or  flexor  and 
extensor  tendon  insertion  and  is  too 
big  a  sacrifice  to  achieve  closure.  A 
distal  finger  stump  without  nail  in  a 
woman  would  be  cosmetically  unac¬ 
ceptable.  A  shortened  distal  phalanx 


(C.)  Final  result  4  months. 


stump,  if  nail  bed  is  spared  and 
allowed  to  grow  out  over  the  shortened 
tip,  will  often  result  in  a  fingertip 
resembling  a  cat’s  claw  and  also  would 
be  less  than  ideal  in  function  or  cos- 
mesis  in  any  age  or  sex.  To  generalize 
then,  when  the  injury  involves  only  the 
distal  tissue  overlying  the  distal 
phalanx  we  feel  it  is  best  to  spare  all 
possible  viable  tissue  and  we  seldom 
can  find  justification  for  shortening 
and  primary  fingertip  closure. 

(2)  Free  Split  or  Full-Thickness  Grafts 
Free  skin  grafts  have  a  definite 
place  in  tip  injuries  if  there  has  been 
loss  of  skin  only.  Grafts  take  well  and 
hold  up  long  term  under  trauma,  how¬ 
ever,  only  if  there  is  adequate  protec¬ 
tion  of  the  bone  and  tendon  by  subcu¬ 
taneous  coverage.  Donor  sites  are 
readily  available  with  little  morbidity 
if  they  heal  without  complication.  The 
lateral  side  of  the  involved  finger  may 
easily  be  used  for  a  split  graft  without 
requiring  further  anesthesia  than 
digital  block.  This  is  demonstrated  in 
Case  #2  where  a  #11  Bard  Parker 
blade  is  used  to  shave  adequate  split¬ 
thickness  skin  from  the  lateral  side  of  a 
finger  to  cover  a  fingertip  injury  in¬ 
volving  full-thickness  skin  loss  in  a 
thirty-six  year  old  female  supermarket 
butcher  with  adequate  soft  tissue  pro¬ 
tection  of  the  distal  bone.  Other  split¬ 
thickness  graft  donor  areas  are  the 
forearm,  leg  or  hypothenar  eminence 
on  the  ulnar  side  of  the  palm.  Full¬ 
thickness  grafts  can  be  obtained  from 
the  wrist,  medial  aspect  of  the  arm  or 
inguinal  area  as  the  most  commonly 
used  sites.  This  coverage  is  demon¬ 
strated  in  Case  #3  with  skin  loss  on  a 
hospital  nurse’s  aid,  age  twenty-six.  In 
comparing  a  split  graft  versus  a  full¬ 
thickness  graft,  one  must  consider  that 
the  split  graft  will  have  a  better  chance 
for  take  than  a  full-thickness  graft  but 
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Case  4  (A.)  Tip  amputation  in  48  year 
old  construction  engineer. 


often  is  more  sensitive  to  touch  after 
final  healing  has  been  accomplished. 
Return  of  touch  sensation  is  approxi¬ 
mately  equal  for  both  by  comparison. 
The  amputated  part  can  often  be  used 
as  a  site  of  donor  full-thickness  au¬ 
tograft  if  conditions  of  crush  and  con¬ 
tamination  are  not  too  severe.  Fin¬ 
gertip  skin  replaced  as  full-thickness 
graft  after  defatting  provides  excellent 
results  and  retains  ideal  characteristics 
perhaps  better  than  grafts  taken  from 
other  sources  of  the  body.  Free  grafts, 
however,  cannot  be  used  and  will  not 
take  unless  paratenon  or  periosteum 
are  present  overlying  the  vital  struc¬ 
tures.  To  generalize,  however,  even 
though  these  protective  structures  are 
present,  free  grafts  should  probably 
not  be  considered  except  on  extensor 
surfaces  where  functional  require¬ 
ments  are  not  as  strict. 

(3)  Local  Pedicle  Flaps 

Local  pedicle  flaps  such  as  visor,  ro¬ 
tational  or  spiral  flaps  utilize  the  prin¬ 
ciple  of  sacrifice  of  dorsal,  nonpressure 
area  skin  transferred  to  more  vital 
volar  specialized  skin.  There  is  limita¬ 
tion  on  the  amount  of  tissue  available 
when  crush  or  contamination  com¬ 
pounds  the  injury.  The  judgment  of 
prediction  of  ultimate  survival  of  ad¬ 
jacent  skin  as  a  source  of  local  flap 
transfer  tissue  is  crucial  and  often  dif¬ 


Case  5  (A.)  Tip  injury  in  a  48  year  old 
widow  factory  worker. 


(B.)  Palmar  flap  prior  to  detachment  3 
weeks  later. 


ficult.  In  all  cases,  primary  wound 
healing  in  the  most  rapid  manner 
without  complication  is  essential  and 
is  the  sine-qua-non  in  successful  man¬ 
agement  of  any  hand  injury.  In  the 
oblique  fingertip  injuries  where  more 
volar  than  dorsal  skin  is  amputated, 
the  bipedicle  lateral  based  visor  flap 
from  the  dorsum  to  the  volar  side  is 
particularly  useful  to  provide  good 
pad,  sensation  and  function.  When  ad¬ 
jacent  tissue  has  been  crushed,  it  is 
perhaps  better  to  utilize  other  tissue 
sources  rather  than  witness  gradual 
thrombosis  of  this  crushed  tissue 
which  was  interpreted  incorrectly  for 
ultimate  survival.  Local  flaps  should 
be  considered  next  in  order  of  simplic¬ 
ity  after  free  grafts,  however,  and  sec¬ 
ondary  staging  is  eliminated  with  earli¬ 
er  return  to  function  when  compared 
with  distant  pedicle  flaps. 

(4)  Distant  Pedicle  Flaps 

Distant  pedicle  flaps  should  be  con¬ 
sidered  only  when  the  above  simpler 
procedures  have  been  ruled  out  as  not 
feasible.  In  the  female  or  young, 
perhaps  the  palmar  flap  can  best  be 
used  to  avoid  creating  cosmetic  de¬ 
formity  on  dorsal  adjacent  donor  areas 
such  as  those  obtained  from  cross- 
finger  flaps.  These,  however,  run  the 
risk  of  recipient  finger  stiffness  and  it 
is  best  not  to  use  palmar  flaps  in  the 


(B.)  Immediate  suture  with  K-wire  fixa¬ 
tion. 


(C.)  Final  result  6  months  later  shovig 
incomplete  finger  extension,  >// 
healed. 


patient  over  fifty  except  the  fenle 
where  cosmetic  importance  assume  a 
more  dominant  role.  There  is  limi- 
tion  in  size  of  flap  available  from  e 
palm  and  these  should  be  reserved  oy 
for  small  defects  of  the  finger). 
Case  #4  demonstrates  the  typiil 
result  one  can  achieve  to  the  fingeip 
following  a  palmar  flap  in  a  forty-ei  t 
year  old  construction  engineer. 

The  cross-finger  flap  geneny 
provides  more  variable  source  f 
donor  skin  with  excellent  bid 
supply.  Dissection  of  these  should  i 
carried  out  in  the  level  beneath  ; 
dorsal  veins  and  on  top  of  the  areor 
layer  covering  the  extensor  tendons  i 
an  adjacent  finger.  This  should  : 
done  with  a  bloodless  field  obtairl 
with  the  tourniquet  to  obtain  1: 
proper  tissue  plane.  The  tourniquet; 
released  after  dissection  to  check  fit 
viability  and  to  obtain  hemostai 
prior  to  application  of  split-thickm, 
skin  grafts  to  the  donor  finger  an 
Sturman  and  Duran  (1963)  present 
an  excellent  review  of  late  results  ft 
lowing  fingertip  injury  repairs.  Th 
evaluated  sensory  function  by  lig 
touch,  two  point  discriminate 
stereognosis  and  pinprick.  They  al 
evaluated  work  time  loss,  joint  stiffne 
with  as  objective  testing  as  can  be  dot 
including  sudomotor  or  sweating  fun 


(C.)  Final  result  four  months  later.  Somi 
residual  tenderness  and  secondar 
curettage  of  bone  sequestrum  was  nec 
essary. 
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ion  by  Moberg  Ninhydrin-Copper 
Sulphate  technique  (1958).  Summary 
)f  their  review  of  two  hundred  and 
hirty-five  patients  led  to  their 
inclusion  that  crossfinger  flap  sat- 
sfied  most  overall  criteria  best.  There 
vere  less  subjective  complaints  and  al- 
hough  the  lost  time  from  work  was 
greater,  the  overall  best  long  term 
•esults  were  obtained  with  cross-finger 

ioi  laPs- 

,  ,  Island  pedicle  flaps  rarely  need  be 
ised  in  primary  repair  and  can  be  used 
er  econdarily  if  sensation  is  mandatory 
_  )n  such  areas  as  the  thumb  or  index 
-  ingers.  The  complexity  of  abdominal 
T  )r  cross-arm  flaps  eliminates  them  in 
ill  but  the  large  tissue  defects  and  will 

„  lot  be  considered  in  the  cases 

“n  | 

p  presented  herein.  In  general,  several 
..  eviews  have  appeared  on  management 
bf  hand  injuries  similar  to  the  tissue 
lefects  presented  in  cases  presented 
,r;  lerein.  Brown  (1938)  and  Koch  ( 1953) 
,  ihould  be  mentioned  here  for  their 
,  vork  in  the  care  of  the  acute  hand  in- 
ury.  Barclay  (1955)  also  presented  late 
•esults  of  tip  injuries  and  his 
,  inclusions  were  similar  to  those  men- 


2ase  6 


A.  and  B.)  Amputation  injury  in  18  year 
old  machinist.  (C.)  Cross-finger  flap 
repair  prior  to  detachment  at  14  days.  (D.) 
pinal  result  6  months  after  injury. 


tioned  above  by  Sturman  and  Duran. 
Douglas  (1959)  has  reported  successful 
replacement  of  completely  avulsed 
portions  of  fingers  as  composite  grafts, 
but  in  my  hands  these  have  led  to 
prolonged  wound  healing  periods  with 
partial  take  and  painful  residual  scar¬ 
ring. 

Case  #5  demonstrates  re-implanta¬ 
tion  of  the  distal  fingertip  in  a  forty- 
five  year  old  widow  factory  worker. 
The  convalescent  period  was  pro¬ 
longed  and  the  patient  subsequently 
was  admitted  for  curettage  of  small 
draining  sinus  in  the  form  of  a  bony 
sequestrum  beneath  the  nail  bed  which 
was  part  of  the  composite  graft  re¬ 
implanted.  The  cosmetic  result  was 
good  but  morbidity  prolonged.  Mc- 
Cash  (1958)  reported  successful  toe 
pulp  free  grafts  as  another  possible 
source  of  similar  type  donor  skin 
and  this  is  mentioned  only  for 
thoroughness.  Kislov  and  Kelly  (1960) 
provided  notes  on  the  use  of  K-wire 
fixation  and  cross-finger  flaps  and 
should  be  referred  to  as  a  simple  useful 
adjuvant  in  postoperative  immobiliza¬ 
tion.  Other  papers  by  Curtis  (1957), 
Woolf  and  Broadbent  (1967),  Tempest 
(1952)  and  Hoskind  (1960)  provide 
support  for  use  of  cross-finger  flaps 
because  of  versatility  and  long  term 
functional  success.  The  details  of  tech¬ 
nique  can  be  found  in  several  of  these 
papers. 

Case  #6  demonstrates  the  result  ob¬ 
tained  in  cross-finger  flap  technique  in 
an  eighteen  year  old  machinist  appren¬ 
tice.  Detachment  was  carried  out  at 
fourteen  days  with  satisfactory  healing, 
sensation,  and  without  loss  of  range  of 
motion  of  either  donor  or  recipient 
finger.  Detachment  of  cross-finger 


Dr.  Demuth  is  chief  of  the  division 
of  plastic  surgery  at  Hamot  Hospi¬ 
tal ,  Erie.  Dr.  Tooze  is  attending 
plastic  surgeon  at  Hamot.  Both  are 
consultants  in  plastic  surgery  at  the 
VA  Hospital  and  at  St.  Vincent 
Hospital.  Erie.  Dr.  Tooze  is  also 
consultant  at  the  Shriner’s  Hospital 
for  Crippled  Children  in  Erie. 


flaps  can  often  be  carried  out  at  an 
early  stage  at  ten  to  twelve  days  fol¬ 
lowing  inset  if  the  recipient  bed  was 
originally  healthy  and  satisfactory 
healing  has  progressed  during  the 
follow-up  close  observation.  Donor 
finger  morbidity  is  low;  however,  the 
cosmetic  deformity  is  somewhat  detri¬ 
mental  when  the  injury  has  occurred 
in  the  patient  who  may  focus  on  this. 

Summary 

Discussion  has  been  presented  of  the 
management  of  so-called  minor  fin¬ 
gertip  injuries  and  the  relative  merits 
of  various  types  of  wound  coverage 
including  finger  shortening  and  clo¬ 
sure,  split  and  full-thickness  grafting 
and  several  methods  of  adjacent  and 
at-a-distance  flap  coverage.  Six  cases 
are  presented  briefly  with  illustrations 
to  document  several  methods  of  repair 
including  primary  suture,  split¬ 
thickness  skin  graft,  full-thickness  skin 
graft,  palmar  flap,  tip  re-implantation 
as  composite  graft,  and  cross-finger 
flap.  The  relative  merits  of  cross-finger 
flaps  are  emphasized.  |  | 
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Figure  1 ,  Case  1:  Pulmonary  angiogram 
showing  complete  occlusion  of  distal 
right  pulmonary  artery.  The  patient’s  con¬ 
dition  did  not  permit  additional  studies. 
Several  clots  were  also  removed  from  the 
left  lung. 


Figure  3,  Case  1:  Portable  roentgenogram 
of  chest  showing  appearance  of  excava¬ 
tions  in  left  lung. 


ACUTE,  MASSIVE  pulmonary 
.embolism  remains  a  major 
clinical  problem  despite  numerous 
recent  advances  in  early  diagnosis  and 
treatment.  4-7-8dbi4  The  abundance  of 
recent  literature  discussing  the  many 
therapeutic  possibilities  attest  to  the 
difficulty  in  selection  of  patients  for 
operative  management.  Many  recent 
articles  have  reviewed  the  history  of 
pulmonary  embolism  and  the  evolu¬ 
tion  of  the  surgical  treatment4  from 
Trendelenberg’s  pioneering  attempts13 
to  the  first  successful  case  using  car¬ 
diopulmonary  bypass  by  Sharp  in 


Figure  2,  Case  1:  Clots  removed  from  pul¬ 
monary  arteries.  Note  "casts”  of  main 
and  lobar  branches. 


Figure  4,  Case  1:  Massive  left  empyema 
with  almost  complete  compression  of  left 
lung.  Note  central  venous  pressure 
catheter. 


1967. 12  Interestingly,  this  first  us  of 
heart-lung  bypass  in  the  treatmenof 
pulmonary  embolism  did  not  oiur 
until  twenty-eight  years  after  thex- 
perimental  development  of  tempo  ry 
cardio-respiratory  support  with  surv- 
al  in  animals  by  Gibbon  in  191.5 
Since  relatively  few  patients  are  car 
cut  candidates  for  surgical  mane- 
ment,  the  success  of  these  cases  is  ta¬ 
pered  by  the  judgment  of  the  cliniun 
into  whose  hands  they  fall. 10  Althojh 
the  indications  for  early  surgical  in¬ 
vention  are  becoming  more  precily 
defined  3-6  reports  of  successful  pub- 
nary  embolectomies  using  cardio  1- 
monary  bypass  remain  distressiily 
few.  i.9  it  is,  therefore,  hoped  that  is 
paper  may  stimulate  a  more  aggres'e 
surgical  consideration  in  the  treatmt 
of  this  disease. 

Case  One 


A  23-YEAR  OLD  white  worn:, 
D.G.,  was  admitted  to  ; 
Lankenau  Hospital  on  August  i, 
1969,  with  a  diagnosis  of  massive  p- 
monary  embolism.  At  the  time  of  ,- 
mission  she  was  deeply  cyanotic  wi 
distended  systemic  veins  and  so: 
ecchymosis.  She  had  been  receivi; 
oral  contraceptive  medication  prion 
the  present  illness. 

She  had  been  admitted  to  anotl 
hospital  approximately  eighteen  hoi 
previously  and  treated  for  “shock  r 
undetermined  etiology.”  She  dev 
oped  progressive  systemic  hypotf 
sion,  tachycardia,  cyanosis,  and  risi 
venous  pressure.  The  diagnosis  of  m; 
sive  pulmonary  embolus  was  suggest 
and  angiography  carried  out.  T1 
showed  complete  occlusion  of  the  rig 
pulmonary  artery  and  the  left  low 
|  lobe  pulmonary  artery  (Fig.  1).  Wh 
|  she  arrived  at  the  Lankenau  Hospit; 
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igure  5,  Case  1:  Roentgenogram  almost 
ansion  of  pulmonary  segments. 

.he  was  taken  directly  to  the  operating 
oom.  A  median  sternotomy  was 
arried  out  in  the  usual  fashion  as  well 
s  a  right  rectus  muscle  splitting  in¬ 
cision  down  to,  but  not  through,  the 
'eritoneum.  The  abdominal  incision 
('as  loosely  packed.  Upon  entering  the 
^ediastinum,  a  greatly  distended  right 
.trium  and  ventricle  could  be  seen 
.irough  the  pericardium.  This  was 
pened  longitudinally  and  a  probing 
eedle  in  the  right  atrium  recorded  a 
ressure  of  over  40  mm.  Hg.  An  arteri- 
i  infusion  catheter  was  quickly  placed 
,i  the  ascending  aorta  and  a  single 
xainage  catheter  inserted  into  the 
ght  atrium.  Heart-lung  bypass  was 
istituted,  and  after  several  minutes 
le  right  atrium  and  right  ventricle 
;creased  markedly  in  size.  After  the 
ght  atrium  was  satisfactorily  decom- 
■essed,  a  second  drainage  catheter 
as  inserted  and  tapes  placed  about 
ie  cavae  and  tightened.  A  bypass  flow 
:  2.4  liters  per  square  meter  of  body 
irface  area  per  minute  was  es- 
blished  and  the  patient’s  temperature 
duced  to  34°C. 

The  main  pulmonary  artery  was 
oened  longitudinally  and  found  to  be 
rrtially  filled  with  clot  which  ex- 
nded  into  the  ventricle  through  the 
ilmonary  valve.  The  clot  was  easily 
moved  and  appeared  to  represent  an 
most  exact  cast  of  the  right  pulmo- 
iry  arterial  tree,  including  the  lobar 
anches.  There  was  some  extension 
to  the  left  main  pulmonary  artery 
ig.  2).  Because  Fogarty  catheters 
iled  to  produce  additional  clot  from 
e  left  lung,  the  left  pleura  was  widely 
)ened  and  the  left  lung  gently 
,ueezed  in  the  hopes  of  dislodging 
rther  clots.  A  few  additional  frag- 
ents  of  clot  were  removed,  and  the 


one  year  postoperatively  showing  good  ex- 


pulmonary  artery  closed.  Hepariniza¬ 
tion  was  reversed  with  protamine  sul¬ 
fate  and,  as  the  median  sternotomy 
was  closed,  the  peritoneum  previously 
exposed  in  the  abdominal  incision  was 
opened  longitudinally  and  a  Miles  clip 
placed  around  the  inferior  vena  cava 
just  below  the  renal  veins.  The  wounds 
were  then  closed  in  routine  fashion 
with  drainage  of  the  mediastinum  and 
left  pleural  space. 

Postoperative  Problems 

A  stormy  postoperative  course 
followed  characterized  by  persistent 
low  pC>2values  and  arterial  oxygen  sat¬ 
urations  of  70%,  with  a  pCC>2  below 
40  mm.  Hg.  Continuous  mechanical 
ventilation  was  necessary  but  at  the 
end  of  24  hours  the  arterial  blood 
gases  had  returned  to  normal.  The  pa¬ 
tient,  however,  remained  unconscious. 
On  August  30,  1969,  a  tracheotomy 
was  performed  for  continued  respira¬ 
tory  insufficiency  and  retained  secre¬ 
tions.  A  carotid  arteriogram  was  done 
on  September  19,  1970.  This  showed 
bilateral  subdural  hematomata.  These 


were  evacuated  under  local  anesthesia 
and  the  patient  gradually  regained 
consciousness  and  later  became  com¬ 
pletely  awake  and  alert. 

The  chest  x-ray  of  September  31, 
1970,  revealed  several  translucent 
areas  in  the  left  lung  (Fig.  3).  Antibiot¬ 
ic  therapy  failed  to  resolve  the  ab¬ 
scesses  which  increased  rapidly  in  size 
and  by  October  22,  1970,  the  entire 
left  lung  was  collapsed  or  replaced 
with  a  huge  abscess  cavity  containing 
an  air  fluid  level  (Fig.  4). 

The  following  day,  the  patient  was 
taken  to  the  operating  room  where  a 
left  posterolateral  thoracotomy  was 
carried  out.  A  very  large  empyema 
cavity,  containing  1,500  cc.  of 
purulent  material,  was  excised  in¬ 
cluding  its  parietal  wall.  Three  smaller 
cavities  communicating  with  the  large 
one  were  also  excised  and  closed  inter¬ 
costal  drainage  instituted.  The  post¬ 
operative  course  was  remarkedly  be¬ 
nign.  The  patient  was  discharged  from 
the  hospital  on  November  19,  1969. 

She  was  last  seen  on  September  2, 
1970,  at  which  time  she  appeared  in 
excellent  health  and  symptom  free. 
The  chest  x-ray  at  that  time  showed 
minimal  postoperative  changes  (Fig. 
5). 


Case  Two 

R.  McC.  was  a  sixty-eight-year-old 
man  admitted  to  the  Lankenau  Hospi¬ 
tal  emergency  room  on  October  28, 
1969.  At  the  time  of  admission  he  was 
extremely  dyspneic,  cyanotic,  and  had 
marked  venous  distention.  Marked 
orthopnea  was  apparent  and  his 
symptoms  were  accompanied  by 
tachycardia  and  restlessness  with  a 
sense  of  impending  doom. 


Figure  6,  Case  2:  Shows  two  frames  from  pulmonary  artery  angiogram.  The  picture 
on  the  right  shows  no  perfusion  of  the  left  lung.  On  the  left,  some  perfusion  of  the 
right  lower  lobe  is  seen. 
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Figure  7,  Case  2:  Showing  casts  removed 
from  pulmonary  arteries.  Note  main  and 
lobar  extensions. 

The  past  medical  history  is  signifi¬ 
cant  in  that  two  days  prior  to  admis¬ 
sion  the  patient  was  discharged  from 
the  hospital  following  a  laparotomy  on 
October  18,  1969. 

The  patient’s  clinical  diagnosis  sug¬ 
gested  a  massive  postoperative  pulmo¬ 
nary  embolus  and  he  was  prepared  for 
operation,  taken  to  the  radiology 
department  for  pulmonary  an¬ 
giography,  and  thence  immediately  to 
the  operating  room.  The  pulmonary 
angiogram  showed  complete  obstruc¬ 
tion  of  the  left  pulmonary  artery  as 
well  as  occlusion  of  the  right  upper 
and  middle  lobe  arteries.  The  only  sig¬ 
nificantly  profused  lobe  was  the  right 
lower  lobe  (Fig.  6). 

A  median  sternotomy  was  quickly 
performed  and,  again,  a  greatly  dis¬ 
tended  right  atrium  was  noted.  The  as¬ 
cending  aorta  was  immediately  cannu- 
lated  and  a  single  large  drainage 
catheter  placed  in  the  right  atrium.  Ex¬ 
tracorporeal  circulation  was  begun  and 


the  patient’s  temperature  lowered  to 
32°C.  Within  a  few  minutes,  the  right 
heart  had  decreased  to  normal  size  and 
a  second  venous  drainage  catheter  was 
then  inserted.  These  were  treaded  into 
the  cavae  and  taped. 

The  pulmonary  artery  was  opened 
longitudinally  and  a  large  cast  of  the 
left  pulmonary  artery  with  its  upper 
lobar  branches  was  removed.  Exten¬ 
sions  into  the  right  side  were  also 
removed  in  one  large  piece  (Fig.  7). 
The  patient’s  general  condition  im¬ 
proved  dramatically  but  because  of  his 
age  and  the  magnitude  of  the 
procedure  it  was  decided  to  terminate 
the  operation  in  the  usual  fashion 
without  placing  a  clip  on  the  inferior 
vena  cava. 

His  postoperative  course  was 
remarkably  benign  and  he  was  well 
enough  to  leave  the  hospital  on  the 
24th  postoperative  day.  The  postopera¬ 
tive  chest  x-ray  of  November  23,  1 970, 
was  within  normal  limits  (Fig.  8). 

Comment 

It  is  of  interest  that  the  twenty-three 
year  old  woman  had  such  a  stormy 
postoperative  course  and  it  is  sug¬ 
gested  that  this  may  have  resulted 
from  the  presence  of  an  extremely  high 
venous  pressure  for  almost  eighteen 
hours  prior  to  heparinization  for  car¬ 
diopulmonary  bypass.  It  is  quite  pos¬ 
sible  during  this  time  that  she  may 
have  infarcted  several  areas  in  her  left 
lung,  which  subsequently  developed 
into  lung  abscesses,  bronchal-pleural 
fistulae  and  empyema.  It  is  also  pos¬ 
sible  that  the  extremely  high  and 
prolonged  venous  pressure  may  have 
resulted  in  subdural  hematomata  fol- 


Figure  8,  Case  2:  The  emergency  chest  roentgenogram  on  the  left  was  taken  at  the  time 
of  admission.  No  massive  atelectasis  or  infiltrates  are  seen.  The  roentgenogram  on  the 
right  was  taken  just  prior  to  discharge  from  the  hospital. 


lowing  heparinization  required 
heart-lung  bypass. 

In  contrast,  the  sixty-eight  year 
man  had  a  benign  post-opera 
course  suggesting  that  insufficient  t 
had  elapsed  for  the  changes  which 
predisposed  the  young  woman  to 
development  of  her  distressing  com 
cations. 

Summary 

Two  cases  of  massive  pulmo 
embolism  are  presented.  One  wa: 
twenty-three-year-old  woman  who 
been  receiving  oral  contraceptil 
prior  to  the  episode  of  embolizati) 
The  second  was  a  sixty-eight-year 
man  who  sustained  massive  pulmon 
embolization  ten  days  following  an  |- 
dominal  operation  and  two  days  a: 
having  been  discharged  from  the 
pital.  In  both,  the  diagnosis  was  c| 
firmed  by  pulmonary  angiography 
both  patients  were  operated  udi 
using  the  extracorporeal  heart-lung  - 
paratus.  Both  patients  survived 
operation,  and  were  discharged  fr 
the  hospital  well.  Q 
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PENNSYLVANIA  MEDICI> 


Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a  few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a  chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a  variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif¬ 
ferent  varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4  minutes  a  bowl  of  deli¬ 
cious  soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen¬ 
sive — an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  .  .  .  and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a  soup  for  almost  every  patient  and 
diet  .  .  .  and  for  every  meal. 


Break  the 
ulcer  circuit 
to  hyperacidity, 

hypermotility  and 
ulcer  pain. 


Pro-Banthlne 

propantheline  bromide 

R  Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates"  the  stom¬ 
ach,  the  duodenum  and  the  lower 
intestinal  tract  —  the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex¬ 
cessive  enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep¬ 
tic  ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a  dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re¬ 
ducing  gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros¬ 
tatic  hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re¬ 
ported,  theoretically  a  curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu¬ 
ally  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re¬ 
quired.  Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serumdype  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in¬ 
travenously.  1ft1 


Research  in  the  Service  of  Medicine 

Distributed  by  G.  D.  Searle  &  Co.,  P.  0.  Box  5110,  Chicago,  Illinois  60680 


'Relieves  sfuffy  and  runny  noses -  promptly. 
Makes  your  patients  world  a  little  sunnier. 


Triaminic* 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleale 

"the  Sunshine  tablet” 

Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a  car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 


Rx 

ONLY 


Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


With  EVAC-U-GEN  your  patients  with  functional 
constipation  can  evacuate  gently.  This  is  highly 
desirable  for  those  sensitive  to  harsh  laxatives 
* . .  particularly  children,  pregnant  women,  and 
geriatric  patients 


EVAC 


U-GEN 


CHEWABLE 
VERY  PALATABLE 
ECONOMICAL 


A  highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose:  Chew  1  or  2  tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A  citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP.  &  CO.,  INC.  Syracuse,  New  York  13201 


PENNSYLVANIA 

MEDICINE 


continuing  education 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi¬ 
cal  education  which  include  a  series  of  two  or 
more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  con¬ 
tact  the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASES 
Sayre;  June  28,  1971 — February  1,  1972 

Rotating  Specialty  Seminar/Cardiovascular  Dis¬ 
ease;  at  Robert  Packer  Hosp.;  1  hr.  per  day;  1  day 
per  week;  17  weeks;  17  hrs.  AAGP  credit 
approved.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
D.M.E.,  Robert  Packer  Hosp.,  Guthrie  Square, 
Sayre  18840. 


DERMATOLOGY 

Sayre;  August  10,  1971 — June  6,  1972 

Rotating  Specialty  Seminar/Dermatology;  at 
Robert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
week;  6  weeks;  6  hrs.  AAGP  credit  approved.  Con¬ 
tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


ENDOCRINOLOGY 
Sayre;  July  20,  1971— May  23,  1972 

Rotating  Specialty  Seminar/Endocrinology;  at 
Robert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
week;  9  weeks;  9  hrs.  AAGP  credit  approved.  Con¬ 
tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

Hershey;  September  28,  1971 — June  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
1  hr.  per  day;  1  day  per  week;  40  weeks;  40  hrs. 
AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  &  Communi¬ 
ty  Medicine,  M.S.  Hershey,  Hershey  17033. 


GASTROENTEROLOGY 

Philadelphia;  March  3  -  April  7,  1972 
AMA  —  Gastroenterology  Seminar  (Basic  Con¬ 
cepts  in  the  Modern  Diagnosis  &  Management);  at 
Hahnemann;  3V2  hrs.  per  day;  1  day  per  week;  6 
weeks;  21  hrs.  AAGP  credit  requested;  fee  =  $60. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


GENERAL  MEDICINE 

Abington  Memorial  Hospital;  September  15 — 
December  1,  1971 

Psychiatry  for  the'Family  Practitioner;  by  Mont¬ 
gomery  County  Academy  of  Family  Practice;  2V2 
hrs.  per  day;  1  day  per  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment  =  30; 
fee  =  $25.  Contact  William  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd-.,  Abington  19001. 


Abington  Memorial  Hospital;  January  20 — March 
21,  1972 

Endocrine  Problems  in  Family  Practice;  by 
Montgomery  County  Academy  of  Family  Practice; 
2V2  hrs.  ea.  day;  1  day  ea.  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment  =  30; 
fee=$25.  Contact  Willfam  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd.,  Abington  19001. 


Allentown  Hospital;  September  9,  1971  -  June  8, 
1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  1  day  ea. 
mo.;  3  hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  =  none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  2  days  ea. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac¬ 
tice 

ACGP — American  College  of  General  Practi¬ 
tioners  in  Osteopathic  Medicine  and  Sur¬ 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil¬ 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi¬ 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi¬ 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


mo.;  2  hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  at  St.  Luke’s 
Hosp.;  1  day  ea.  mo.;  3  hrs.  per  day;  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  -  May  16,  1972 
Current  Medical  and’  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills. Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 

Chester;  September  7,  1971 — May  23,  1972 
AMA —  Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath,  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1  hr.  a  day;  1 
day  per  mo.;  9  hrs.  AAGP  credit  requested.  Con¬ 
tact  John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv¬ 
ices,  Coatesville  VA  Hosp.,  Coatesville  19320. 


DuBois  Hospital;  February  10  -  April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  -  April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 
of  Monroe  County;  3  hrs.  per  day;  1  day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Easton  Hospital,  September  15,  1971  -  June  21, 
1972 

AMA —  What’s  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  IVz  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  &  Lehigh 
Sts.,  Easton  18042. 


Gettysburg;  January  11  -  April  19,  1972 
Current  Medical  and  Surgical  Concepts 
Pennsylvania  Medical  Continuing  Education  Pr 
gram);  by  PMS  and  Susquehanna  Valley  RMP; 
Annie  Warner  Hospital;  every-other  week,  altemi 
ing  Tues.  and  Wed.;  24  hrs.  AAGP  crei 
requested;  fee  to  be  announced.  Contact  PN 
(Continuing  Education),  20  Erford  Rd.,  Lemoy 
17043. 


Hanover  General  Hospital;  October  20,  1971  -  ^ 
18,  1972 

Current  Medical  and  Surgical  Concepts 
Pennsylvania  Medical  Continuing  Education  P 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  c 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  ere 
requested.  Contact  PMS  (Continuing  Educatio 
20  Erford  Rd.,  Lemoyne  17043. 


Harrisburg;  September  30,  1971 — January  20,  19 
Continuing  Education  Program  1971-1972; 
Community  General  Osteopathic  Hosp.;  8  Thur 
2Vi  hrs.  per  day;  fee==,$60  ($10  ea.  single  st 
sion);  AAGP  and  ACGP  credit  requested.  Conti 
Charles  M.  Worrell,  D.O.,  D.M.E.,  Community  Gt 
Osteopathic  Hosp.,  4300  Londonderry  Rd.,  Harr 
burg  17109. 


Hazleton  State  General  Hospital;  September  1 
June  1 

AMA  (required  credit)  —  A  Program  of  Cc 
tinuing  Medical  Education;  by  U.  of  Pa.;  1  %  h 
ea.  day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  toti 
40  hrs.  AAGP  credit  approved.  Contact  Rob< 
Gunderson,  M.D.,  D.M.E.,  Hazleton  State  Ge 
Hosp.,  Hazleton  18201. 


Kittanning;  December  2-16,  1971 
Current  Medical  and  Surgical  Concepts 
Pennsylvania  Medical  Continuing  Education  Pr 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP; 
Armstrong  County  Memorial  Hosp.;  every  Thurs. 
hrs.  AAGP  credit  requested,  fee  to  be  announce 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Coi 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Lancaster  General  Hosp.;  September  7,  1971 
May  30,  1972 

Continuing  Education  Program;  1  day  per  wee 
3  hrs.  per  day;  29  days;  AAGP  credit  requeste 
fee  =  none.  Contact  John  H.  Esb^nshade,  J 
M.D.,  Dir.  Med.  Educ.,  Lancaster  General  Hosi 
555  N.  Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  2 
1971  -  May  25,  1972 

AMA  —  Continuing  Education  Program;  by  Ha 
nemann;  2  hrs.  per  day;  1  day  per  week;  17  week 
34  hrs.  AAGP  and  ACGP  credit  requested.  Conta 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Ha 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Lebanon;  October  7 — November  11,  1971 
Drug  Abuse;  by  Consult,  Inc.  (Lebanon  C 
Commission  of  Drug  Abuse)  and  the  Institute 
Pa.  Hosp.;  at  Lebanon  Municipal  Bldg.;  Thurs.  € 
week;  six  weeks.  Contact  Raymond  R.  Curant 
M.D.,  39  E.  Maple  St.,  Palmyra  17078:’ 


Lebanon;  November  3,  1971  -  May  2,  1972 
AMA  —  A  Continuing  Medical  Education  Pr 
gram;  by  Jefferson  and  Penn  State;  at  Quenl 
Riding  Academy;  1  day  every-other  mo.;  2  hrs.  p 
day;  8  hrs.  AAGP  credit  requested;  fee  =  non 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assc 
Dean,  Jefferson,  1025  Walnut  St.,  Phi ladelph 
19107. 


Lewistown  Hospital;  February  9  -  April  12,  1972 
Current  Medical  and  Surgical  Concepts 
Pennsylvania  Medical  Continuing  Education  Pr 
gram);  by  PMS  and  Susquehanna  Valley  RM 
every  Wed.;  30  hrs.  AAGP  credit  requested;  fee 
be  announced.  Contact  PMS  (Continuing  Educ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


Lock  Haven  Hospital;  October  20,  1971  -  April  1 
1972 

Current  Medical  and  Surgical  Concepts 
Pennsylvania  Medical  Continuing  Education  Pr 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  fir 
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I  third  Wed.  except  holidays;  30  hrs.  AAGP 
dit  requested,  fee  to  be  announced.  Contact 
S  (Continuing  Education),  20  Erford  Rd., 
noyne  17043. 

adville;  September  1,  1971  -  May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
insylvania  Medical  Continuing  Education  Pro- 
tm);  by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be 
lounced.  Contact  PMS  (Continuing  Education), 
Erford  Rd.,  Lemoyne  17043. 


iladelphia;  September  15,  1971  -  May  17,  1972 
Continuing  Medical  Education  Seminars;  at 
thodist  Hospital;  1  day  ea.  mo.;  2  hrs.  per  day; 
hrs.  AAGP  credit  requested;  fee  =  none.  Con- 
:t  John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
sp.,  2301  S.  Broad  St.,  Philadelphia  19143. 


iladelphia;  October  13  -  December  1,  1971 
Recent  Advances  in  Medicine;  at  Temple;  1  day 
week;  4V2  hrs.  ea.  day;  AAGP  credit 
guested;  fee  =  $75.  Contact  Albert  J.  Finestone, 
D.,  Dept,  of  Med.,  Temple,  Broad  &  Ontario 
5.,  Philadelphia  19140. 


(iladelphia;  January  4  -  May  16,  1972 
AMA —  Current  Topics  of  Interest  to  the  Family 
tysician;  at  Jefferson;  2  hrs.  per  day;  1  day  per 
jek;  20  weeks;  40  hrs.  AAGP  credit  requested; 
e=$150.  Contact  John  H.  Ki Hough,  Ph.D.,  M.D., 
isoc.  Dean,  Jefferson,  1025  Walnut  St., 
(iladelphia  19107. 


ttsburgh;  August  5,  1971  -  June  22,  1972 
Post  Graduate  Medical  Education  Lectures;  at 
.  Margaret  Memorial  Hosp.;  first,  second  and 
ird  Thurs.  ea.  mo.  except  July;  1  hr.  per  day; 
\GP  credit  requested;  min.  enrollment=30; 
e=none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
.  Margaret  Memorial  Hosp.,  265  -  46th  St.,  Pitts- 
irgh  15201 . 


ttsburgh;  September  2,  1971  -  June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
argaret  Memorial  Hosp.;  1  day  ea.  week;  2  hrs. 
t.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
iquested;  fee  =  $50  for  ea.  10-week  series.  Con- 
ct  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
emorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


ittsburgh;  October  21,  1971  -  June  1,  1972 
Seminars  for  the  Primary  Physician;  at  Pitt;  2 
rs.  ea.  evening;  1  day  per  week;  27  weeks;  54 
rs.  AAGP  credit  requested;  fee=$10  per  session 
>150  for  all  27).  Contact  William  M.  Cooper,  M.D., 
hr.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife  Hall, 
ittsburgh  15213. 


ittsburgh;  July  14,  1971  -  June  23,  1972 
Post  Graduate  Medical  Education  Lectures 
-Family  Practice;  at  St.  Margaret  Memorial 
osp.;  every  Wed.;  1  hr.  ea.  day;  AAGP  credit 
jquested;  min.  enrollment  =  20;  fee  =  none.  Con- 
ict  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
lemorial  Hosp.,  265  -  46th  St.,  Pittsburgh  15201. 


ottsville  Hospital;  September  2,  1971  -  June  1, 
972 

AMA  — A  Program  of  Continuing  Medical  Edu- 
ation;  by  Jefferson  and  Penn  State;  first  Thurs. 
a.  mo.;  2  hrs.  ea.  day;  20  hrs.  AAGP  credit 
ipproved;  fee  =  none.  Contact  John  H.  Killough, 
’h.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
it.,  Philadelphia  19107. 


heading;  September  28,  1971 — May  23,  1972 
1971-1972  Continuing  Education  Program;  at  St. 
Joseph’s  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 
I  hr.  ea.  day;  8  hrs.  AAGP  credit  approved.  Con¬ 
tact  Kenneth  M.  Schreck,  M.D.,  Med.  Dir.,  St. 
Joseph’s  Hosp.,  Reading  19610. 


3t.  Marys;  September  26,  1971  -  March  26,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Scranton;  Fourth  Wednesday  of  each  month  (ex¬ 
cept  November,  December  &  June) 

A  Program  of  Continuing  Medical  Education;  at 


Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3  hrs.  ea.  evening; 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  -  June  15,  1972 
AMA — Continuing  Education  Program;  at  Grand 
View  Hosp.;  by  Hahnemann;  2  hrs.  per  day;  1  day 
per  mo.;  9  months;  18  hrs.  AAGP  and  ACGP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Sharon  General  Hospital;  October  20,  1971 
March  1,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  first 
and  third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  William 
M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt.,  Scaife 
Hall,  Pittsburgh  15213. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A  Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2  hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.  225  S.  Center  Ave., 
Somerset  15501. 


Tunkhannock;  March  8  -  May  10,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  -  Febru¬ 
ary  23,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt., 
Scaife  Hall,  Pittsburgh  15213. 


Wellsboro;  September  15,  1971  -  March  15,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 
Memorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education),  20  Erford 
Rd.,  Lemoyne  17043. 


Wilkes-Barre;  September  15 — October  27,  1971 
AMA —  Continuing  Education  Program;  at 
Wyoming  Valley  Hosp.;  by  Hahnemann;  3Vi  hrs. 
per  day;  1  day  per  week;  6  weeks;  21  hrs.  AAGP 
credit  requested,  ACGP  credit  approved; 
fee=none.  Contact  Frederick  K.  Heath,  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Williamsport  Hospital;  September  10,  1971  - 

March  10,  1972 

AMA  —  A  program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  second  Fri. 
ea.  mo.  except  Jan.;  3  hrs.  ea.  day;  18  hrs.  AAGP 
credit  requested;  fee  =  none.  Contact  John  H. 
Killough,  Ph.  D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12,  1972— June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


INTERNAL  MEDICINE 

Abington  Memorial  Hospital;  September  2 — 
December  16,  1971 

S-Recent  Advances  in  Internal  Medicine;  2  hrs. 
per  day;  1  day  per  week;  15  weeks;  max.  enroll- 
ment=40  (internal  medicine);  fee  =  $30.  Contact 


William  H.  Mahood,  Dir.  of  Post-Graduate  Educa¬ 
tion,  Abington  Memorial  Hosp.,  1200  York  Rd.,  Ab¬ 
ington  19001. 


Philadelphia;  October  6,  1971  -  May  31 ,  1972 
AMA  —  Internal  Medicine  Reviews;  at  Hah¬ 
nemann;  3  hrs.  ea.  day;  1  day  ea.  week;  32  weeks; 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty  —  Hematology  &  Medical  Oncology, 
October  6  to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol¬ 
ogy  &  General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Pittsburgh;  September  13  -  October  15,  1971 
AMA — Internal  Medicine  Review  Course;  by 
Pitt  and  Amer.  Coll,  of  Physicians;  at  Pitt;  3  hrs.  a 
day;  2  day  ea.  week;  5  weeks;  33  hrs.  AAGP  credit 
requested;  $50  fee.  Contact  William  M.  Cooper, 
M.D.,  Dir.  of  Cont.  Educ.,  Pitt.  Scaife  Hall,  Pitts¬ 
burgh  15213. 


MALIGNANT  DISEASE 

Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos¬ 
pital.  Contact  Harold  I.  Farber,  M.D.,  Dir.  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  1 9601 . 


NEPHROLOGY 

Sayre;  September  13,  1971 — May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  1V4  hrs.  per  day; 

1  day  per  week;  30  weeks;  min.  enrollment  8; 
fee=$100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  19401. 


NEUROLOGY 

Sayre;  August  9,  1971 — March  21,  1972 
Rotating  Specialty  Seminar/Neurology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
weeks;  9  hrs.  AAGP  credit  approved.  Contact  Paul 
C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


OBSTETRICS  &  GYNECOLOGY 
Pittsburgh;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt;  at 
Magee-Womens  Hosp.;  3V2  hrs.  per  day;  1  day  per 
week;  two  successive  Fridays;  7  hrs.  AAGP  credit 
requested;  fee=$50.  Contact  Marvin  C.  Rulin, 
M.D.,  Magee-Womens  Hosp.,  3400  Forbes  St., 
Pittsburgh  15213. 


OPHTHALMOLOGY 

Abington  Memorial  Hospital;  September  22, 
1971— May  22,  1972 

S-Recent  Trends  on  Ophthalmology;  IV2  hrs. 
per  day;  1  day  per  mo.;  9  mos.  13  hrs.  total;  max, 
enrollment=  15;  fee  =  none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab¬ 
ington  Memorial  Hosp.,  1200  York  Rd.,  Abington 
19001. 


PHARMACOLOGY 

Philadelphia;  September  27,  1971  -  January  24, 
1972 

AMA  —  Experimental  Design,  Statistics  and 
Fortran;  at  Hahnemann;  2  hrs.  per  day;  2  days  per 
week;  15  weeks;  58  hrs.  AAGP  credit  requested; 
fee=$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia  General  Hospital;  September  29, 
1971  -  May  31,  1972 

AMA  —  Current  Concepts  in  Clinical  Phar¬ 
macology;  by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1  day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee=none.  Contact 
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Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27, 
1971— June  12,  1972 

S-Seminar  in  Psychiatry;  114  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment=30;  fee=none.  Contact  William  H.  Mahood, 
M.D.,  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001. 


Abington  Memorial  Hospital;  March  7 — May  9, 
1972 

S-Marital  Therapy;  2  hrs.  per  day;  1  day  per 
week;  10  weeks;  max.  enrollment  =  20;  fee  =  $50. 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate 
Education,  Abington  Memorial  Hosp.,  1200  York 
Rd.,  Abington  1 9001 . 


Allentown  Osteopathic  Hospital;  September  22  - 
December  8,  1971 

AMA  —  Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
weeks;  20  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Carlisle  Hospital;  September  24  -  October  22,  1971 
AMA —  New  Dimensions  in  Patient  Care;  by  The 
Institute  of  Pa.  Hosp.  and  PMS;  2  hrs.  per  day;  1 
day  per  week;  5  weeks;  10  hrs.  AAGP  credit 
requested;  fee  =  $25.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Danville;  September  8,  1971  -  April  12,  1972 

AMA —  Psychiatry  and  Community  Mental 
Health;  at  Geisinger  Med.  Center;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per  day;  1  day 
per  week;  5  weeks;  12  hrs.  AAGP  credit 
requested;  fee=$5.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Easton  Hospital;  September  27,  1971  -  June  26, 
1972 

AMA  —  Psychiatry  in  Medical  Practice;  by  Hah¬ 
nemann;  IV2  hrs.  per  day;  1  day  per  mo.;  9  mos.; 
1314  hrs.  AAGP  credit  requested;  fee=none.  Con¬ 
tact  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Lancaster  General  Hospital;  October  20  - 

November  17,  1971 

AMA —  Drug  Abuse  and  Alcoholism;  by  The  In¬ 
stitute  of  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per 
day;  1  day  per  week;  5  weeks;  10  hrs.  AAGP  credit 
requested;  no  fee.  Contact  Sydney  E.  Pulver,  M.D., 
Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Lebanon;  October  7  -  November  11,  1971 
AMA —  Drug  Abuse  and  Alcoholism;  at  Munici¬ 
pal  Bldg.;  by  The  Institute  of  Pa.  Hosp.,  PMS  and 
PAGP;  2  hrs.  per  day;  1  day  per  week;  6  weeks;  12 
hrs.  AAGP  credit  requested;  fee=$25.  Contact 
Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute  of  the 
Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Norristown  State  Hospital;  September  10,  1971  - 
May  12,  1972 

S — Intensive  Review  of  Psychiatry;  114  hrs. 
per  day;  1  day  per  week;  31  weeks;  min.  enroli- 
ment=8;  fee  =  $100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists, 
Norristown  State  Hosp.,  Stanbridge  &  Sterigere 
Sts.,  Norristown  19401. 


Norristown  State  Hospital;  October  1  -  December 
10,  1971 

S  —  Group  Therapy;  1 14  hrs.  per  day;  1  day  per 
week;  10  weeks;  min.  enrollment  =  8;  fee  =  $50. 
Contact  John  D.  Pruitt,  M.D.,  Dir.,  Program  for 
Cont.  Educ.  for  Psychiatrists,  Norristown  State 
Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norristown 
19401. 


Norristown  State  Hospital;  January  7  -  February 
18,  1972 

S  —  Management  of  Adolescent  Behavorial 
Disorders;  IV2  hrs.  per  day;  1  day  per  week;  7 
weeks;  min.  enrollment  =  8.  fee  =  $30.  Contact 


John  D.  Pruitt,  M.D.,  Dir.,  Program  for  Cont.  Educ. 
for  Psychiatrists,  Norristown  State  Hosp., 
Stanbridge  &  Sterigere  Sts.,  Norristown  19401. 


Norristown  State  Hospital;  March  3  -  May  19,  1972 
S —  Family  Therapy  II;  114  hrs.  per  day;  1  day 
per  week;  10  weeks;  min.  enrollment  =  8; 
fee  =  $50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  1 9401 . 


Norristown;  (dates  to  be  announced) 

AMA —  Drug  Abuse  and  Alcoholism;  at  Mont¬ 
gomery  Co.  Mental  Health  Clinics;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per  day;  1  day 
per  week;  12  weeks;  24  hrs.  AAGP  credit 
requested;  fee  =  $25.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  September  7,  1971  -  June  6,  1972 
S/AMA  —  Advances  in  Psychiatry  and  Beha¬ 
vorial  Sciences;  by  Institute  of  Pa.  Hosp.  and  U.  of 
Pa.;  at  the  Institute;  114  hrs.  ea.  day;  1  day  ea. 
mo.;  10  mos.;  fee  =  $50.  Contact  Peter  B.  Bloom, 
M.D.,  Coordinator,  Cont.  Educ.  for  Psychiatrists, 
The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  September  15  -  November  17,  1971 
AMA  —  Sexual  Problems  in  Medical  Practice; 
by  Hahnemann;  2  hrs.  ea.  day;  1  day  ea.  week;  10 
weeks;  AAGP  credit  requested;  fee  =  $75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  4  -  December  6,  1971 
S/AMA  —  Family  Therapy;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Philadelphia  Child  Guid¬ 
ance  Clinic;  214  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6  -  December  8,  1971 
S/AMA  —  Marital  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  214  hrs.  ea.  day;  1  day  per  week;  10 
weeks;  fee  =$100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6,  1971  -  February  16,  1972 
AMA  —  Psychiatric  Problems  of  Children;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  18 
weeks;  36  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Edu.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  7  -  November  11,  1971 
AMA —  Sensitivity  Training  for  Medical  Practi¬ 
tioners;  at  The  Institute  of  Pa.  Hosp.;  by  The  Insti¬ 
tute,  PMS  and  PAGP;  3  hrs.  per  day;  1  day  per 
week;  6  weeks;  18  hrs.  AAGP  credit  requested; 
fee  =  $35.  Contact  Sydney  E.  Pulver,  M.D.,  Dir., 
The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  October  7,  1971  -  February  17,  1972 
AMA —  Medical  Hypnosis;  at  The  Institute  of  Pa. 
Hosp.;  by  The  Institute,  PMS  and  PAGP;  4  hrs.  per 
day;  1  day  per  week;  20  weeks;  80  hrs.  AAGP 
credit  requested;  fee=$150.  Contact  Sydney  E. 
Pulver,  M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  13,  1971  -  May  17,  1972 
AMA  —  Seminars  in  Psychotherapy:  Short-term, 
Crisis  &  Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  10  weeks  per  semi¬ 
nar;  AAGP  credit  requested;  fee  =  $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink, 
M.D.,  Dir.  of  Educ.  &  Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;December  2,  1971  -  April  20,  1972 
AMA —  New  Dimensions  in  Patient  Care;  by  The 
Institute  of  Pa.  Hosp.,  PMS  and  PAGP;  at  The  In¬ 
stitute;  2  hrs.  per  day;  1  day  per  week;  18  weeks; 


36  hrs.  AAGP  credit  requested;  fee=$100.  Cont 
Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute  of  > 
Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  -  March  13,  1972 
S/AMA  —  Behavior  Therapy;  by  the  Institute' 
Pa.  Hosp.  and  U.  of  Pa.;  at  Hospital  of  U.  of  Pa 
hrs.  per  day;  1  day  per  week;  10  weeks;  fee  =  $1 
Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Cc 
Educ.  for  Psychiatrists,  The  Institute  of  Pa.  Hos 
111  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  -  February  14,  1972 
S/AMA  —  Psychopharmacology;  by  the  Instit 
of  Pa.  Hosp.  and  U.  of  Pa.;  1 14  hrs.  per  day;  1  1 
per  week;  6  weeks;  fee=$100.  Contact  Peter 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psyc 
atrists,  The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  i 
Philadelphia  19139. 


Philadelphia;  January  11  -  February  29,  1972 
S/AMA  —  Treating  Today's  Adolescent;  by  I 
Institute  of  Pa.  Hosp.  and  U.  of  Pa.;  114  hrs.  [ 
day;  1  day  per  week;  8  weeks;  fee  =  $100.  Conti 
Peter  B.  Bloom,  M.D.,  Coordinator,  Cont.  Educ. 
Psychiatrists,  The  Institute  of  Pa.  Hosp.,  Ill 
49th  St.,  Philadelphia  19139. 


Philadelphia;  March  22  -  May  24,  1972 
AMA  —  Adolescence  and  the  Youth  Culture; 
Hahnemann;  2  hrs.  per  day;  1  day  per  week; 
weeks;  AAGP  credit  requested;  fee=$75.  Conti 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Trainir 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  2 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  22  -  May  24,  1972 
S/AMA  —  Advanced  Marital  Therapy  —  Treati 
Sexual  Incompatibility;  by  the  Institute  of  F 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council 
Philadelphia;  214  hrs.  per  day;  1  day  per  week; 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.l 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  I 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelpt 
19139. 


Sayre;  July  27,  1971— May  8,  1972 

Rotating  Specialty  Seminar/Psychiatry;  at  Rc 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week; 
weeks;  10  hrs.  AAGP  credit  approved.  Conti  i 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Pack 
Hosp.,  Guthrie  Square,  Sayre  18840. 


Scranton;  September  29  -  December  8,  1971 
AMA —  New  Dimensions  in  Patient  Care;  at  t 
Casey  Inn;  by  The  Institute  of  the  Pa.  Hosp.,  Pf 
and  PAGP;  2  hrs.  per  day;  1  day  per  week; 
weeks;  24  hrs.  AAGP  credit  requested;  fee  =  $; 
Contact  Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institi 
of  the  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelpt 
19139. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

September  6  -  October  29,  1971;  Philadelphi; 
(repeat  February  7  -  March  13,  1971  and  May  1 
June  23,  1972) 

PG/AMA  —  Clinical  Immunology  Tutoria 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days 
fee  =  $500.  Contact  Frederick  K.  Heath,  M.D. 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St. 
Philadelphia  19102. 


ARTHRITIS  &  RHEUMATISM 

Continuous;  Philadelphia 

PG/AMA  —  Rheumatology  Tutorial  Course;  al 
Hahnemann;  6-7  hrs.  per  day;  2  days  per  week;  4 
weeks;  fee  =  $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 

Continous  (2  or  3  weeks  in  each  sub-section); 
Philadelphia 
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PENNSYLVANIA  MEDICINE 


PG/AMA  —  Tutorial  Gourses;  Fluid  and  Electro¬ 
de  Metabolism;  Hypertension  (Clinical  &  Labora- 
>ry);  Dialysis;  Cardio-Hemodynamics;  Cardiac 
are  Unit;  Electrophysiology;  Vector-Electrocar- 
iography  and  Cardiovascular  Pharmacology: 

therosclerosis  and  Lipid  Metabolism;  Phono- 
cho;  Clinical  Cardiology  and  Cardiovascular  Sur- 
ery;  at  Hahnemann;  6,  7,  8,  or  9  hrs.  per  day;  10 
r  15  days;  fee  =  $300  ea.  sub-section.  Contact 
rederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
emann,  230  N.  Broad  St..  Philadelphia  19102. 


eptember21  -25,  1971;  Philadelphia 
C/AMA —  Cardiac  Arrhythmias  (Pathophysio- 
>gy,  Pharmacology  and  Treatment  by  Hah- 
emann;  at  Marriott  Motor  Hotel;  7  hrs.  ea.  day; 
Vi  days;  30  hrs.  AAGP  credit  approved;  $175  fee. 
ontact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ., 
ahnemann;  230  N.  Broad  St.,  Philadelphia  19102. 


eptember  27  -  28,  1971 ;  Philadelphia 
C/AMA  —  Current  Topics  in  Cardiopulmonary 
isease  - 1971 ;  Evolving  Concepts  in  Coronary  Ar- 
jry  Disease;  by  American  College  of  Cardiology; 
t  Temple.  Contact  Miss  Mary  Ann  Mclnerny,  Dir., 
ept.  of  Cont.  Educ.,  American  College  of  Car- 
iology,  9650  Rockvill  Pike,  Bethesda,  Md.  20014. 


larch  16-17,  1972;  Philadelphia 
C — Cardiopulmonary  Resuscitation  Instructors’ 
aining  Course;  at  Emergency  Care  Research  In- 
itute;  by  Pa.  Heart  Assoc,  and  Heart  Assoc,  of 
jutheastern  Pa.;  7  hrs.  ea.  day;  fee  =  $40.  Con- 
ct  Emergency  Care  Research  Inst.,  913  Walnut 
Philadelphia  19107. 


Ctober  28-29,  1971 ;  Hershey 
C —  Cardiopulmonary  Resuscitation  Instructors' 
raining  Course;  at  Hershey;  by  Pa.  Heart  Assoc, 
nd  South  Central  Pa.  Heart  Assoc.;  7  hrs.  ea.  day, 
se=$40.  Contact  Royce  J.  Britton,  Prgm.  Dir.,  Pa. 
eart  Assoc.,  2743  N.  Front  St.,  Harrisburg  17105. 


ovember  2-3,  1971;  Pittsburgh  (repeat  starting 
larch  21  and  June  6,  1972) 

C —  Cardiopulmonary  Resuscitation  Instructors' 
raining  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
/estern  Pa.  Heart  Assoc.;  7  hrs.  per  day;  2  days; 
je=$40.  Contact  Div.  of  Cont.  Educ.,  Pitt,  1022-H 
caife  Hall,  Pittsburgh  15213. 


ecember  13-17,  1971;  Philadelphia 
C/AMA  —  High  Blood  Pressure,  1971  (26th  Hah- 
emann  Symposium);  by  Hahnemann;  at  Sheraton 
otel;  7  hrs.  per  day;  5  days;  35  hrs.  AAGP  credit 
oproved;  fee  =  $175.  Contact  Frederick  K. 
eath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
road  St.,  Philadelphia  19102. 


/larch  13-15,  1972;  Philadelphia 
C/AMA —  Non-lnvasive  Technique  in  Evaluation 
>f  Cardiac  Function;  at  U.  of  Pa.;  by  American 
leart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc. 
>f  Southeastern  Pa.;  fee  (for  Fellows) —  $60.  Con- 
act  Miss  Carole  Mintz,  Dept,  of  Med.  Ed.,  Armen¬ 
ian  Heart  Assoc.,  44  E.  23rd  St.,  New  York  City 
0010. 


.pri 1 10-21,  1972;  Philadelphia 
C/AMA  —  Core  Curriculum-Fundamentals  and 
.pplied  Clinical  Cardiology  Seminar;  by  Hah- 
emann;  7  hrs.  per  day;  12  days;  84  hrs.  AAGP 
redit  requested;  fee  =  $300.  Contact  Frederick 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
I.  Broad  St.,  Philadelphia  19102. 


uly  17-19,  1972,  Philadelphia 
C/AMA  —  Bedside  Diagnosis  of  Heart  Disease; 
y  Hahnemann;  7  hrs.  per  day;  3  days;  21  hrs. 
.AGP  credit  requested;  fee  =  $125.  Contact 
rederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
emann,  230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

lontinuous  (4  weeks  in  each  sub-section); 
’hiladelphia 

PG/AMA  —  Tutorial  Courses:  Clinical  Pulmo- 
ary  Disease;  Inhalation  Therapy;  Pulmonary 
’hysiology;  Respiratory  Intensive  Care;  at  Hah- 
lemann;  7,  8.  or  9  hrs.  per  day;  20  days;  fee  = 
1350.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
;duc.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
9102. 


October  4-15,  1971 ;  Wilkes-Barre  General  Hospital 
December  6-17,  1971;  Philadelphia  (Hahnemann) 
March  14-25,  1972;  Allentown  Hospital 

M/AMA  —  A  Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2  weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


October  24  -  28,  1971;  Philadelphia 

C/AMA  —  37th  Annual  Fall  Scientific  Assembly; 
American  College  of  Chest  Physicians;  at 
Sheraton  Hotel;  31  credit  hours;  Fee:  Members  = 
no  charge;  non-members  with  M.D.  degree  prior  to 
1961  =  $65  (armed  service  or  US  PHS  =  $45); 
non-members  with  M.D.  degree  received  after 
1960  =  $45  (armed  service  or  US  PHS  =  $25). 
Contact  Bradford  W.  Claxton,  M.Ed.,  Dir.  Cont. 
Educ.,  Amer.  Coll,  of  Chest  Phys.,  112  E.  Chestnut 
St.,  Chicago,  III.  60611. 


November  1-12,  1971;  Philadelphia  (repeat  Febru¬ 
ary  28  — March  10,  1972) 

PG  —  Bronchoesophagology;  at  Temple;  $350 
fee;  planned  for  chest  physicians,  thoracic  sur¬ 
geons,  anesthesiologists  and  gastroenterologists. 
Contact  Chevalier  Jackson  Clinic,  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140. 


November  10,  1971;  Franklin 
O/AMA  —  A  program  of  Continuing  Medical  Ed¬ 
ucation;  by  Jefferson  and  Penn  State;  at  Franklin 
Hospital  and  Voyager  Motor  Inn;  3  hrs.  AAGP 
credit  approved;  fee  =  $10.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


May  3-6,  1972;  Philadelphia 
C/AMA  —  Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day;  4  days;  25 
hrs.  AAGP  credit  approved;  fee  =  $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


November  14,  1971-  Scranton 
O —  Emergency  Medicine;  at  Sheraton  Motor 
Inn;  by  Lackawanna  Co.  Med.  Society  and  the 
Greater  Delaware  Valley  RMP;  6  hrs.  AAGP  credit 
approved;  no  fee.  Contact  R.N.  Shoemaker,  Ph.D., 
Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111  E.  End 
Blvd.,  Wilkes-Barre  18703. 


February  7-18,  1972;  Philadelphia  (repeat  May  2- 
13,  1972) 

PG/AMA  —  Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8  hrs.  ea.  day;  10  days;  fee  =  $400. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


March  11,  1972;  Hershey 
O/AMA  —  Emergency  Room  Techniques;  by 
PMS  and  Pa.  Trauma  Committee  of  ACS;  at 
Hershey;  6  hrs.;  min.  enrollment  =  50;  fee  =  $10. 
Contact  PMS  (Emergency  Med.  Service),  20  Erford 
Rd.,  Lemoyne  17043. 


ENDOCRINOLOGY 
March  6-31,  1972;  Philadelphia 
PG/AMA  —  Endocrinology  and  Metabolism  Tu¬ 
torial  Courses;  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  =  $350.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

O  —  Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Assoc.;  at  M.S.  Hershey;  6  hrs. 
AAGP  and  ACGP  credit  requested;  fee  =  $100; 
min.  enrollment=20.  Contact  PMS  (PMS-POA 
Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 

Continuous;  Philadelphia 

PG/AMA  —  Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days;  fee=$700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Requested,  1971;  Philadelphia 

PG  —  Acute  Care  Medicine  Fellowship  (re¬ 
training  program  for  women  physicians);  by  M.C. 
of  Pa.;  6  hrs.  per  day;  1  yr.  duration.  Contact  Ethel 
Weinberg,  M.D.,  Assoc.  Dean,  MCP,  3300  Henry 
Ave.,  Philadelphia  19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi¬ 
tals  (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 
M  —  Diagnosis  and  Management  of  Hyperten¬ 
sion;  by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 

Octooer,  1971;  Altoona 
October,  1971;  Greensburg 
November,  1971;  Scranton 
November,  1971;  Williamsport 
January,  1972;  Allentown 
January,  1972;  King  of  Prussia 

M  —  The  Physician  and  Addictive  Disease;  by 
PMS,  PAGP,  Pa.  Dept,  of  Health  and  Pa.  Dept,  of 
Welfare;  8  hrs.  AAGP  credit  requested;  min.  en- 
rollment=10,  fee  =  $10.  Contact  PMS,  20  Erford 
Rd.,  Lemoyne  17043. 


ORTHOPEDICS 

November  10-12,  1971 ;  Philadelphia 

C/AMA —  Hand  Surgery;  at  Jefferson;  7  hrs.  per 
day;  3  days;  21  hrs.  AAGP  credit  requested; 
minimum  registration  =  50;  fee=$100.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef¬ 
ferson,  1025  Walnut  St.,  Philadelphia  19107. 


November  8-11 ,  1971;  Lancaster 
C/AMA  —  Clinical  Therapeutics  1971:  Emer¬ 
gency  Medicine;  by  PMS,  U.  of  Pa.,  Temple,  M.C. 
of  Pa.  and  Hershey;  at  Host  Farm  Resort  Motel;  24 
hrs.  AAGP  credit  requested;  min.  enrollment  =  25; 
fee  =  $25.  Contact  PMS  (Scientific  Assembly),  20 
Erford  Rd.,  Lemoyne  17043. 


December  13-17,  1971 ;  Philadelphia 

C/AMA  —  High  Blood  Pressure  -  1971;  by  Hah¬ 
nemann;  at  Sheraton  Hotel;  8  hrs.  ea.  day;  4V2 
days;  35  hrs.  AAGP  credit  requested;  $125  fee. 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ., 
230  N.  Broad  St.,  Philadelphia  19102. 


May  4-6,  1972;  St.  Davids 
C  —  Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  214  days;  15  hrs. 
AAGP  credit  approved;  fee  =  $35.  Contact 
Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  19010. 


INTERNAL  MEDICINE 

January  3-7,  1972;  Philadelphia 

C/AMA  —  Workshops  in  the  Physiology,  Patho¬ 
physiology  and  Diagnosis  of  Disorders  of 
Electrolyte  and  Acid-Base  Metabolism;  by  Amer. 
Coll,  of  Physicians;  at  Hospital  of  the  U.  of  Pa.; 
Fee:  Members  and  F.A.C.P.  =$80,  non-members 
=  $125,  candidate  members  and  ACP  Latin  Ameri¬ 
can  Fellows  =  $40.  Contact  Registrar,  Post¬ 
graduate  Courses,  Amer.  Coll,  of  Physicians,  4200 
Pine  St.,  Philadelphia  19104. 


March  20-24,  1972;  Philadelphia 
C/AMA  —  Specifically  Treatable  Diseases  (Em¬ 
phasizing  Pathophysiology  and  Early  Clinical 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn¬ 
sylvania  Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  =  $80,  non-members  =  $125,  candidate 

members  and  ACP  Latin  American  Fellows  =  $40. 
Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 
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LPO-NICIN 


NICOTINIC 

ACID 

THERAPY 


\ 


For  Treatment  ot: 


COLD  FEET 

LEG  CRAMPS  •  TINNITUS 
DISCOMFORT  ON  STANDING 


WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 


ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS. 


RELEASES  NICOTINIC  ACID 
2  WAYS 

QUICKLY  or  GRADUALLY 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


GRADUAL  RELEASE 


NOT  TIMED 

LIPO-NICIN®/100mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  . 100  mg 

Niacinamide  .  75  mg 

Ascorbic  Acid  . 150  mg 

Thiamine  HCI  (B-1)  .  .  25  mg 

Riboflavin  (B-2)  .  2  mg 

Pyridoxine  HCI  (B-6) .  .  10  mg 

DOSE:  1  to  5  tablets  daily. 
AVAILABLE:  Bottles  of  100 
500.  1000. 


NOT  TIMED 

LIPO-NICIN®/250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  . 250  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCI  (B-1)  .  .  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCI  (B-6)..  10  mg. 

DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500.  1000. 


TIMED  RELEASE  6  to  8  HOURS 

LIPO-NICIN®/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  . 300  m 

Vitamin  C  (Ascorbic  Acid). 150  m 
Vita.  B1  (Thiamine  HCI)..  25m 
Vitamin  B2  (Riboflavin)  .  .  2  m 

Pyridoxine  HCI  (B-6)  ....  10  m 
DOSE:  1  to  2  capsules  daily. 
AVAILABLE:  Bottle  of  100,  1000 
In  a  special  base  so  prepared  Ih 
the  active  ingredients  are  releast 
over  a  period  ol  6  to  8  hours. 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nau 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  —  Interview  M 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D.,  JAMA,  Aug.  6,  1960,  Vo/.  173,  No.  14,  P.  1563. 


Write  lor  Literature  and  Samples 

(BwolflJJfc  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street,  Los  Angeles,  California  90057 


impirirf  Compound 
<odeine,gi:V2orgi:l 


Helps  overpower  p 

E:h  tablet  contains:  aspirin  gr.  3V2, 


pjnacetin  gr.  2V2,  caffeine  gr.  V2. 

^  3  contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

^  4  contains  codeine  phosphate*  (64.8  nig.)  gr.  1. 

"( arning — may  be  habit  forming.) 

Empirin  Compound  with  Codeine  is  now  classified  in 
u  1  Available  on  oral  prescription  and  may  be  refilled  5 
within  6  months,  unless  restricted  by  State  law. 

C  iplete  literature  available  on  request  from  Professional  Service: 


wi 


dule 


time 


Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


pt.  P 


r 


PENNSYLVANIA 

MEDICINE 


classifieds 


PHYSICIANS  WANTED 
Accident  Ward  Physicians  Wanted: 

for  Delaware  County  Memorial  Hospi¬ 
tal,  Drexel  Hill,  Pa.  Call  or  write  Ad¬ 
ministrator.  Tel:  (215)  259-3800. 

Regional  Medical  Program  located 
in  Central  Pennsylvania  interviewing 
for  director  (Doctor  of  Medicine.)  Pro¬ 
gram  and  core  budget  in  excess  of 
$600,000.  Excellent  fringe  benefits. 
Send  curriculum  vitae  to  RMP,  P.O. 
BOX  301,  Lemoyne,  Pennsylvania 
17043. 

To  head  Child  Psychiatric  Services  in 

progressive  expanding  comprehensive 
Mental  Health  Center  in  the  city  of 
Philadelphia.  Dynamic,  creative,  imag¬ 
inative  and  daring  individual  wanted. 
Should  be  willing  to  explore  group 
approaches  to  treatment  and  partici¬ 
pate  in  related  services  of  consultation 
to  the  community.  Familiarity  with 
the  work  of  comprehensive  mental 
health  centers  desirable  but  not  man¬ 
datory.  Fringe  benefits.  Northeast 


Community  Mental  Health  Center, 
Roosevelt  Blvd.  &  Adams  Ave.,  Tel: 
(215)  743-1600,  Personnel  Depart¬ 
ment. 

Emergency  Room  Physician  —  F ull 
Time;  Accredited  325  bed  general  hos¬ 
pital  active  approved  internship  and 
residency  programs;  excellent  benefits. 
Submit  resume  to:  Administrator, 
Robert  Packer  Hospital,  Sayre,  Pa. 
18840. 

General  or  Family  Practitioners 

needed —  to  locate  in  Northeastern  Pa. 
Excellent  opportunity  to  join  a  five- 
man  group  practicing  comprehensive 
medicine.  Located  in  Endless  Moun¬ 
tains.  Hunting,  fishing,  boating  and 
skiing.  Three  hours  from  metropolitan 
areas.  Affiliated  with  private  hospital, 
fully  accredited,  and  modern  extended 
care  facility.  Contact  Eudora  S.  Ben¬ 
nett,  R.N.,  Administrator,  Montrose 
General  Hospital,  Montrose,  Pa. 
18801.  Telephone  collect:  (717)  278- 
3801. 


Emergency  Room  Physicians— o 

provide  four-man  team  coverage,  ,5 
bed  hospital.  Present  hospital  tO)e 
replaced  by  $22  million  medical  ce;r 
now  under  construction.  Write  P. 
Pollick,  president,  Pottstown  Memcal 
Medical  Center,  P.O.  Box  739,  Pt- 
stown,  Pa.  19464. 

Internist —  Certified.  Large  corpu- 
tion’s  well  equipped  medical  offis. 
Evaluation  and  care  of  domestic  d 
overseas  personnel.  No  travel.  Regir 
hours.  $35M  salary.  Pennsylvtia 
license  required.  Write  Box  594  Pei- 
sylvania  Medicine,  20  Erford 
Lemoyne,  Pa.  17043.  Equal  Opportii- 
ty  Employer. 

POSITION  WANTED 
Anesthesiologist —  37,  board  eligle 
seeking  anesthesia  position.  Pennl- 
vania  and  West  Virginia  license.  Pl<;e 
send  information  to  Box  595,  Pennl- 
vania  Medicine,  20  Erford  I., 
Lemoyne,  Pa.  17043. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 

P  sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef¬ 
fects  with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
j  III  ing  complete  mental  alertness,  such  as  op- 

A™  ^  erating  machinery  or  driving  a  motor  vehicle 

shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 

■  withdrawal  of  barbiturates  and  should  be 

Bfe  treated  in  the  same  fashion.  Use  caution  in 

- ’w'1;  administering  to  individuals  known  to  be 

addiction-prone  or  those  whose  history  sug- 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal¬ 
gesic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
f  been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 
lated  to  the  drug. 

Each  capsule  contains  /  \  ROChe 

300  mg  ol  meth,prylon\™K/  l#B0R#I0R|ES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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PENNSYLVANIA  MEDICF 


1971  SCIENTIFIC  ASSEMBLY 


“CLINICAL  THERAPEUTICS— 1971 : 

EMERGENCY  MEDICINE” 

Host  Farm  Resort  Motel,  Lancaster 
November  8-1 1 

MORNING  SEMINARS 


Monday 

“Emergencies  Associated  with 
Renal  and  Electrolyte  Disorders” 

organized  by:  University  of  Pa. 

School  of  Medicine 

Tuesday 

“The  Unconscious  Patient” 

organized  by:  Temple  University 
Medical  School 


Wednesday 

“Emergencies  Due  to  Infections” 

organized  by:  The  Medical  College  of 
Pennsylvania 


Thursday 

‘Emergencies  Due  to  Pulmonary 
Problems 


Plus:  16  specialty  seminars 

4  seminars  for  nurses  & 
allied  professionals 


organized  by:  Pa.  State  University 
College  of  Medicine, 
Milton  S.  Hershey  Medical 
Center 


for  more  information  contact:  J.  Reed  Babcock,  M.D.,  Chairman,  Adv.  Cmte.  on  Cont.  Educ. 

Pennsylvania  Medical  Society,  20  Erford  Rd.,  Lemoyne  17043. 


When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hlium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptom: 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6  months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  /  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu¬ 
ance  (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2  to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5  mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2  to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2  to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2  to  2%  mg,  1  or  2  times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1  to  2J£  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6  months). 

Supplied:  Valium®  (diazepam)  Tablets,  2  mg,  5  mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-DoseT  M-  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Patients  fell  asleep  quick 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  -  by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.12 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  failing  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7  to  8  hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a  limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang¬ 
over”  have  been  relatively  infrequent;  paradoxi¬ 
cal  reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded¬ 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J,  D.,  Jr.:  “A  System  for  Automatically  Analyz¬ 
ing  Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo¬ 
graphic  recordings. 


)n 

)almane 

flurazepam  HCI) 


lical  effectiveness  as 
>ven  in  the  sleep  laboratory 

lalmane 

jrazepam  HCO 

30-mg  capsule  h.s.— usual  adult  dosage. 
15-mg  capsule  h.s. — initial  dosage  for 
rly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a  summary  of  which  follows: 
indications:  Effective  in  al!  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakeningsand/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCi. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert¬ 
ness  (e,g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho¬ 
logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad¬ 
ministering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre¬ 
clude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres¬ 
ence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall¬ 
ing  have  occurred,  particularly  in  eiderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gf  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak¬ 
ness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short¬ 
ness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con¬ 
fusion,  restlessness,  hallucinations,  and  ele¬ 
vated  SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac¬ 
tions,  e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/“  \  Roche  Laboratories 

< ROCHE >  Division  of  Hoffmann -La  Roche  Inc. 
\  /  Nutley,  New  Jersey  071 10 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a  gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton8  chlorthalidone  usp 

Makes  water,  not  waves. 


tctrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
irse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

groton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

’persensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
Juld  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
■foration)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
pplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
ildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
-dated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
duce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
termination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
tassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
tients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  A dverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
orexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
potension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
rombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ncreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
mpounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
y.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
:  the  complete  prescribing  information. 

EIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 


An  epidemic  that's  striking  home. . . 


There  were  more  than  16,000  reported  cases  of 
gonorrhea  in  the  Keystone  State  last  year. . . 
almost  75  percent  of  them  in  Philadelphia  alone 


In  Pennsylvania . . .  and  everywhere  else . . . 
a  new  alternative 


*lr5bicin 

SPECTINOMYCIN  DIHYDROCHLORIDE. 


single-dose  treatment  for 
intramuscular  use  only 

a  chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 

High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 
and  cure  are  defined  on  page  3  of  advertisement). 

Assurance  of  a  single-dose,  physician-controlled 
treatment  schedule 

No  allergic  reactions  occurred  in  patients  with 
an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin 
antibody  studies  were  not  performed 
Active  against  most  strains  of 
Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75-20  mcg/ml) 

A  single  two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  15  mcg/ml 
present  8  hours  after  dosing). 


*Data  compiled  from  reports  of  14  investigators. 


NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Since  the  treatment  of  syphilis  demands  prolonged 
therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  of  syphilis,  patients  being  treated  for  gonorrhea 
should  be  closely  observed  clinically.  Monthly  serological  follow-up 
for  at  least  3  months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  of  this  advertisement. 


trobicin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a  decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica¬ 
ble  disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a  few  years  ago  now 
result  in  a  significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G  remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a  non¬ 
penicillin,  intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a  single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a  new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  of  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer¬ 
vicitis  and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  withan 
alleged  history  of  penicillin  hypersensitivity  wen 
treated  with  Trobicin,  although  penicillin  antibjy 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibtic 
commonly  used  to  treat  gonorrhea. 


Intramuscular  injections  should  be  made  deep  into  the  uper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2  gram  dose  I.M.  in  acute  gonorrbl 
urethritis.Single  4  gram  dose  I.M.  (should  be  divided  betw;r\ 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  ancn 
patients  being  re-treated  after  failure  of  previous  antibiic 
therapy.  In  geographic  areas  where  antibiotic  resistancis 
known  to  be  prevalent,  initial  treatment  with  4  grams  inli- 
muscularly  is  preferred. 

Adult  female:  Single 4  gram  dose  I.M.  (should  be  divided  I- 
tween  two  gluteal  injection  sites)  in  acute  gonorrheal  c- 
vicitis  and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  h 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Curec 

Adult  Males:  Gonorrheal  urethritis 

2  grams 

4  grams 

475 

96 

457 

93 

96% 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4  grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon¬ 
orrhoeae  on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2  days  post-treatment 
in  males  and  at  least  7  days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi¬ 
dence  of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re¬ 
lapses  or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  singl 
dose  clinical  trials:  soreness  at  the  injection  site,  urtican 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norm 
human  volunteers,  the  following  were  noted:  a  decrease 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevatic 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mi 
tiple-dose  studies  in  normal  volunteers,  a  reduction  in  urir 
output  was  noted.  Extensive  renal  function  studies  demoi 
strated  no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

**Medical  Research  Files,  The  Upjohn  Company 


a  chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


"""Irobkin 


E 


PENTAHYDRATE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


erileTrobicin® 

jectinomycin  dihydrochloride  penta- 
drate)— For  Intramuscular  injection: 

3m  vials  containing  5  ml  when  reconsti- 
ed  with  diluent.  4  gm  vials  containing 
ml  when  reconstituted  with  diluent. 

1  aminocyclitol  antibiotic  active  in  vitro 
jainst  most  strains  of  Neisseria  gonor- 
•oeae  (MIC  7.5  to  20  mcg/ml).  Defini- 
e  in  vitro  studies  have  shown  no  cross 
distance  of  N.  gonorrhoeae  between 
abicin  and  penicillin. 

idications:  Acute  gonorrheal  urethri- 
and  proctitis  in  the  male  and  acute 
Tnorrheal  cervicitis  and  proctitis  in  the 
male  when  due  to  susceptible  strains 
N.  gonorrhoeae. 

ontraindications:  Contraindicated  in 
ptients  previously  found  hypersensitive 
Trobicin.  Not  indicated  for  the  treat- 
ent  of  syphilis. 

tamings:  Antibiotics  used  to  treat  gon- 
'rhea  may  mask  or  delay  the  symp- 
■ms  of  incubating  syphilis.  Patients 
lould  be  carefully  examined  and 
onthly  serological  follow-up  for  at  least 
months  should  be  instituted  if  the  diag- 
3sis  of  syphilis  is  suspected. 

3 fety  for  use  in  infants ,  children  and 
' egnant  women  has  not  been  estab- 
hed. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ¬ 
uals.  Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel¬ 
opment  of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re¬ 
actions  were  observed  during  the  single¬ 
dose  clinical  trials:  soreness  at  the  injec¬ 
tion  site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler¬ 
ance  studies  in  normal  human  volun¬ 
teers,  the  following  were  noted:  a  de¬ 
crease  in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka¬ 
line  phosphatase,  BUN  and  SGPT.  In 
single  and  multiple-dose  studies  in  nor¬ 
mal  volunteers,  a  reduction  in  urine  out¬ 
put  was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Male  —  single  2  gram  dose  (5  ml)  intra¬ 
muscularly.  Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther¬ 
apy  should  receive  4  grams  (10  ml).  In 
geographic  areas  where  antibiotic  re¬ 


sistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramus¬ 
cularly  is  preferred. 

Female—  single  4  gram  dose  (10  ml)  in¬ 
tramuscularly. 

How  supplied:  Vials,  2  and  4  grams 
—  with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5  and  10  ml 
respectively  with  a  concentration  of  spec- 
tinomycin  dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  —  for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab¬ 
sorbed  after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  1 00 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8  hours.  A  four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8  hours. 

For  additional  product  information ,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b-i-s(iwb» 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


ITS  NO  SECRET... 

that  the  Pennsylvania  Medical 
Society’s  professional  liability  insurance 
program  is  off  to  a  flying  start... 


with  YOU  aboard,  its  success  will  be  assured ! 


The  Pennsylvania  Medical  Society 
is  gratified  and  encouraged  by  the  ex¬ 
traordinary  success  to  date  of  the  So¬ 
ciety-sponsored  Professional  Liability 
Insurance  Program  which  went  into  ef¬ 
fect  June  1,  1971 .  The  unfavorable  in¬ 
surance  market  conditions  which 
prompted  the  Society’s  sponsorship  of 
such  a  program,  including  arbitrary 
cancellations,  non-renewals  or  refusals 
to  write  newly  licensed  physicians,  still 
exist.  Under  the  circumstances,  it  is 
still  in  the  best  long-term  interests  of 
all  PMS  members  to  transfer  their  indi¬ 
vidual  malpractice  insurance  coverage 
as  promptly  as  possible. 

The  PMS  Program  is  completely 
“doctor-oriented,”  having  been  design¬ 
ed  to  provide  long-term  coverage  and 
adequate  limits  at  the  best  possible 
cost,  in  addition  to  giving  the  Society, 
on  behalf  of  its  members,  an  opportu¬ 
nity  to  participate  in  all  important  pol¬ 
icy-making,  administration  and  loss 


prevention  aspects  vital  to  the  Pro¬ 
gram’s  success. 

The  program  is  being  underwrit¬ 
ten  by  the  Argonaut  Insurance  Com¬ 
pany,  a  well  established,  “A+AAAA” 
rated  casualty  insurance  carrier  with 
assets  in  excess  of  $180,000,000  and 
considerable  experience  in  the  medical 
liability  field.  The  exclusive,  full-time 
administrator  of  the  program  is  Parker 
&  Co.  Inc.  of  Pennsylvania,  one  of  the 
country’s  leading  insurance  brokerage 
firms. 

In  review,  the  major  points  of  the  pro¬ 
gram  are: 

1. The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a  minimum  of  five 


years.  No  other  carrier  has  offed 
such  an  agreement. 

3.  The  Society  participates  throuj  a 
Professional  Liability  Insunce 
Commission  consisting  of  twve 
members.  The  Commission  wilbe 
the  ultimate  authority  in  appds 
stemming  from  disputes  betven 
member  insureds  and  will  worin 
close  conjunction  with  the  localis- 
trict  committees. 

4.  No  member’s  application  will  bde- 
clined  except  by  the  joint  decion 
of  the  PMS  Commission  and  he 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100  )0 
for  each  claim  with  an  annual  are- 
gate  limit  of  $300,000  with  ex:ss 
limits  up  to  $1,000,000  avaikle. 
Coverage  is  available  for  interns, :s- 
idents  and  physicians’  and  surgeis' 
assistants. 

6.  Rates  are  competitive  with  o  er 
major  writers  of  professional  li;il- 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  tha  a 
member  purchase  ancillary  inr- 
ance  coverages  (homeowners,  ao, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  memers 
a  unique  opportunity  to  stabilize  Fir 
professional  liability  insurance  cc;r- 
age  on  a  long  term  basis.  Howeve  a 
broad  based,  high  degree  of  mermr- 
ship  involvement  is  essential  to  rrke 
this  program  a  success.  Please  fill  ut 
the  coupon  indicating  your  interesin 
participating  in  the  PMS  endorsed  o- 
gram  when  your  present  covege 


Argonaut  Insurance  Companies 

i - 1 

I  Mail  to: 

Parker  &  Co.,  Inc.  of  Pennsylvania 
I  1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 

Attention:  Mr.  A.  John  Smither,  Vice  President 

I  Name. - - 

Office  Address. _ 

|  Telephone  No. _ 

Medical  Specialty. _ 

|  Date  your  professional  liability  insurance  expires _ 

Present  Carrier - 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance 
Program.  Please  send  me  an  application.  □ 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


52V-2  -  Parker  &  Co.  -  1 A  -  10/21/71 
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MS  DELEGATES  TO  AMA  PLAN  FOR  NEW  ORLEANS  Pennsylvania's  delega¬ 
tion  to  the  AMA  Clini¬ 
cal  Convention  in  New  Orleans  (see  list  of  delegates  and  alternates 
sleeted  on  page  11  in  this  issue)  will  be  minus  three  veteran  dele¬ 
gates  who  have  retired.  They  are  Thomas  W.  McCreary,  Sr.,  M.D., 
Rochester;  Samuel  B.  Hadden,  M.D.,  Philadelphia;  and  Wendell  B. 
}ordon,  M.D.,  Pittsburgh.  Drs .  Park  M.  Horton,  PMS  president-elect; 
William  A.  Limberger,  PMS  immediate  past  president;  and  William  Y. 
Rial,  speaker  of  the  PMS  House  of  Delegates,  are  serving  on  various 
reference  committees  of  the  AMA  House  of  Delegates. 


SCIENTIFIC  ASSEMBLY  NOVEMBER  FEATURE  Over  1,000  physicians  and 

allied  professionals  are 
expected  to  attend  the  1971  PMS  Scientific  Assembly  November  8-11 
at  the  Host  Farm  Motel,  Lancaster.  Four  of  the  Commonwealth's  medi¬ 
cal  schools  assisted  the  Council  on  Education  and  Science  in  pre¬ 
paring  the  sessions,  as  did  the  Pennsylvania  Nurses  Association  in 
preparing  the  seminars  for  nurses  and  other  allied  professionals, 
ppj Twenty- three  specialty  programs  have  been  prepared.  General  theme 
tfl|for  the  assembly  is  "Emergency  Medicine." 


PHS  SAYS  SMALLPOX  VACCINATION  NOT  NEEDED  The  U.S.  Public  Health 

Service  has  announced 

its  recommendation  that  routine  smallpox  vaccination  is  no  longer 
indicated  in  the  United  States.  The  decision  was  based  on  the  suc¬ 
cess  of  the  efforts  of  the  World  Health  Organization  to  eradicate 
smallpox  throughout  the  world.  PHS  further  recommended  that  states 
change  compulsory  laws  regarding  vaccines  and  that  physicians  and 
health  agencies  intensify  efforts  to  report  adverse  reactions  to 
vaccinations  for  smallpox  and  to  observe  the  following  contraindi¬ 
cations  to  smallpox  immunization:  Eczema  and  other  forms  of  chronic 
dermatitis  in  the  individual  or  in  a  household  contact,  pregnancy, 
and  altered  immune  states  from  disease  or  therapy. 


JTV  CLINIC  AT  ACS  CONGRESS  The  Clinical  Congress  of  the  American 

College  of  Surgeons  conducted  a  four- 
day  surgery  clinic  via  closed  circuit  television  and  two-way  commu- 

Inications  from  the  operating  rooms  of  Thomas  Jefferson  University 
Hospital,  Philadelphia,  to  Convention  Hall,  Atlantic  City.  The  pro¬ 
gram,  which  demonstrated  surgery  ranging  from  open  heart  and  cancer 
surgery  to  cosmetic  plastic  surgical  reconstruction,  was  directed 
by  Gordon  F.  Schwartz,  M.D.,  director  of  the  surgical  education 
program  at  Jefferson  Medical  College. 

DRUG  ABUSE  TRAINING  ANNOUNCED  The  Drug  Education  and  Training 

Center  at  Eastern  Pennsylvania 

Psychiatric  Institute  (EPPI)  has  announced  the  initiation  of  a  two- 
1  year  program  of  education  on  the  subject  for  physicians  and  others 
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working  to  solve  the  problem.  Initial  sessions,  scheduled  for  Decem¬ 
ber  13-17 3  have  been  planned  by  EPPI  and  Eagleville  Rehabilitation 
Center.  For  further  information  contact  Program  Director  Uri  Rueveni 
Ph.D.  at  EPPI. 

HOSPITAL  ADDITION  ATTACKED  State  Insurance  Commissioner  Herbert  S 

Denenberg  has  ordered  Capitol  Blue  Cro; 
not  to  pay  any  costs  related  to  a  proposed  165-bed  addition  to  Holy 
Spirit  Hospital  in  Camp  Hill  on  the  grounds  that  a  state  plan  shows  a 
need  for  only  twenty-eight  additional  beds  in  the  area  the  hospital 
serves . 

NEW  YORK  ABORTIONS  COUNTED  The  New  York  State  Health  Department  h; 

reported  an  estimated  total  of  215,^53 
abortions  performed  there  in  the  first  year  of  the  liberalized  law, 
with  5^-  percent  of  the  operations  performed  on  out-of-state  residents 
Canada  and  the  five  states  adjacent  to  New  York  accounted  for  nearly 
half  of  all  of  the  out-of-state  abortions. 

HEALTH  INSURANCE  CONTROL  ASKED  The  Nixon  Administration  is  asking 

the  Congress  to  authorize  federal 
regulation  of  private  health  insurance  companies  as  part  of  its  plans 
to  expand  health  insurance  coverage  by  requiring  employers  to  provide 
such  coverage  and  pay  most  of  the  premiums. 

FDA  CAUTIONS  ON  TB  DRUG  USE  The  FDA  has  issued  precautions  agains 

the  use  of  isoniazid,  a  tuberculosis 
cure  and  preventive,  which  was  given  last  year  to  2,321  U.S.  Capitol 
workers,  two  of  whom  subsequently  died.  The  FDA  rated  the  drug  an 
excellent  cure  and  preventive  for  TB  but  said  patients  should  be 
carefully  screened  for  susceptibility  to  side  effects,  particularly 
liver  damage . 

FOOTBALL  INJURY  STUDY  ORDERED  A  one -year  study  of  high  school 

football  injuries  is  being  conduct¬ 
ed  in  the  Johnstown  area  by  the  Pennsylvania  Department  of  Health. 

The  project  was  urged  by  Sidney  Goldblatt,  M.D.,  director  of  medical 
education  at  Conemaugh  Valley  Hospital  and  a  member  of  the  PMS 
Council  on  Education  and  Science.  The  department  expects  to  extend 
the  study  to  other  areas  if  the  findings  warrant  it,  and  ultimately 
may  make  recommendations  for  revision  of  playing  rules,  modifications 
in  training  programs,  and  more  functional  equipment. 

HEW  SECRETARY  PROPOSES  INSURANCE  REGULATIONS  HEW  Secretary  Elliot 

L.  Richardson  has 

approved  proposed  regulations  enabling  insurance  carriers  who  provide 
coverage  through  the  Federal  Employees  Health  Benefits  Program  to 
issue  contracts  for  prepaid  group  medical  services  to  any  individual 
in  any  state.  Authority  for  issuance  of  the  regulations  which  were 
published  in  the  Federal  Register  and  are  now  subject  to  comment  be¬ 
fore  final  adoption  is  contained  in  Public  Law  91-515*  The  proposed 
regulations  are  expected  to  stimulate  the  formation  and  development 
of  group  practices  throughout  the  country. 
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New  PMS  officers  take  helm 


Park  M.  Horton,  M.D.,  New  Mil- 
rd,  was  elected  president-elect  of  the 
•nnsylvania  Medical  Society  at  the 
inual  Session  of  the  House  of  Dele¬ 
tes  in  Pittsburgh  last  month. 

The  former  trustee  and  councilor 
Dm  the  Twelfth  District  served  as 
lairman  of  the  Board  of  Trustees  for 
'O  years  prior  to  his  election.  In- 
illed  as  president  was  George  P. 
osemond,  M.D.,  Philadelphia.  The 
oard  of  Trustees  elected  David  S. 

;  asland,  M.D.,  Carlisle,  as  its 
lairman.  Formerly  vice-chairman  of 
e  Board,  Dr.  M asland  also  served  as 
lairman  of  the  Finance  Committee. 
Four  vice-presidents  were  elected, 
rs.  Charles  K.  Rose,  Allentown,  first 
ce-president;  Charles  A.  Bikle, 
hambersburg,  second  vice-president; 
dward  T.  Lis,  York,  third  vice¬ 
resident;  and  Carmela  F.  deRivas, 
/ayne,  fourth  vice-president. 

Raymond  C.  Grandon,  M.D.,  Har- 
sburg,  was  re-elected  secretary, 
/illiam  Y.  Rial  M.D.,  of  Swarthmore 
/as  re-elected  speaker  of  the  House  of 
)elegates  and  the  vice-speaker,  John 
>.  Lovette,  M.D.,  of  Johnstown,  also 
/as  re-elected. 

Four  positions  on  the  Society’s 
loard  of  Trustees  were  filled.  Drs. 
.eRoy  A.  Gehris  of  Reading,  David  J. 
Ceck,  of  Fairview,  and  William  C. 
lyan,  of  Somerset,  were  re-elected  to 
ive-year  terms,  and  Orlo  G.  McCoy, 
d.D.,  of  Canton,  was  named  for  the 
/ear  remaining  in  the  unexpired  term 
)f  Dr.  Horton. 

Dr.  Lewis  T.  Buckman  of  Wilkes- 
Jarre  was  re-elected  to  the  Judicial 
Council. 

Five  delegates  and  five  alternate  del¬ 
egates  to  the  American  Medical  Asso- 
eiation  were  elected.  The  delegates  are 
Drs.  John  B.  Lovette  of  Johnstown, 
Malcolm  W.  Miller  and  Paul  S. 
Friedman,  of  Philadelphia,  Russell  B. 
Roth,  of  Erie,  and  Matthew  Marshall, 
Jr.,  of  Pittsburgh.  The  alternates  are 
Drs.  Robert  F.  Beckley,  of  Lock 
Haven,  William  J.  Kelly,  of  Pitts¬ 
burgh,  Wilbur  E.  Flannery,  of  New 
-Castle,  John  Helwig,  Jr.,  of  Philadel¬ 


phia  and  David  S.  Masland,  of  Carlisle. 

The  delegates  elected  five  members 
of  the  committee  to  nominate  AMA 
delegates.  They  are  Drs.  Fred  C. 
Brady,  of  Pittsburgh,  John  B.  Mont¬ 
gomery,  of  Philadelphia,  Edgar  W. 

Meiser,  of  Lancaster,  Donald  E. 

Harrop,  of  Phoenixville,  and  John 

Steigerwalt,  of  Rosemont. 

The  delegates  also  elected  district 
censors.  They  are:  Drs.  James  H. 

Allison,  of  Gettysburg;  Robert  A. 

Schein,  of  Pittsburgh;  Arthur  R. 

Wilson  of  Dayton;  Herman  Bush  of 
Beaver;  William  E.  Palin,  of  Bedford; 
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Eugene  Mendelsohn  of  Reading;  John 
W.  Hurst,  of  Altoona;  Willis  W.  Red¬ 
ding,  of  Towanda;  Stanley  F.  Peters,  of 
Plumsteadville;  Robert  C.  McCorry  of 
Butler;  Warren  F.  White  of  Johnstown; 
H.  Richard  Ishler,  of  State  College. 

Drs.  Grant  W.  Bamberger,  of 
Honeybrook;  Theodore  R.  Koenig,  of 
Knox;  Dr.  Fred  Pease,  of  Clearfield; 
George  J.  Treires,  of  Lock  Haven; 
James  F.  Youngkin,  of  Berwick;  David 
D.  Kirkpatrick,  Jr.,  of  Meadville;  Hans 
S.  Roe,  of  Carlisle;  Nathan  Sussman,  of 
Harrisburg;  Richard  H.  Flandreau,  of 
Media;  James  L.  Hackett,  Sr.,  of  Empo¬ 
rium;  Robert  L.  Loeb,  of  Erie;  Harold 
L.  Wilt,  of  Brownsville;  Albert  W. 
Freeman,  of  Shippensburg;  William  W. 


Bartholomew,  of  Waynesburg;  Thomas 
Mainzer,  of  Huntingdon;  Harold  L. 
Edison,  of  Indiana. 

Drs.  Franklin  S.  Bizousky,  of  Punx- 
sutawney;  Joseph  J.  O’Brien,  of 
Scranton;  Charles  H.  Kurtz,  of 
Lancaster;  Gerald  H.  Weiner,  of  New 
Castle;  C.  Ray  Bell,  Jr.,  of  Lebanon; 
Frederick  R.  Bausch,  Jr.,  of  Allen¬ 
town;  Dr.  Donald  F.  Closterman  of 
Kingston;  Dr.  Wilfred  W.  Wilcox,  of 
Montoursville;  Dr.  Ralph  E.  Hocken- 
berry,  of  Kane;  Dr.  Robert  W.  Sass,  of 
Sharon. 

Drs.  John  R.  Hunter,  Jr.,  of  Lewis- 
town;  Claus  G.  Jordan,  of  East 
Stroudsburg;  Rudolph  K.  Glocker,  of 
Pottstown,  Isaac  L.  Messmore,  of 
Danville;  Walter  J.  Filipek,  of  Heller- 
town;  Nicholas  Spock,  of  Shamokin; 
Frank  A.  Belmont,  of  New  Bloom¬ 
field;  Charles  M.  Thompson,  of 
Philadelphia;  Herman  C.  Mosch,  of 
Coudersport;  Joseph  T.  Marconis,  of 
Pottsville;  Alexander  Solosko  of 
Myersdale;  Raymond  C.  Davis  of 
Susquehanna;  Ivan  T.  Brechbill  of 
Wellsboro;  John  S.  Purnell,  Sr.,  of 
Mifflinburg;  James  Farr,  Lehighton. 

Also,  Drs.  Frank  Esparraguera,  of 
Oil  City;  Donald  J.  Furman,  of 
Warren;  Herbert  J.  Levin,  of  Donora; 
Howard  R.  Patton,  of  Honesdale; 

I 

Leslie  S.  Pierce,  of  Greensburg;  John 
S.  Rinehimer,  Jr.,  of  Tunkhannock 
and  William  C.  Langston,  of  York. 

Dr.  Rowland  elected 
AAFP  board  member 

George  A.  Rowland,  M.D.,  Millville 
family  physician  and  PMS  Fourth  Dis¬ 
trict  Trustee  and  Councilor,  was  elected 
to  a  three-year  term  as  a  member  of  the 
Board  of  Directors  of  the  American 
Academy  of  Family  Physicians  at  its 
meeting  last  month  in  Miami  Beach. 

J.  Jerome  Wildgen,  M.D.,  Kalispell, 
Mont.,  became  president-elect,  and 
James  L.  Grobe,  M.D.,  Phoenix,  Ariz., 
was  elected  president-elect  of  the 
31,000-member  association,  formerly 
called  the  American  Academy  of  Gen¬ 
eral  Practice. 
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Dues  increase  ordered  by  delegates 


The  PMS  House  of  Delegates  authorized  the  first  increase 
in  Society  dues  since  1 964  at  its  Annual  Session  in  Pittsburgh 
last  month. 

The  House  approved  without  dissent  a  $25  increase  to 
bring  the  annual  assessment  to  $100.  The  step  was  said  to  be 
necessary  because  of  the  inroads  inflation  has  made  on  State 
Society  purchasing  power  since  the  last  dues  increase. 

With  the  opening  session  of  the  House,  the  then  chairman 
of  the  Finance  Committee,  David  S.  Masland,  M.D.,  said 
that  the  Society’s  1972  budget  carried  a  deficit  of  $121,569 
on  the  basis  of  the  $75  annual  assessment.  He  noted  that 
other  comparable  medical  societies  have  increased  their  dues 
an  average  of  41  %  since  1965  and  that  the  annual  assessment 
in  those  states  now  approximates  $105  per  member.  He  said 
there  are  16  state  societies  with  dues  in  excess  of  $100. 

The  reference  committee  which  considered  Dr.  Masland’s 
statement  said  there  was  “little  testimony  either  for  or  against 
a  dues  increase”  at  its  hearing.  The  reference  committee, 
however,  supported  the  concept  of  a  reasonable  dues  increase 
to  offset  the  effects  of  inflation  and  the  added  costs  of  new 
programs  approved  by  the  House  of  Delegates.  The  reference 
committee  did  not  arrive  at  a  consensus  on  the  dollar  amount 
of  the  increase  needed  but  it  did  suggest  that  the  Finance 
Committee  increase  its  scrutiny  of  any  unnecessary  or  inap¬ 
propriately  funded  programs  and  “eliminate  these  from  bud¬ 
getary  support  so  as  to  keep  the  increase  in  dues  to  a  minimal 
amount.” 

As  the  final  item  of  House  business  prior  to  adjournment, 
Dr.  Masland  spoke  again  to  say  that  House  actions  and  the 
budgetary  deficit  made  it  necessary  for  him  to  recommend 
that  the  dues  be  increased  by  $25  to  $  100.  Such  a  motion  was 
made,  seconded  and  approved  without  dissent. 

The  dues  increase  is  subject  to  any  regulations  that  may  be 
developed  to  implement  Phase  Two  of  the  federal  govern¬ 


ment’s  wage-price  freeze  but  initial  exploration  of  the  qu< 
tion  indicated  that  the  federal  board  responsible  would  all< 
such  a  dues  hike. 

Other  parts  of  Dr.  Masland’s  statement  noted  that  t 
dues  increase  has  been  avoided  since  1964  because  of  t 
prudent  expenditure  of  funds  by  councils  and  committees. 

He  said:  “During  the  past  seven  years  we  have  experienc 
a  32.8%  rate  of  inflation.  Nearly  a  third  of  the  Societ; 
purchasing  power  has  eroded  in  the  process.  During  the  sar 
time,  the  Society  has  increased  its  activities  and  initiated  pr 
grams  designed  to  assure  quality  medical  care  as  well  as  o 
timum  utilization  and  distribution  of  medical  services.  T 
Society  also  constructed  a  new  headquarters  building  durii 
this  period  without  the  need  for  a  special  building  asses 
ment,  a  dues  increase  or  a  large  mortgage.  I  think  you  w 
agree  that  the  membership  received  an  excellent  return  ( 
that  last  dues  increase.” 

He  noted  that  the  House  would  give  consideration  to  tl 
implementation  of  the  Pennsylvania  Medical  Care  Found 
tion  which  he  described  as  “the  most  significant  program  tl 
Society  has  initiated  in  a  decade.”  He  added:  “Obviously,  v 
cannot  afford  to  curtail  such  programs  as  this  which  are  vit 
to  the  membership’s  interest  and  to  the  public  good...” 

The  House  approved  the  intent  of  a  recommendation  fro; 
PMS  President  Rosemond  calling  on  the  Board  of  Trustei 
and  its  Finance  Committee  to  conduct  a  total  re-evaluatic 
of  dollar  priorities.  The  approved  reference  committee  repo 
dealing  with  this  subject  said  that  it  “believes  that  this  is  of  u 
most  importance.”  The  reference  committee  urged  “tl 
Board  of  Trustees  and  the  Finance  Committee  to  continue  t 
give  careful  consideration  to  priorities,  especially  in  view  c 
increasing  costs  and  the  probability  of  a  dues  increase.  Th 
reference  committee  believes  that  any  ineffective  prograr 
should  be  eliminated.” 


Physician-Short  areas  subject  for  House  actions 


The  House  of  Delegates  modified 
and  approved  a  resolution  directed  at 
alleviating  the  physician  shortage  in 
rural  areas  of  the  state.  It  urged  the 
State  Society  to  “communicate  with  the 
appropriate  authorities  in  Pennsylvania 
medical  schools,  emphasizing  the  ur¬ 
gent  need  for  rural  physicians,  and  en¬ 
courage  those  schools  to  select  more 
applicants,  otherwise  qualified,  who  are 
residents  in  the  rural  areas  in  the  hope 
that  they  may  return  to  such  areas  to 
provide  medical  service.” 

Joint  Statement  Approved 

The  House  of  Delegates  and  the 
Board  of  Trustees  approved  a  joint 
statement  of  the  deans  of  the  medical 
schools  and  PMS  calling  attention  to 
the  fact  that  demands  for  improved 
health  care  delivery  and  increased  man¬ 


power  occur  at  a  time  when  schools  are 
having  serious  financial  problems. 

It  includes  a  joint  commitment  by 
the  medical  schools  and  the  State  Soci¬ 
ety  to  continue  efforts  for  greater  finan¬ 
cial  support  of  the  medical  schools,  ex¬ 
pansion  of  loan  programs  to  medical 
students,  the  use  of  the  physician  place¬ 
ment  service  to  contribute  to  better  dis¬ 
tribution,  and  the  support  of  federal 
mechanism  to  substitute  physician  serv¬ 
ice  in  areas  of  need  as  an  alternate  to 
military  service. 

The  statement  pledges  to  improve 
“access  to  health  care  professionals  in 
all  areas  of  the  state,  including  remote 
rural  districts  and  center  cities,”  and  to 
“plan  curricula  that  will  direct  students 
into  primary  medicine  and  specialties 
where  the  current  need  exists  and  grad¬ 
uate  them  in  the  shortest  possible  time 
consistent  with  quality.” 


The  suggestion  of  a  governmen 
sponsored  draft  in  order  to  improve  di: 
tribution  of  medical  care  in  the  stat 
produced  varied  reaction. 

Dr.  Rosemond  commented,  “Ther 
must  be  a  better  way  than 
government-sponsored  draft.”  Th 
approved  reference  committee  repoi 
stated,  “The  committee  doubts  the 
manpower  for  rural  health  care  shoul 
be  provided  as  part  of  the  military  draf 
It  seems  obvious  that  rural  deferment 
will  only  result  in  an  increase  in  th 
total  number  of  physicians  drafted.” 

However,  the  House  approved  th 
consideration  by  PMS  of  all  alterna 
tives,  including  a  possible  draft 
Another  proposal  was  for  an  explora 
tion  of  funding  for  establishing  one  o 
several  mobile  medical  care  and  labora 
tory  service  delivery  units  in  rura 
areas. 
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use  curb  prescribed  by  doctors 


Amphetamine 

Action  to  reduce  the  use  of  amphet¬ 
amines  by  urging  physicians 
throughout  the  Commonwealth  to  limit 
the  prescribing  of  the  drug  only  to  cer¬ 
tain  clinical  conditions  such  as 
narcolepsy  and  hyperkinesis  was  taken 
by  the  PMS  House  of  Delegates  in 
Pittsburgh  last  month.  The  resolution 
specifically  urged  physicians  not  to 
prescribe  amphetamines  for  appetite 
control. 

The  House  noted  that  the  resolution 
introduced  by  the  Allegheny  County 
Medical  Society  was  in  keeping  with  a 
position  statement  adopted  by  the 
Board  of  Trustees  on  the  recommen¬ 
dation  of  the  Council  on  Education 


House  cited  the  voluntary  restriction 
“as  a  positive  contribution  that  the 
medical  profession  can  make  toward 
the  curbing  of  drug  abuse,”  by 
decreasing  the  availability  of  the  drug 
and  the  abuse  of  it. 

The  resolved  portion  of  the  resolu¬ 
tion  reads: 

“Resolved  that  Pennsylvania  physi¬ 
cians  be  urged  by  action  of  the  House 
of  Delegates  to  refrain  from  pre¬ 
scribing  amphetamines  except  in 
special  clinical  conditions  such  as 
narcolepsy  or  hyperkinesis,  and  be  it 


further  resolved  that  physicians  be 
urged  not  to  prescribe  amphetamines 
for  purpose  of  appetite  control,  and  be 
it  further  resolved  that  the  Pennsyl¬ 
vania  Pharmaceutical  Association  be 
informed  of  this  resolution  and  be 
urged  to  cooperate  with  the  medical 
profession  in  these  efforts,  and  be  it 
further  resolved  that  information 
regarding  these  problems  and  solutions 
for  combating  drug  abuse  be  dissemi¬ 
nated  through  official  publications  of 
the  state  and  county  medical  societies 
and  to  the  public  as  soon  as  possible.” 


Education  standards  set  by  delegates 


and  Science. 

In  passing  the  resolution  and  en¬ 
dorsing  the  Board’s  position,  the 

AM  A  Executive  V.P. 
To  speak  at  York 

Ernest  B.  Howard,  M.D.,  executive 
vice-president  of  the  American  Medical 
Association,  has  agreed  to  be  the  speak¬ 
er  at  a  special  meeting  of  the  York 
County  Medical  Society  on  Thursday 
evening,  Dec.  9,  1971. 

York  plans  to  invite  members  of 
nearby  counties  to  the  session'  which  is 
one  of  a  series  the  county  society  of¬ 
ficers  have  planned  to  revitalize  mem¬ 
bership  awareness  of  and  commitment 
to  organized  medicine. 

Dr.  Howard  will  speak  on  the  sub¬ 
ject,  “What  Does  the  AMA  Do  For 
You?”  and  plans  an  ample  question  and 
answer  period  following  his  speech. 


New  educational  standards  which 
will  require  active  and  senior  active 
members  of  the  State  Society  to  qualify 
for  the  American  Medical  Associa¬ 
tion’s  Physician  Recognition  Award  in 
order  to  retain  membership  in  the  State 
Society  were  adopted  by  the  House  of 
Delegates,  which  approved  changes  in 
the  Constitution  and  Bylaws  calling  for 
continuing  education. 

The  Recognition  Award  requires 
150  hours  of  approved  learning  in  each 
three-year  period  beginning  July  1, 
1972.  The  same  criteria  will  apply  to 
each  three-year  period  thereafter.  Each 
new  member  will  have  three  years  in 
which  to  meet  the  requirements.  The 
Board  of  Trustees  was  given  power  to 
waive  the  requirement  for  those  tempo¬ 
rarily  serving  in  the  armed  forces  or  ill. 

Qualifying  education  ranges  from 
continuing  medical  education  courses 
to  teaching  medical  students,  the 


publication  of  papers,  medical  re¬ 
search,  hospital  and  medical  society  sci¬ 
entific  meetings,  and  scientific  exhibits. 

A  future  issue  of  PENNSYLVANIA 
MEDICINE  will  carry  details. 

Educational  Institute 
Approved 

The  House  endorsed  the  incorpo¬ 
ration  and  organization  of  the  Penn¬ 
sylvania  Medical  Continuing  Educa¬ 
tion  Institute  to  coordinate  post¬ 
graduate  courses  in  the  state. 

Hospital  Consultation 

Service  Commended 

The  House  commended  the  Council 
on  Education  for  its  work  to  develop 
medical  education  consultation  serv¬ 
ices  for  community  hospitals,  and  for 
establishing  lists  of  regional  and  state¬ 
wide  faculties  and  lists  of  teachers  as  a 
resource  for  teaching  programs  in  all 
areas  of  the  state. 


AT  THE  PLATFORM  at  the  final  meeting  of  the  House  of  Delegates  are  these  leaders,  past  and  present,  or  the  society,  snown, 
left  to  right,  are  President-Elect  Park  M.  Horton,  M.D.,  Past  President  William  A.  Limberger,  M.D.,  President  George  P.  Rosemond, 
M.D.,  and  William  A.  Barrett,  M.D.,  who  served  as  president  two  years  ago. 
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House  action  updates  Society  structure 


The  House  of  Delegates  ordered 
three  changes  in  Society  structure  at 
the  1971  Annual  Session. 

It  changed  the  name  of  the  Advisory 
Committee  to  the  Executive  Director 
to  Executive  Committee  of  the  Board. 
The  new  name  describes  more  accu¬ 
rately  the  duties  of  the  committee  as  or¬ 
dered  by  the  Board  of  Trustees,  which 
is  empowered  to  delegate  limited 
powers  to  the  committee  between  ses¬ 
sions  of  the  Board.  At  the  same  time  the 
House  rejected  a  resolution  calling  for 
monthly  Board  meetings,  noting  that 
the  time  devoted  by  trustees  to  Society 
activities  "is  already  considerable,”  and 
that  use  of  the  Executive  Committee  is 
a  “more  efficient  way  of  doing  business.” 

Objectives  Committee  Changed 

The  composition  and  number  of 
members  of  the  Committee  on  Objec¬ 
tives  has  been  changed.  Instead  of  fif¬ 
teen  members  appointed  by  the  pres¬ 
ident,  the  committee  will  consist  of 
seven  members,  four  appointed  by  the 
speaker  of  the  House  of  Delegates,  and 
three  appointed  by  the  president.  The 
House  directed  that  of  those  appointed 
by  the  speaker,  one  shall  be  either  a 
SAM  A  member,  an  intern,  or  a  resi¬ 
dent.  The  committee  will  select  its  own 
chairman  and  vice-chairman  and  con¬ 
tinue  to  prepare  an  annual  report  to 


the  House  of  Delegates. 

Defense  Fund  Goal  Changed 

With  the  advent  of  the  PMS-en- 
dorsed  malpractice  insurance  program, 
the  House  ordered  that  the  Medical 
Defense  Fund  be  abolished  and  that 
the  Board  of  Trustees  be  granted  au- 


Participation  in  medical  society  ac¬ 
tivities  by  all  physicians  caused  the 
1 97 1  House  of  Delegates  to  take  several 
actions. 

In  recognition  of  the  importance  of 
the  widest  possible  physician  represen¬ 
tation  in  the  State  Society,  the  House 
directed  the  Trustees  and  Councilors  to 
contact  each  county  society  at  least  an¬ 
nually  requesting  a  progress  report  on 
membership  recruitment. 

The  reference  committee  suggested 
that  county  medical  societies  could  ef¬ 
fectively  increase  their  membership  by 
amending  bylaws  to  make  interns  and 
residents  eligible.  Noting  that  a  survey 
of  non-members  revealed  that  many 
had  never  been  asked  to  become 
members,  the  committee  report  urged 
members  to  contact  non-member 
physicians  in  their  communities. 

The  House  further  approved  the  con¬ 
cept  of  membership  for  third  and  fourth 


thority  to  support  financially  an\ 
medical-legal  causes  that  would  signifi 
cantly  affect  the  Society  or  a  largt 
number  of  members.  The  original  pur 
pose  of  the  fund  was  to  provide  lega 
assistance  for  those  who  did  not  have 
or  could  not  get  medical  liability  insur 
ance. 

members 

year  medical  students  and  referred  the 
matter  to  the  Committee  on  Constitu¬ 
tion  and  Bylaws  for  study. 

Attention  was  focused  on  the 
problem  of  establishing  and  main 
taining  contact  with  medical  students 
interns,  and  residents  in  an  effort  to  in 
volve  them  in  organized  medicine  or 
the  county  and  state  level.  Suggestec 
methods  of  establishing  closer  contac 
included: 

Encouraging  all  types  of  persona 
relationships  between  individual  physi 
cians  and  individual  students,  intern; 
and  residents; 

Re-emphasizing  the  Society’s  con 
tinued  support  of  the  MECO  anc 
Appalachia  (preceptor-type)  programs 

Holding  informal  gatherings  wit! 
county  society  involvement  at  whicl 
members  and  students  would  feel  fret 
to  discuss  common  interests  anc 
problems.” 


House  moves  to  seek  more  active 


Blue  Cross/Shield 

A  number  of  items  concerning  Blue  Cross  and  Blue  Shield 
were  on  the  agenda  when  the  House  of  Delegates  met  last 
month  in  Pittsburgh. 

The  House  recognized  that  the  Council  on  Medical  Serv¬ 
ice  "has  been  diligent  in  carrying  out  liaison  responsibilities 
with  Blue  Shield  and  filed  as  information  a  Pennsylvania 
Blue  Shield  report  to  the  House,  noting  its  growth,  and 
urging  that  it  continue  to  improve  the  administration  of  its 
programs. 

Oppose  “Plan  C” 

The  House  supported  a  recommendation  of  the  Council  on 
Medical  Service  that  the  State  Society  oppose  Blue  Shield’s 
proposal  to  establish  a  new  “Plan  C”  fee  schedule,  and  in¬ 
stead  to  continue  its  efforts  to  improve  the  “Plan  B”  fee 
schedule,  with  the  understanding  that  it  will  necessitate 
raising  the  income  level  for  “Plan  B”  service  benefits.  The 
House  agreed  that  a  new  fee  schedule  “would  not  be  in  the 
best  interests  of  the  public  or  profession  and  in  the  long  term 
would  have  an  adverse  effect  on  the  prevailing  fee  program.” 


subject  of  actions 

The  House  reiterated  its  support  of  the  prevailing  fee  con¬ 
cept  but  noted  that  there  “are  still  numerous  problems  and 
considerable  misunderstanding  relative  to  the  developmem 
of  doctor  profiles  and  their  use  in  administration  of  the 
prevailing  fee  concept.” 

Support  Liaison 

Liaison  with  Blue  Cross  programs  was  supported  by  the 
House  of  Delegates,  which  said  it  was  impressed  with  the  ac 
tivities  of  the  PMS-Blue  Cross  Regional  Steering  Committe< 
in  Western  Pennsylvania.  It  urged  the  Council  on  Medica 
Service  to  continue  its  efforts  to  establish  such  committees  t( 
the  other  four  Blue  Cross  service  areas  in  the  state. 

Pre-Admission  Testing  Urged 

The  House  supported  a  recommendation  that  Blue  Cross 
be  urged  to  expand  pre-admission  testing  with  Blue  Shield  as 
a  participant  so  that  pre-admission  studies  could  be  con¬ 
ducted  in  an  outpatient  facility  or  a  physician's  office. 
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ledical  Assistance  Program  scrutinized  at  session 


"The  extraordinary  dissatisfaction  of 
ysicians”  with  the  state’s  Medical  As- 
tance  Program  was  emphasized  as 
e  PMS  House  of  Delegates  took  a 
ries  of  actions  expressing  that  dissat- 
action  and  seeking  solutions  to  some 
the  problems. 

One  resolution  even  urged  physi- 
ans  not  to  participate  in  the  Medical 
distance  Program  unless  the  Depart- 
ent  of  Public  Welfare  makes  changes 
ithin  six  months.  The  House  of  Dele¬ 
tes  amended  that  resolution  to  elinii- 
ite  the  first  resolve  concerning  non- 
irticipation  as  "not  representing  a 
actical  solution  for  improving  the 
edical  Assistance  Program  at  this 
ne.” 

As  amended  the  adopted  resolution 
Dints  up  physician  activity  to  develop 
id  implement  effective  health  care 
)st  control  mechanisms  and  said  that 
jspite  this,  "the  Pennsylvania  Depart- 
lent  of  Public  Welfare  has  promul- 
ated  cumbersome,  ineffective,  useless, 
id  unworkable  regulations  for...  the 
ledical  Assistance  Programs.”  It  fur- 
ler  notes  that  the  Department  has  not 
emonstrated  "any  sincere  interest  in 
iscussing  reasonable  solutions”  and 
tat  the  Medical  Assistance  Program 
jgulations  do  not  serve  the  best  inter- 
sts  of  disadvantaged  citizens  and  are 
ven  discriminatory.  The  resolution 
rges  physicians  to  render  the  best  serv- 
:e  to  all  patients,  urges  medical  staffs 
o  expand  utilization  activities  to 
nclude  all  patients  on  a  uniform  basis, 
lirects  the  State  Society  to  continue  to 
levelop  new  and  better  utilization 
eview  techniques  and  mandated  dis- 
ribution  of  the  resolution  to  all 
nembers  of  the  State  Society,  county 
nedical  societies  and  hospital  medical 
taffs  with  a  request  for  an  indication  of 
heir  support. 

Welfare  Secretary  Responds 

The  House  noted  that  the  Secretary 
>f  Public  Welfare  had  responded  to  a 
stter  from  Dr.  Limberger  recom- 
nending  removal  of  the  requirement 
or  a  72-hour  review  of  all  admissions 
md  the  omission  of  the  check  list,  the 
■stablishment  of  a  pilot  program  of 
Dayment  to  evaluate  the  effectiveness  of 


paying  usual  and  customary  fees  under 
the  Medical  Assistance  Program,  and 
the  organization  of  a  representative 
committee  to  review  and  develop  work¬ 
able  medical  assistance  regulations. 

Rescind  Review  Clause 

The  House  adopted  a  resolution 
which  directed  the  State  Society  to 
“strongly  recommend  that  the  Pennsyl¬ 
vania  Department  of  Welfare  strike  the 
72-hour  review  clause  from  its  utiliza¬ 
tion  review  regulations.”  The  adopted 
resolution  pointed  out  the  discrimi¬ 
natory  nature  of  the  72-hour  regula¬ 
tion.  It  also  adopted  a  resolution  which 
reaffirmed  the  State  Society’s  position 
that  the  usual  and  customary  fee  con¬ 
cept  “is  the  only  proper  basis  for  con¬ 
tinued  highest  quality  care  for  all  peo¬ 
ple...”  and  it  directed  the  State  Society 
to  urge  the  Commonwealth  to  adopt  the 
usual  and  customary  fee  basis  for  medi¬ 
cal  assistance  patients  “as  rapidly  as  is 
financially  possible.” 

Patient  Discharge  Summary 

It  adopted  still  another  resolution 
which  noted  that  a  new  welfare  regula¬ 
tion  requires  that  a  copy  of  the  patient 
discharge  summary  sheet  on  all  in-pa¬ 
tient  cases  now  must  be  attached  to 
every  medical  assistance  invoice  sub¬ 
mitted  for  payment  and  that  this  im¬ 
poses  extra  work  and  hardship  on  hos¬ 
pitals  and  delays  payments.  The  resolu¬ 
tion  resolves  that  the  State  Society  urge 
the  Welfare  Department  to  rescind  the 
directive  or  modify  it  to  remove  “this 
undue  delay  in  payments  to  hospitals.” 
In  commenting  on  this  resolution,  the 


The  1971  House  of  Delegates  has 
directed  the  Board  of  Trustees  to  con¬ 
sider  creating  an  organization  of 
physicians  and  laymen  which  would 
consider  a  public  education  program 
on  what  constitutes  health  quackery. 

The  resolution  was  a  substitute  for 
one  calling  on  the  State  Society  to  es¬ 
tablish  a  committee  on  quackery,  and 
to  endorse  and  publicize  the  Lehigh 
Valley  Committee  on  Health  Fraud 


approved  reference  committee  report 
agreed  that  pertinent  information  from 
hospital  records  should  be  provided  to 
third  parties  for  legitimate  reasons  but 
it  noted  that  “it  is  not  in  the  patient’s 
best  interest  to  transmit,  in  its  entirety, 
the  discharge  summary  or  other  infor¬ 
mation  from  the  hospital  record.”  It 
said  such  indiscriminate  dissemination 
of  private  information  would  only  serve 
to  violate  the  patient’s  right  to  privacy 
and  the  patient/doctor  relationship.  The 
resolution  was  adopted  without  dissent. 

Improved  Program  Asked 

In  its  general  comments  about  the 
Welfare  Department  situation,  the 
approved  reference  committee  report 
said: 

“The  reference  committee  believes 
that  the  Pennsylvania  Medical  Society 
should  pursue  with  vigor  the  objectives 
established  by  this  House  of  Delegates 
relative  to  improvement  of  the  Medical 
Assistance  Program.  We  recognize  that 
many  of  the  problems  related  to  the 
Medical  Assistance  Program  will  not  be 
resolved  until  more  favorable  fiscal  ac¬ 
tion  is  taken  by  the  Pennsylvania 
Legislature...  We  recommend  that  the 
appropriate  body  of  the  Pennsylvania 
Medical  Society  bring  the  problems  of 
the  Medical  Assistance  Program  to  the 
immediate  attention  of  the  leadership 
of  the  Pennsylvania  Legislature.” 

The  House  expressed  its  pleasure 
that  the  Council  on  Medical  Service 
had  been  given  an  opportunity  by 
Public  Welfare  to  review  and  comment 
on  proposed  changes  in  rules  and  regu¬ 
lations  for  licensing  hospitals. 


and  its  program. 

The  adopted  resolution  suggested 
that  if  such  an  organization  is  formed 
it  should  explore  the  value  of  the 
Lehigh  Valley  program  “if  such  an  or¬ 
ganization  deems  it  appropriate.” 

The  House  also  directed  the  Council 
on  Governmental  Relations  to  con¬ 
tinue  its  efforts  to  achieve  legislation 
which  would  establish  a  cutoff  date  for 
further  chiropractic  licensing. 


Board  to  study  health  quackery  committee 
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House  lauds  PMS  malpractice  program 


The  PMS  Professional  Liability  In¬ 
surance  Program,  which  became  opera¬ 
tional  June  1,  1971,  was  praised  by  the 
1 97 1  House  of  Delegates  as  “one  of  the 
most  progressive,  comprehensive  insur¬ 
ance  programs  ever  offered  to  a  medi¬ 
cal  group.”  It  commended  the  Council 
on  Medical  Service  for  its  initiative  in 
establishing  the  plan. 

The  program  is  administered  by 
Parker  and  Co.  of  Pennsylvania  and  un¬ 
derwritten  by  Argonaut  Insurance  Co. 

The  House  praised  the  Council  “for 
its  outstanding  efforts  in  resolving  the 
mounting  malpractice  insurance 

County  secretary  dies 

Robert  E.  Lynch,  executive  secre¬ 
tary  of  the  Cambria  County  Medical 
Society,  died  suddenly  in  an  au¬ 
tomobile  accident  while  returning 
from  the  Annual  Session  of  the  House 
of  Delegates  of  the  Pennsylvania  Med¬ 
ical  Society  in  Pittsburgh.  His  wife  and 
two  sons  survive  him. 


problems  confronting  our  members.” 
The  program  does  this  by  providing  the 
State  Society  with  authority  to  make 
final  decisions  in  underwriting  ques¬ 
tions,  and  offers  freedom  from  renewal 
worries  for  at  least  five  years. 


Family  practice  exams 
scheduled  for  April 

The  American  Board  of  Family 
Practice  will  give  its  next  examination 
for  certification  in  various  centers 
throughout  the  United  States  over  a 
two-day  period  on  April  29-30,  1972. 
The  deadline  for  receiving  applications 
is  February  1 ,  1972. 

For  further  information  contact: 
Nicholas  J.  Pisacano,  M.D.,  Secretary, 
American  Board  of  Family  Practice, 
Inc.,  University  of  Kentucky  Medical 
Center,  Annex  #2,  Room  229,  Lex¬ 
ington,  Kentucky  40506. 


The  Board  of  Trustees  has  named  th 
Society’s  legal  counsel.  Pepper,  H< 
milton  and  Scheetz,  Philadelphia,  < 
chief  defense  council  for  the  liability  ir 
surance  program. 

Polyclinic  has  service 

Polyclinic  Hospital,  Harrisburg,  h; 
announced  the  operation  of  a  ne 
photo  telecopier,  the  first  in  the  are 
to  transmit  information  to  Hal 
nemann  Medical  College  and  Hospit, 
in  Philadelphia  for  speeding  treatmei 
programs  for  cancer  patients. 

According  to  Leonard  C.  Grit 
M.D.,  chief  of  the  department  < 
radiology  therapy  at  Polyclinic,  info 
mation  and  a  diagram  of  the  lesion 
transmitted  to  Hahnemann,  and  radi; 
tion  treatment  recommendations  ca 
be  retransmitted  to  the  originating  ho 
pital  within  an  hour. 

The  service  is  part  of  the  Region; 
Medical  Program  and  is  approved  b 
the  National  Science  Council. 


REFERENCE  COMMITTEE  members  are  shown  here  in  ses¬ 
sion.  In  the  picture  to  the  right  are,  left  to  right,  Dominick  A. 
Cruciani,  Jr.,  M.D.,  Ling  G.  Wong,  M.D.,  and  Malcolm  W.  Miller, 
M.D.,  of  the  Reference  Committee  on  Education  and  Science. 
In  the  bottom  photograph,  the  Reference  Committee  on  Public 
Service  is  shown  in  action.  From  the  left  are  Frank  Belmont, 
M.D.  Carol  Maurer,  M.D.,  Kenneth  Miller,  M.D.,  SAMA  Delegate 
Margaret  Mullins,  and  Charles  K.  Zug,  III,  M.D.  Just  above  are, 
same  order,  Drs.  Robert  Davis,  R.  Robert  Tyson,  Vincent  Ric- 
ciutti,  and  Bienvenido  V.  Simuangco —  members  of  the  Refer¬ 
ence  Committee  on  Constitution  and  Bylaws. 


A  JOHN  SMITHER,  vice-president  of  Parker  and  Co.  of  Penn 
sylvania,  is  shown  above,  left,  presenting  to  Past  Presiden 
William  A.  Limberger,  M.D.  policy  Number  One  under  the  nev 
PMS  malpractice  insurance  program.  The  presentation  wa; 
made  at  Annual  Session. 
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PMS  rotogravure 

Annual  Session  Caught  by  Camera 


EONARD  E.  EGERMAN,  M.D.,  of 
ittsburgh,  is  shown  below  testifying 
7  behalf  of  a  resolution  authored  by 
im  on  objectionable  conditions  in 
ursing  homes  before  the  Reference 
■ommittee  on  Governmental  Rela- 
ons. 


. 


BENJAMIN  RUSH  AWARD  WINNERS  received  plaques  at  the  state  dinner  for  their 
efforts  to  alleviate  health  needs  of  others.  Kenneth  L.  Cooper,  M.D.,  chairman  of  the 
Council  on  Public  Service,  right,  presented  the  individual  Rush  Award  to  Gustav 
Schukraft,  of  Fleetwood,  center,  and  the  group  award  to  Owen  W.  Lininger,  past 
president  of  the  Greenville  Lions  Club,  who  accepted  on  behalf  of  the  club. 


THE  PMS  MEDICAL  CARE  FOUNDA¬ 
TION  report  was  studied  at  a  special 
Reference  Committee  hearing  at¬ 
tended  by  most  of  the  delegates. 
Shown  below  is  part  of  the  audience  at 
the  hearing.  At  right  are  members  of 
the  committee,  left  to  right:  Drs. 
Eugene  W.  Herron;  Rex  A.  Pittenger; 
Chairman  Ulysses  E.  Watson;  Matthew 
Marshall,  Jr.,  at  the  microphone  tes¬ 
tifying  as  chairman  of  the  PMS  Sub¬ 
committee  on  Medical  Care  Founda¬ 
tion;  Kenneth  R.  Cooper;  and  Mr.  Larry 
R.  Fosselman,  project  director  of  the 
PMS  Medical  Care  Appraisal  Project. 


M  4‘ 

OVEMBER,  1971 
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THE  WOMAN’S  AUXILIARY  of  the 
Pennsylvania  Medical  Society,  hold¬ 
ing  its  forty-seventh  annual  business 
session  in  conjunction  with  the  Annual 
Session  of  the  PMS  House  of  Dele¬ 
gates  was  privileged  to  have  Mrs.  Rob¬ 
ert  F.  Beckley,  president-elect  of  the 
AMA  Woman’s  Auxiliary  as  the  key¬ 
note  speaker.  Mrs.  Beckley,  shown 
above  left,  is  from  Lock  Haven.  In  the 
center  photo,  Mrs.  Leroy  A.  Gehris, 
past  president,  is  shown  passing  the 
gavel  to  the  newly  installed  president, 
Mrs.  Ralph  S.  Blasiole.  Shown  at  the 
far  right  is  Mrs.  Frank  J.  Corbett, 
speaker  of  the  House  of  Delegates, 
who  chaired  the  session.  Delegates 
heard  a  report  that  the  Northum¬ 
berland  County  Auxiliary  had  received 
an  award  for  the  greatest  per  capita 
donation  to  the  AMA-ERF;  the 
Venango  Auxiliary  for  the  greatest  do¬ 
nation  to  the  PMS  Education  Fund; 
and  the  Schuylkill  Auxiliary  for  the 
largest  donation  to  the  PMS  Medical 
Benevolence  Fund. 


PAST  PRESIDENTS  and  honorary  members  attending  the  Woman's  Auxiliary  Gavel 
Club  Dinner  included,  seated  left  to  right,  Mrs.  Alfred  W.  Crozier,  Mrs.  John  A.  Sch¬ 
neider,  Mrs.  Kermit  L.  Leitner,  Mrs.  Walter  F.  Donaldson,  and  Mrs.  Jay  G.  Linn. 
Standing,  left  to  right,  Mrs.  A.  Wesley  Hildreth,  Mrs.  Axel  K.  Olsen,  Mrs.  Leroy  A. 
Gehris,  Mrs.  Malcolm  W.  Wilier,  Mrs.  Lucian  J.  Fronduti,  and  Mrs.  Manuel  A. 
Bergnes. 


AT  THE  ANNUAL  STATE  DINNER,  Park  M.  Horton,  M.D.,  then  chairman  of  the  Board  of  Trustees,  is  shown  above,  far  left 
presenting  the  past  president's  plaque  to  William  A.  Limberger,  M.D.,  immediate  past  president.  In  the  photo  on  the  right 
above,  George  A.  Rosemond,  M.D.,left,  is  sworn  in  as  the  122nd  president  of  the  Pennsylvania  Medical  Society  by  Dr.  Hortor. 
who,  the  next  day,  was  elected  president-elect  of  the  Society  by  acclamation. 
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PENNSYLVANIA  MED1CINI 


Tablets 


Protect; 

5  cautiot*1  ^ 

dispensing 


*  «$ 
61 


E-Mycm 

(Erythf001^*0 

|tpj3fll 


250  mg- 


Tablets- 


Once  again  Upjohn  has 
been  able  to  reduce  the 

price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Upjohn 


E-Mycin 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


©  1971  The  Upjohn  Company 

JA71-171 1 


t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein¬ 
binding  sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthriid 

(sodium  levothyroxine) 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
®  monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1 )  The  onset  of  action  of  T4  is 
gradual.  It  has  a  long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  le 
concern  because  of  this  factor)1 

(2)  since  SYNTHROID  contains  or 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patient? 
with  cardiovascular  disease.  Reai 
the  accompanying  prescribing 
information  for  additional  data  01 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4  meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3  meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1  meg  % 

( ot\pose 
tt\e  Smooth 


...to  tRyroid  replacement  therapy 


F  TIENTS  CAN  BE 
g  CCESSFULLY 
HINTAINED  ON  A 
I»UG  CONTAINING 
1  [YROXINE  ALONE. 

T  roxine  (T4)  is,  as  you  know, 
tl  major  circulating  hormone 
pjuced  by  the  thyroid  gland. 

T  s  also  produced,  in  smaller 
a  )unts,  and  is  active  at  the 
c  ular  level.  For  years  it  has  been 
aorking  hypothesis  among 
e  ocrinologists  that  T4  is 
c  verted  by  the  body  to  T3.  In 

I  D  this  process,  called 

II  iodination,”  was  demonstrated 
b  Sterling  and  Braverman2. 

T  loes  convert  to  T3,  though  the 
p:ise  quantities  are  still  being 
s  lied. 

he  conversion  has  been 
c  ically  demonstrated  during  the 
aiinistration  of  T4  to  athyrotic 
p  ents.  Their  thyroid  status  is 
nmalized  on  SYNTHROID  alone, 
y  the  presence  of  T3  in  these 
p  ents  has  been  clearly  shown. 


IE  FACTS  ARE 
LEAR  AND  HERE 
:  OUR  OFFER. 

ICTS: 

hthetic  thyroid  drugs  are  an 
brovement  over  animal  gland 
|)ducts.  Patients,  even  athyrotic 
<3s,  can  be  completely 
Untamed  on  SYNTHROID  (T4) 

<  ne.  Thyroid  function  tests  are 
'  3y  to  interpret  since  they  are 
I  idictably  elevated  when  the 
I  iient  adheres  to  SYNTHROID. 

'  all  synthetic  thyroid  drugs, 

'  NTHROID  is  the  most 
'Dnomical  to  the  patient. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID4 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a  tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  &  Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


|  OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
I  your  hypothyroid  patients  to 
|  SYNTHROID.  Free  information  to 
I  physicians  on  role  of  thyroid 
I  function  tests  in  a  new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


City  State  Zip 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe¬ 
cific  replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex¬ 
cessive  radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo¬ 
thyroidism  in  pregnancy,  pediatric  and  geriatric  hypo¬ 
thyroidism,  hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso¬ 
ciated  with  hypothyroidism.  SYNTHROID  (sodium  levo¬ 
thyroxine)  for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc¬ 
tions  where  rapid  replacement  of  the  hormone  is  re¬ 
quired. The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con¬ 
traindicated  due  to  existing  conditions  or  to  absorp¬ 
tion  defects,  and  when  a  rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous¬ 
ness,  tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a  lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom¬ 
panied  by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis¬ 
ease  (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel¬ 
opment  of  chest  pains  or  other  aggravations  of  cardio¬ 
vascular  disease  requires  a  reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani¬ 
fested.  Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a  reduction  of  dos¬ 
age  followed  by  a  more  gradual  adjustment  upward 
will  result  in  a  more  accurate  indication  of  the  pa¬ 
tient’s  dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a  0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva¬ 
lent  to  approximately  one  grain  thyroid,  U.S.P.  Admin¬ 
ister  SYNTHROID  tablets  as  a  single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua¬ 
tion  should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx¬ 
edema,  starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a  second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in¬ 
tervals  by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5  ml.  vial  of  So¬ 
dium  Chloride  Injection,  U.S.P.,  as  a  diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a  solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a  repeat 
injection  of  100-200  meg.  may  be  given. 

FLINT  LABORATORIES 

DIVISION  Of  TRAVENOl  LABOR  ATORIES.  INC 
Morton  Grove,  Illinois  60053 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A  Gentle  Cerebral  Stimulant  and  Vasodilator 


FAIR 


GOOD 


POOR 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole . 100  mg. 

Nicotinic  Acid . 100  mg. 

Ascorbic  Acid . 100  mg. 

Thiamine  HCl .  25  mg. 

1 -Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin .  2  mg. 

Pyridoxine .  3  mg. 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8  oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound.  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  Is  transient  and  is  koa 
rarely  a  cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 

PDR 

Write  for  literature  and  samples... 

/nonYNTffc  THE  BROWN  PHARMACEUTICAL  CO. 

I  OWL'AVJ^ 2500  W. 6th  St.,Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

\  due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
4  physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


tCSlOOT  j 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid  i 
(100  patients  —  Double  Blind  Stuj 
T.  Jakobovits 

Fertility  and  Sterility,  January  19 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4  strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  .  .2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  _ 64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (’/«  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  . 25  mg. 

Glutamic  Acid  . 100  mg. 

Pyridoxine  HCl . 5  mg. 

Niacinamide  . 75  mg. 

Calcium  Pantothenate  .  10  mg. 

Vitamin  B-12  . 2.5  meg. 

Riboflavin  . 5  mg. 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  1 
the  patients  receiving  the  active  medicati 
(Android)  a  favourable  response  was  so 
in  78%.  This  compares  with  40%  p 
placebo.  Although  psychotherapy  is  in* 
^  cated  in  patients  suffering  from  functio  I 
impotence  the  concomitant  role  of  cher- 
therapy  (Android)  cannot  be  disputed. 

Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardicj 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  0cca«l 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Te- 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  head, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  ' 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  i 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  pa  » 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontl 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano,  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  a! 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosi* 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  imp<* 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher  t- 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr 
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Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres¬ 
sants.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a  motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re¬ 
ported.  If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre¬ 
scribed.  Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in¬ 


crease  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos¬ 
ages,  there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder¬ 
ate  gastric  upset  (including  diarrhea,  esoph¬ 
agitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a  very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/  \  ROCHE  LABORATORIES 

ROCHE  >  Division  of  Hoffmann-La  Roche  Inc. 
\  /  Nutley,  New  Jersey  07110 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android 

Methyltestosterone  N.F.-5  mg. 

Android  f  10 

Methyltestosterone  N.F.-10  mg. 

Android!  25 

Methyltestosterone  N.F.  -25  mg. 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SGOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  ol  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a  problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas¬ 
ing  the  nervous,  mental,  ‘and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus¬ 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  m3y  occur,  particularly  during  therapy  for  metastn 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  •  Oligospermia  anil  de 
creased  ejaculatory  volume.  •  Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  ol 
bone  metastases.  •  Sodium  and  water  retention.  •  Priapism  •  Virili 
ration  in  female  patients  •  Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg, 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 
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She  has  a  plan  that  works. 
She  has  one  plan  for  the 
diss.  And  they  really  respond. 

She  has  another  plan  just 
f  r  herself.  A  medication  plan 
t  r  her  hypertension.  And  she's 
oO  responding  beautifully. 

More  than  just  another 
atihypertensive,  Ser-Ap-Es 
t  n  be  a  whole  medication  plan 
i  r  living  with  hypertension. 

Does  it  get  good  marks  for 
(imfort? 

Excellent.  Because 
Sr-Ap-Es  controls  blood  pres- 
iire  effectively,  dosage  ot  each 
omponent  is  lower  than  if  pre- 
:  ribed  alone,  usually  minimiz- 
i  g  side  effects.  However,  side 
rects  may  occur  (see  prescrib- 
g  information). 

|  Designed  with  the  kidney 
i  mind? 

Hydralazine  maintains 
•  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
irebral  vascular  tone.  And 
!serpine  has  beneficial  calm- 
ig  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her  ’ 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 
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Ser-ApEs 

JL  reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenterally  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  maybe 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  b) 
dull  sensorium,  deafness,  glaucoma,  uveitis 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro 
tizing  angiitis,  leukopenia,  thrombocytopeni 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  antihypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 
25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901  -2/4624-1  17 
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that  works 
for  living  with 
hypertension 

Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 
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kanamycin  sulfate 

INJECTION 

EQUIVALENT  TO 


1.0  Gm. 


KANAMYCIN/ 3  ml. 
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take 

advantage 
of  the 

Kantrex 

KANAMYCIN  SULFATE 


i  experience 


A  dozen  years  of  Kantrex  usage  have  established 
its  efficacy,  its  versatility,  its  simplicity. 

And  its  economy. 


Faced  with  a  life-threatening  infection,  the 
physician  cannot  conscionably  consider 
economy  a  primary  factor  in  selection  of 
an  appropriate  antibiotic.  Ftowever,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep¬ 
tible  to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


Kantrex  requires  one  simple  standardized 
dose  for  almost  any  patient  with  any  sus¬ 
ceptible  mixed  Gram-negative/staph  infec¬ 
tion  [Pseudomonas  are  resistant].  The 
usual  adult  daily  dose  of  Kantrex  is  only 
I.OGm... .and  the  usual  total  course  of 
therapy,  7-10  Gm.  Translated  to  dollars  and 
cents,  the  daily  cost  of  Kantrex  therapy  may 
be  only  1/2  to  1/8  that  of  therapy  with  other 
parenteral  antibiotics  used  for  serious  hos¬ 
pital  infections. 


Doesn't  it  make  good  sense  to  use  Kantrex? 

Experience  proves  it  does. 


IEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
7/27/71 

r  complete  information,  consult  Official  Package  Circular. 


Warning:The  major  toxic  effect  of  parenterally  administered  kanamy¬ 
cin  sulfate  is  its  action  on  the  auditory  portion  of  the  eighth  nerve.  High 
frequency  deafness  usually  occurs  first  and  can  be  detected  by  audio¬ 
metric  testing.  Tinnitus  or  vertigo  may  occur  and  are  evidence  of  ves¬ 
tibular  injury  and  impending  bilateral,  irreversible  deafness.  In  such 
cases,  decrease  size  and  frequency  of  doses.  Discontinue  kanamycin 
and  check  hearing  if  azotemia  increases.  Watch  carefully  for  ototoxicity 
in  older  patients  and  patients  receiving  more  than  15  Gm.  of  kanamy¬ 
cin.  To  avoid  neuromuscular  paralysis  with  respiratory  depression, 
postpone  intraperitoneal  instillation  in  postoperative  patients  until 
recovery  from  anesthesia  and  muscle  relaxants  is  complete.  Avoid 
concurrent  use  of  other  ototoxic  drugs  including  ethacrynic  acid  and 
furosemide.  Safety  in  pregnancy  is  not  established. 


dications:  Serious  infections  due  to  susceptible  strains  of  E  coli.  Proteus 
Enterobacter  aerogenes,  K  pneumoniae,  Serratia  marcescens  and 
ima-Herellea .  Culture  and  sensitivity  studies  should  be  performed. 
)ntraindications:  A  history  of  hypersensitivity  to  the  drug  Prior  auditory 
image  by  kanamycin  or  other  agents  may  be  a  contraindication  if  effective, 
ternative  therapy  is  available. 


Precautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with 
renal  dysfunction  when  treatment  lasts  more  than  5  days.  Stop  Kantrex  if  tin¬ 
nitus  or  hearing  loss  occurs.  Hydrate  patients  to  prevent  chemical  irritation  of 
the  renal  tubules.  Assess  renal  function  periodically,  both  before  and  during 
therapy.  If  signs  of  renal  irritation  occur  (casts,  cells,  proteinuria)  increase 
hydration  and  reduce  the  dosage  or  the  frequency  of  dosage  if  necessary.  In 
azotemic  patients,  the  frequency  (in  hours)  of  doses  may  be  obtained  by  mul¬ 
tiplying  the  serum  creatinine  by  9.  If  azotemia  or  oliguria  occur,  discontinue 
therapy.  Mycotic  or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias. 

Dosage  and  Administration:The  usual  dose  is  7.5  mg  /Kg./12  hours  I.M 
The  average  dose  is  1  Gm.  daily  for  adults  and  children.  The  maximum  total 
daily  adult  dose  should  not  exceed  1.5  Gm  by  all  routes  of  administration. 
Uncomplicated  infections  due  to  sensitive  organisms  should  respond  in  24 
to  48  hours.  If  no  response  occurs  in  3  to  5  days,  stop  therapy  and  recheck 
the  bacterial  sensitivities.  Hydrate  patients  well  to  minimize  renal  irritation. 
Inject  deeply  into  the  upper  outer  quadrant  of  the  gluteal  muscle.  Discard  par¬ 
tially  used  vials  after  48  hours.  The  drug  should  not  be  physically  mixed  with 
other  antimicrobials. 

Supplied:  Rubber  capped  vials  as  a  ready-to-use  sterile  aqueous  solution  in 
two  concentrations;  0.5  Gm  in  2  ml  I.OGm.  in  3  ml  Also  available  — Pediat¬ 
ric  Injection  75  mg.  in  2  ml.  A.H.F.S.  Category  8:12.28 
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Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g.,  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
coliform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A  streptococci,  pneumococci, 
and  penici I lin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 

:Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1  Gm.  every 
eight  hours  (1.5  to  3  Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administrathof 
Single  Doses  (250  mg.  to  1  Gm.)  to  Normal  Human  Volunteers  (Sto 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephn 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supp/em  ] 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  witn 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hoi 
after  a  500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  sixtc 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceed . 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  modera 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  th 
maximum  recommended  dosage  is  1  Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


acts  about  administration 

s  following  guidelines  for  therapy  with 
'idine  are  recommended. 

fore  Administration  of  Loridine 
Establish  susceptibility 
of  the  pathogen.  * 

Determine  patient’s  renal 
status;  Loridine  is  contraindicated  "s”.i 
in  azotemia. 

ring  Administration  of  Loridine 
Maintain  proper 
hydration. 

Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and/or 
serum  creatinine. 

Use  cautiously  with 
other  potentially 
nephrotoxic  drugs 
Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4  Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1  to  3  Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1  Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


f  loridine  I.M. 
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(Please  turn  page  for  prescribing  information.) 


I  ignnine  i. 

!  cephaloridine 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti¬ 
ble  to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul¬ 
ture  and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail¬ 
able  before  antibiotic  treatment  of  gonor¬ 
rhea  is  given. 

Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C  DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI¬ 
CAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4  Gm.  daily  (see  Adverse  Reac¬ 
tions),  recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus¬ 
pected  impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos¬ 
pitalized.  If  impaired  renal  function  devel¬ 
ops  during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a  rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro¬ 
toxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer¬ 
ulonephritis  in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con¬ 
comitant  syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a  minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or¬ 
ganisms  not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc¬ 
cur,  take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a  positive 
Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3  percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a  rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A  few  instances  of  drug  fever  have 
been  reported. 

A  few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a  single  determination  when  other  param¬ 
eters  of  liver  function  were  normal,  and 
only  rarely  was  a  level  of  100  units  reached. 
In  a  few  cases,  similar  elevations  of  alka¬ 
line  phosphatase  were  found.  The  signif¬ 
icance  of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a  ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in.free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a  small  number  of  patients.  The  p. 
sibility  of  this  complication  seems  to= 
greater  in  seriously  ill  patients  given  rre 
than  recommended  doses.  Acute  tubi r 
necrosis  has  been  found  in  affected 
tients  coming  to  autopsy.  Rare  cases, f 
nausea  and  vomiting  have  occurred.  Ft 
in  association  with  intramuscular  injec-i 
was  noted  in  less  than  3  percent  of  |. 
tients.  In  only  one  patient  in  a  seriesif 
623  was  the  route  changed  on  this  accoi;. 
Phlebitis  at  the  site  of  intravenous  in  - 
tion  has  been  rare. 

Administration  and  Dosage:  Importai- 
Before  administering  Loridine,  see  pa- 
age  insert  for  details  on  dilution. 

Intramuscular  Injection  —  Loridinss 
usually  injected  into  a  large  muscle  m;;. 

The  usual  adult  dosage  for  many  int- 
tions  of  moderate  severity  is  500  mgo 
1  Gm.  three  times  a  day  at  equally  spad 
intervals.  Milder  and  more  suscepte 
infections  have  been  treated  with  25(o 
500  mg.  given  two  or  three  times  a  o. 
More  severe  infections  may  be  tread 
with  500  mg.  to  1  Gm.  four  times  a  u. 
A  single  2-Gm.  dose  is  recommended  t 
the  treatment  of  acute  gonorrhea.  Ey 
syphilis  may  be  treated  with  500  mg.  11 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  \h 
high  doses  for  life-threatening  conditis 
has  been  reported,  it  has  been  shown  it 
excessive  dosages  (above  4  Gm.  da) 
may  cause  serious  nephrotoxic  reactio. 
For  this  reason,  Keflin®  (sodium  cephi- 
thin,  Lilly)  may  be  preferred  when  dcs 
larger  than  4  Gm.  daily  are  consideredir 
life-threatening  situations.  If  more  ths2 
Gm.  of  cephaloridine  is  injected  daily,  e 
patient  should  be  under  close  climl 
observation  for  changes  in  renal  funcn 
or  be  hospitalized.  In  addition,  redud 
dosage  should  be  employed  in  patits 
with  known  or  suspected  renal  impairmc. 

In  children,  a  daily  total  of  30  toO 
mg.  per  Kg.  (15  to  25  mg.  per  poundif 
body  weight,  given  in  divided  doses,  s 
been  found  effective  for  mild  to  moc- 
ately  severe  infections.  A  daily  total  of  0 
mg.  per  Kg.  (50  mg.  per  pound)  of  by 
weight  (not  to  exceed  recommended  a  It 
doses)  may  be  needed  for  very  se\e 
infections. 

Intravenous  Injection— In  the  presee 
of  extremely  serious  infections  (suchr> 
bacteremia)  or  when  any  infection  sets 
overwhelming,  intravenous  administran 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  \h 
intramuscular  injection.  For  very  suso- 
tible  organisms,  500  mg.  to  1.5  Gm.  ir 
day  may  suffice;  for  less  susceptie 
organisms  and  for  serious  infections,  :o 
4  Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cef3- 
loridine,  Lilly),  500  mg.,  5-ml.  sJ, 
rubber-stoppered;  1  Gm.,  10-ml.  S3, 
rubber-stoppered.  loeai 


Additional  information 
available  to  the  professio 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46)6 


With  EVAC-U-GEN  your  patients  with  functional 
constipation  can  evacuate  gently.  This  is  highly 
desirable  for  those  sensitive  to  harsh  laxatives 
■ . .  particularly  children,  pregnant  women ,  and 
geriatric  patients 


FVAC-I  I-flFN 

J-J  Y  nv/  X.J  ViJul  Y  ECONOMICAL 

A  highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose:  Chew  1  or  2  tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A  citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP.  &  CO.,  INC.  Syracuse,  New  York  13201 


Cleopatra  and  Caesar, 
Wine  Lovers 


...a  story  that 
every  Doctor  and 
Nurse  should  know 


JULIUS  CAESAR  wasn't  a  doctor,  but 
thanks  partly  to  the  wiles  of  a  young 
woman  named  Cleopatra  —  who 
wasn't  a  nurse  —  he  changed  the  his¬ 
tory  and  the  practice  of  medicine! 

(Incidentally,  Caesar  was  a  tremen¬ 
dous  influence  in  wine,  too.  He  spon¬ 
sored  plantings  in  conquered  lands 
which  were  to  become  France,  Ger¬ 
many,  Italy,  Switzerland,  Spain  and 
Portugal  —  the  six  nations  from  which 
California  derives  its  classic  vine  and 
its  wine  traditions.) 

To  compress  history  just  a  bit,  here's 
how  Caesar  did  it: 

Visiting  Egypt,  he  dallied  with  Cleo¬ 
patra  in  Alexandria  (48-47  B.C.),  and 
sired  their  son  Caesarion.  He  also  ob¬ 
served  the  wondrous  university  where 
Cleopatra's  Ptolemaic  Dynasty  had 
preserved  Greek  medical  and  scientific 
treasures  for  three  centuries — includ¬ 
ing  the  teachings  of  Hippocrates! 

Impressed  by  Greek  genius  (Cleo¬ 
patra  was  Greek,  too,  remember),  Cae¬ 
sar  returned  to  Rome  and  freed  the 
Greek  doctor  slaves.  This  gave  them 
Roman  citizenship  and  the  right  to 
practice.  They  brought  into  Rome's 
primitive  patient  care  more  modern 
precepts,  ethics,  diagnostics,  and  wine 


(j&r* 


Julius  Caesar  102-44  B.C. 


Cleopatra,  69-30  B.C.  For  their  first  secret  meeting,  she  had 
herself  "delivered”  to  Caesar  rolled  up  in  a  rug. 


therapy,  thus  raising  medical  standards 
for  the  next  twenty  centuries. 

His  fascinating  lady  friend  had 
moved  to  Rome,  and  they  might  have 
lived  happily  ever  after — but  remem¬ 
ber  the  Ides  of  March,  44  B.C. —  Thou 
too ,  Brutus ?  Then  fall,  Caesar!  . . .  And 
sadly  Cleopatra  Ptolemy  never  became 
Mrs.  Julius  Caesar,  queen  of  the  world. 

At  his  death,  Caesar  was  not  only 
master  of  the  world,  but  its  best 


WHAT  IS  WINE? 

/iicA  tmoC /zwfr,  fan  'ZUwe, 


known  wine  connoisseur.  Two  ye, 
before,  he  had  celebrated  a  trium 
(Dictator  for  Life),  inviting  everybo 
in  Rome  to  a  feast,  and  serving  the 
four  famous  vintage  wines,  those 
Falernum,  Chios,  Mamertinum,  a 
the  wine  of  Lesbos. 

MORE  WINE  READING? 

Below  is  our  latest  selection  of  rea 
ings  on  wine  in  patient  care,  for  Dc 
tor,  Nurse,  and  Staff.  Also,  some  "fu 
booklets  on  wine  cooking,  servir 
tasting  and  entertaining — to  makey 
the  veritable  Caesar  or  Cleopatra 
your  own  home! 

Just  circle  the  subjects  you  wi 
They  are  yours  free.  And  thank  y 
for  your  generous  response  to  ( 
previous  wine  messages. 


WINE  READING  PRESCRIPTION,  filled  without  charge 
for  Doctor,  Nurse,  Assistant,  Administrator,  Dietician, 
or  other  members  of  the  medical  profession: 

Circle  each  number  wanted: 


A  160-page  paperback  book  that  every  Doctor,  Nurse, 

Dietician  and  Hospital  Administrator  should  own.  WINE 
AND  YOUR  WELL-BEING,  by  Salvatore  P.  Lucia,  M.D.,  a 
practicing  physician  and  Professor  of  Medicine,  Emeritus, 

University  of  California.  This  noted  authority  on  wine  in  ther¬ 
apy  gives  you  clinical  information  on  wine  in  convalescence,  in 
geriatrics,  stress,  cardiovascular  disorders,  diabetes,  etc.  Other  sub¬ 
jects  are;  what  wine  is,  how  made,  food  values,  calories,  wine  in 
restricted  diets  (with  some  recipes),  bits  of  intriguing  wine  history, 
seasoned  with  famous  wine  quotations,  a  list  of  wines  and  how  they 
taste.  Yours  with  our  compliments. 

USES  OF  WINE  IN  MEDICAL  PRACTICE,  64  pp.;  contains  references  to 
the  results  of  30  years  of  scientific  medical  research  in  U.S.  and  abroad 
on  wine  in  nutrition,  convalescence,  gastroenterology,  various  clinical 
conditions,  covers  Indications,  Contraindications,  Bibliography,  wine  in 
Hospital  and  Nursing  Homes. 

WINE  COOKERY  THE  EASY  WAY,  24  pp.,  53  recipes  for  "gourmet 
meals  in  a  hurry"  with  convenience  foods;  and  CALIFORNIA  WINE 
COOKERY  AND  DRINKS,  24  pp.,  88  recipes,  ideas,  for  home 
fun  of  good  cooking,  serving,  and  entertaining.  Both 
booklets  free. 
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fafa, (f&uv  fax. 
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PLEASE  PRINT  YOUR  NAME,  title  as  member  of  m< 
cal  profession,  address  and  zip,  and  mail  to: 


DEPARTMENT  113  WINE  ADVISORY  BOAR! 
717  MARKET  STREET,  SAN  FRANCISCO,  CA  941 


Zip- 


Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company  •  Indianapolis,  Indiana  46206 
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bowe 


colon 


move  up  to 
“the  Robinul 
response” 


when  lower 
li-l  symptoms 
demand 
a  potent 
synthetic 
intispasmodic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a  potent  antispasmodic— 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a  more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a  “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinur2mg. 

Forte  (glycopyrrolate) 


NDICATIONS  Robinul  Forte  (glycopyrrolate,  2  mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
icated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
te  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
ilable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ided  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
icreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
drome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
y  be  indicated.  ■  CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
"te  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■  PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
ucoma.  ■  SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
o  32  mg.  of  glycopyrrolate  a  day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
irred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
igs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
3s,  and  rash.  ■  DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2  mg.)  or  Robinul-PH  Forte  is  one 
'jet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
tient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
luired  to  maintain  symptomatic  relief.  ■  SUPPLY  Robinul  Forte  (glycopyrrolate,  2  mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
R/2  in  bottles  of  100  and  500.  ■  Robinul-PH  Forte  (glybopyrrolate,  2  mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
'lets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


in  is  infected, 
or  open  to  infection 

choose  the  topicals 
that  give  your  patient- 

u  broad  antibacterial  activity  against 
susceptible  skin  invaders 
i?  lowallergenic  risk— promptclinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B  sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5  mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1  oz.  and  V2  oz.  for  topical  use  only. 

^imishing  Cream  Base 

NeosporinrG  cre 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B  sulfate,  10,000 
•  units;  neomycin  sulfate,  5  mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a  smooth,  white,  water-washable  vanishing 
cream  base  with  a  pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methyl paraben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  if 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  5 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appro$ 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  media 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components.  ,,  ^ 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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m.d.'s  in  the  news 


Herbert  Blough,  M.D.,  Philadelphia, 
sociate  professor  of  ophthalmology 
d  head  of  the  division  of  biochemical 
rology  and  membrane  research  at  the 
diversity  of  Pennsylvania  Medical 
hool,  presented  a  paper  on  "Neutral 
I pid  Turnover  in  Chick  Cells  and  Ef- 
l:t  of  Influenza  Virus”  to  the  Interna- 
hnal  Congress  of  Virology  in 
jdapest,  Hungary.  In  addition  to  his 
prk  on  the  "flu”  virus.  Dr.  Blough  is 
ping  research  on  herpes  simplex  and 
ibella  viruses. 

Commendations  for  excellent  medi- 
1  care  of  veterans  returning  from 
ietnam  have  been  given  to  three  medi- 
1  officers  of  Valley  Forge  General 
ospital  in  a  joint  resolution  adopted 
’  the  Connecticut  State  Legislature, 
ited  were  Col.  Philip  A.  Deffer,  M.D., 
lief  of  the  department  of  surgery  and 
thopedic  services,  and  Lt.  Col. 
tiomas  H.  Witschi,  M.D.,  and  Maj. 
anley  L.  Grabias,  Jr.,  M.D.,  both  or- 
opedic  surgeons. 

Harry  C.  Bishop,  M.D.,  Philadel- 
lia,  has  been  elected  president  of  the 
edical  staff  of  Children’s  Hospital, 
hiladelphia. 

Chester  M.  Southam,  M.D.,  New 

ork  City,  has  been  selected  as 
rector  of  the  division  of  medical 
neology  in  the  Department  of  Medi- 
ne  and  professor  of  medicine  at  Jef- 
:rson  Medical  College,  Thomas  Jef- 
:rson  University,  Philadelphia. 

Three  physicians  have  joined  the 
tculty  at  Milton  S.  Hershey  Medical 
enter  of  Pennsylvania  State  Universi- 
i ,  as  assistant  professors.  David  M. 
eaman,  M.D.,  Lancaster,  was  for- 
lerly  a  cardiopulmonary  fellow  at  the 
Jniversity  of  Vermont;  Allan  Lipton, 
I.D.,  New  York  City,  was  an  Ameri- 
an  Cancer  Society  Dernham  fellow  at 
ne  Salk  Institute  of  Biological  Studies; 
nd  Richard  J.  Santen,  M.D.,  Cincin- 
ati,  Ohio,  was  an  instructor  in  in- 
arnal  medicine  at  the  University  of 
Vashington,  Seattle,  and  a  fellow  in 
ndocrinology  with  the  U.S.  Public 
lealth  Service. 

St.  Christopher's  Hospital  for 
rhildren,  Philadelphia,  has  announced 
everal  appointments  to  its  staff.  Rich- 
ird  M.  Goldstein,  M.D.,  Philadelphia, 
las  joined  the  medical  staff  as  pediatri¬ 


cian  with  the  Model  Cities  Project.  He 
was  also  appointed  an  assistant 
professor  of  pediatrics  at  Temple  Uni¬ 
versity  School  of  Medicine.  V.L. 
Shashikumar,  M.D.,  Philadelphia,  was 
appointed  to  the  surgical  staff  as 
clinical  instructor  in  pediatric  surgery. 
Joseph  S.  Torg,  M.D.,  Philadelphia, 
has  been  made  co-director  of  the  or¬ 
thopedics  section  to  succeed  Theodore 
R.  Lantmot,  III,  M.D.,  Merion,  who  is 
moving  to  Fort  Collins,  Colorado,  to 
join  the  orthopedic  staff  at  Poudre  Me¬ 
morial  Hospital. 

Howard  Balin,  M.D.,  Philadelphia, 
will  direct  the  new  Philadelphia  Con¬ 
sortium  for  Population  Research  es¬ 
tablished  by  the  Franklin  Institute. 


DR.  BALIN  DR.  KARP 


Robert  Karp,  M.D.,  Mount  Airy, 
has  been  selected  as  physician  for 
Philadelphia  School  District’s  Follow- 
Through  program  in  North  Philadel¬ 
phia.  The  program  is  under  the  super¬ 
vision  of  St.  Christopher's  Hospital  for 
Children  and  is  aimed  at  providing 
service  for  youngsters  not  qualified 
geographically  for  the  hospital’s  neigh¬ 
borhood  health  clinics. 

Herbert  J.  Kaufmann,  M.D.,  former 
director  of  the  Department  of 
Radiology  at  Children’s  Hospital  of 
the  University  of  Basel  in  Switzerland, 
has  been  appointed  radiologist-in-chief 
of  Children’s  Hospital,  Philadelphia, 
and  professor  of  pediatric  radiology  at 
the  University  of  Pennsylvania  School 
of  Medicine. 

Alvin  P.  Shapiro,  M.D.,  professor  of 
medicine  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine,  has  been 
appointed  associate  dean  for  academic 
affairs.  He  had  been  chief  of  clinical 
pharmacology,  hypertension  section, 
and  director  of  the  Department  of 
Medicine’s  psychosomatic  program 
since  1960. 

Thomas  J.  Gill,  III,  M.D.,  has  been 
appointed  professor  and  chairman  of 


the  pathology  department  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Medi¬ 
cine  and  pathologist-in-chief  of  the 
University  Health  Center  in  Pitts¬ 
burgh.  He  came  to  Pittsburgh  from 
Boston,  Mass.,  where  he  was  an  assis¬ 
tant  professor  of  pathology  at  Harvard 
Medical  School  and  a  senior  associate 
in  pathology  at  the  Peter  Bent 
Brigham  Hospital. 

Thomas  H.  Johnson,  M.D.,  Pitts¬ 
burgh,  has  been  promoted  from  assis¬ 
tant  to  associate  professor  of  radiology 
at  the  University  of  Pittsburgh  School 
of  Medicine.  Dr.  Johnson  won  first 
prize  for  his  exhibit  on  laryngography 
of  benign  lesions  at  a  meeting  of  the 
Pennsylvania  Radiological  Society  in 
May  at  Bedford  Springs. 

Charles  S.  Cameron,  M.D.,  Phila¬ 
delphia,  has  moved  from  president  of 
Hahnemann  Medical  College  and  Hos¬ 
pital  to  chairman  of  the  board. 

John  J.  Evans,  M.D.,  Nesque- 
honing,  has  replaced  the  late  J.M. 
Steele,  M.D.,  as  chief  of  surgery  at 
Coaldale  State  General  Hospital. 
James  Farr,  M.D.,  Lehighton,  has  also 
joined  the  Coaldale  staff  with 
priveleges  in  obstetrics,  gynecology, 
and  newborn  care.  Dr.  Farr  is  a  fellow 
in  the  American  College  of  Surgeons 
and  the  American  College  of  Physi¬ 
cians. 

Gary  Lyons,  M.D.,  Port  Allegheny, 
has  been  appointed  chief  of  thoracic 
and  cardiovascular  surgery  at  St.  Vin¬ 
cent  Hospital.  He  is  a  member  of  the 
American  Board  of  Surgery  and  the 
Board  of  Thoracic  Surgery. 

Josiah  F.  Reed,  Jr.,  M.D.,  Harris¬ 
burg,  has  moved  to  Montgomery,  Ala. 
His  last  assignment  in  the  U.S.  Air 
Force  was  as  chief  of  urology  at  the 
U.S.A.F.  Regional  Hospital  at  Max¬ 
well  Air  Force  Base  in  Montgomery. 

Aureliano  Rivas-Flores,  M.D., 
Wayne,  was  the  first  Puerto  Rican  to 
be  promoted  to  brigadier  general  in 
the  U.S.  Army  Reserve  Corps.  He  is 
chief  of  surgery  at  Pottstown  Memori¬ 
al  Medical  Center  and  practices 
urology  in  Philadelphia  and  Pott¬ 
stown. 

Edward  S.  Cooper,  M.D.,  Clays- 
ville,  has  received  Meharry  Medical 
College's  distinquished  alumni  award. 
Dr.  Cooper  is  co-director  of  the  Stroke 
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Research  Center  of  Philadelphia  Gen¬ 
eral  Hospital  and  associate  professor 
of  medicine  at  the  University  of  Penn¬ 
sylvania  School  of  Medicine. 

Albert  B.  Ferguson,  M.D.,  Pitts¬ 
burgh,  received  the  R.H.  Nimmo 
Award  from  the  Royal  Australian 
College  of  Surgeons.  The  award  is  a 
visiting  professorship  given  to  an  out¬ 
standing  medical  educator.  Dr.  Fer¬ 
guson  is  professor  of  orthopedic  sur¬ 
gery  and  chairman  of  the  departmem 
at  the  University  of  Pittsburgh  School 
of  Medicine. 

Brigadier  General  William  D.  Pres¬ 
cott,  M.D.,  Pine  Grove,  was  awarded 
the  Army  and  Air  National  Guard 
Meritorious  Service  Plaque.  He  is  as¬ 
sistant  adjutant  general  for  Air 
Headquarters  in  the  Pennsylvania  Air 
National  Guard  and  a  practicing 
physician  in  Pine  Grove. 

Leroy  A.  Rodgers,  M.D.,  Johns¬ 
town,  has  been  elected  president  of  the 
Cambria  County  Unit  of  the  American 
Cancer  Society.  The  new  president  of 
the  Jefferson  County  Unit  is  A.E. 
Devlin,  M.D.,  Brockway. 

F.D.  Gassaway,  M.D.,  who  is  medi¬ 
cal  director  of  Gulf  Oil  Corporation  in 
Pittsburgh,  served  for  two  months  in 
Vietnam  under  AMA's  Volunteer 
Physicians  for  Vietnam  program 
recently. 

Robert  E.  Brant,  M.D.,  Phoenix- 
ville,  was  presented  with  the  U.S. 
Army  Outstanding  Civilian  Service 
Medal  for  his  services  as  consultant  in 
surgery  for  the  Surgeon  General  for 
the  past  twenty  years. 

Charles  G.  Francos,  M.D.,  Lan¬ 
caster,  has  been  named  physician  and 
director  of  the  medical  division  at 
Franklin  and  Marshall  College  Health 
Services  to  succeed  James  Z.  Appel, 
M.D.  Dr.  Appel  was  granted  emeritus 
status  for  his  thirty-five  years  of  serv¬ 
ice  in  the  position. 

Joseph  R.  DiPalma,  M.D.,  Wayne, 
dean  of  Hahnemann  Medical  College, 
has  completed  editing  the  fourth  edi¬ 
tion  of  Drill's  Pharmacology  in  Medi¬ 
cine,  which  will  be  translated  into 
Spanish  and  Italian. 

Harold  E.  Pierce,  Jr.,  M.D., 
Yeadon,  has  been  promoted  to  full  col¬ 
onel  in  the  Pennsylvania  Air  National 
Guard.  He  is  a  member  of  the  Associa¬ 
tion  of  Military  Dermatologists  and  is 
president  of  the  Alliance  of  Air  Na¬ 
tional  Guard  Flight  Surgeons. 


Gene  J.  Triano,  M.D.,  has  been  ap¬ 
pointed  head  of  the  Department  of 
Radiology  at  Harrisburg  Hospital.  He 
is  clinical  professor  in  radiology  at  the 
Milton  S.  Hershey  Medical  Center  of 
Pennsylvania  State  University.  He  will 
also  direct  the  Harrisburg  Hospital 
School  of  Radiologic  Technology. 

Two  further  appointments  have 
been  announced  by  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl¬ 
vania  State  University.  Robert  W. 
Brennan,  M.D.,  Staten  Island,  N.Y., 
has  been  appointed  associate  professor 
of  medicine  and  chief  of  neurology. 
He  was  formerly  an  assistant  professor 
at  Cornell  University  Medical  College 
in  New  York  City.  Cheston  M.  Berlin, 
Jr.,  M.D.,  Mt.  Lebanon,  has  been 
named  associate  professor  of  pediat¬ 
rics.  He  was  formerly  assistant 
professor  of  pediatrics  at  George 
Washington  University  School  of 
Medicine  and  director  of  the  intensive 
care  unit  at  Children’s  Hospital  in 
Washington,  D.C. 


DR.  BERLIN  DR.  CARTER 


Joseph  H.  Carter,  Jr.,  M.D.,  York, 
has  been  elected  a  fellow  by  the  Amer¬ 
ican  College  of  Obstetrics  and 
Gynecology.  He  is  coordinator  of  the 
York  Hospital  Department  of  Ob¬ 
stetrics  and  Gynecology  and  senior 
clinical  instructor  in  obstetrics  and 
gynecology  at  Hahnemann  Hospital, 
Philadelphia. 

Edward  J.  Benz,  M.D.,  was  elected 
volunteer  medical  director  of  the  Mill¬ 
er  Blood  Center  at  the  Muhlenberg 
Medical  Center.  This  new  center  will 
collect,  process,  and  store  all  blood 
and  components  for  six  Lehigh  Valley 
hospitals. 

William  A.  Nickles,  M.D.,  Ship- 
pensburg,  is  phasing  out  his  private 
practice  to  assume  duties  as  the  first 
full-time  health  director  for  Shippens- 
burg  State  College. 

Children's  Hospital  of  Philadelphia 
has  announced  the  appointment  of  sev¬ 
eral  physicians.  George  Polgar,  M.D., 
has  been  named  director  of  the  pulmo¬ 


nary  disease  division.  He  is  associat 
professor  of  pediatrics  and  physiolog 
at  the  University  of  Pennsylvani 
School  of  Medicine.  Charles  R.  Kocl 
M.D.  was  named  psychiatrist-in-chie: 
He  had  been  a  staff  psychiatrist  c 
Children's  and  child  psychiatrist  in  th 
Philadelphia  Child  Guidance  Clinic. 

Dean  E.  Burget,  M.D.  has  beei 

selected  as  chief  of  the  newly  create< 
division  of  plastic  and  reconstructive 
surgery  at  Hahnemann  Medica 
College  and  Hospital,  Philadelphia.  H 
will  also  be  an  assistant  professor  01 
the  faculty  of  the  Department  of  Sur 
gery. 

Robert  T.  Rubin,  M.D.  was  ap 

pointed  professor  of  psychiatry  at  th 
Milton  S.  Hershey  Medical  Center  o 
the  Pennsylvania  State  University.  H 
was  a  member  of  the  Brain  Researcl 
Institute  at  UCLA  and  a  consultant  fo 
the  U.S.  Navy  Medical  Neuropsychia 
trie  Research  Unit  in  San  Diego,  Cal. 

Stanley  P.  Mayers,  Jr.,  M.D.,  ha 

joined  the  faculty  at  Pennsylvani 
State  University  as  professor  of  healt 
care  planning  at  the  College  of  Huma 
Resources  in  Arlington  County,  Vir 
ginia.  He  is  a  diplomate  of  the  Ameri 
can  Board  of  Preventive  Medicine. 

Eduardo  J.  Yunis,  M.D.,  has  bee 
promoted  to  associate  professor  of  pa 
thology  at  the  University  of  Pittsburg 
School  of  Medicine. 

Grace  S.  Gregg,  M.D.,  has  been  ap 
pointed  assistant  dean  for  student  al 
fairs  at  the  University  of  Pittsburg 
School  of  Medicine  and  has  bee 
promoted  to  associate  professor  of  pe 
diatrics.  Dr.  Gregg  is  a  member  of  th 
teaching  faculty  of  the  Pittsburg 
School  of  Health  Related  Profession 
and  is  on  the  advisory  council  of  th 
Infant  Learning  Project  at  the  Pitts 
burgh  Graduate  School  of  Publi 
Health. 

John  S.  Bray,  M.D.,  is  now  directo 
of  the  division  of  medicine  at  th 
Polyclinic  Hospital,  Harrisburg.  He  i 
also  chief  and  coordinator  of  th' 
department  of  cardiology  and  chief  o 
internal  medicine. 

The  new  director  of  Family  ani 
Children's  Service  of  the  Lebanoi 
County  Mental  Health-Mental  Retar 
dation  Program  is  Abram  M.  Hos 
tetter,  M.D.,  Annville.  He  is  a  Penn 
sylvania  delegate  to  the  American  Psy 
chiatric  Association. 
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J.EGHENY  COUNTY: 

age  Van  Horn,  M.D.,  322  Scaife  Hall,  Pittsburgh  15213. 
jrendra  K.  Bansal,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 
avid  H.  Barnhouse,  M.D.,  238  Park  Entrance  Dr.,  Pittsburgh 
15228. 

)seph  G.  Antkowiak,  M.D.,  Apt.  52,  5254  Centre  Ave.,  Pitts¬ 
burgh  15232. 

erald  J.  Broock,  M.D.,  532  Tyler  St.,  Pittsburgh  15237. 
alanmay  Ghoshhajra,  M.D.,  152  Oakville  Dr.,  Apt.  TB  4,  Pitts¬ 
burgh  1 5220. 

yrus  llkhanipour,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 
arhad  Ismail-Beigi,  M.D.,  3700  Fifth  Ave.,  Pittsburgh  15213. 
aher  A.  Dajani,  M.D.,  1629  Union  Ave.,  Natrona  Heights 
15065. 

ee  C.  Dobler,  M.D.,  526  Perrysville  Ave.,  Pittsburgh  15229. 
ernard  H.  Sobol,  M.D.,  5612  Melvin  St.,  Pittsburgh  15217. 
ictor  R.  Marquez,  M.D.,  5261  Greenridge  Dr.,  Pittsburgh 
15236. 

ishpal  Singh,  M.D.,  1191  Scaife  Hall,  Pittsburgh  15213. 
ofronio  J.  Valcarcel,  M.D.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 

itanley  B.  Morgenlander,  M.D.,  3347  Forbes  Ave.,  Pittsburgh 
15213. 

Villiam  J.  Tiegel,  M.D.,  101  Emerson  Ave.,  Pittsburgh  15215. 
'enn  Lupovich,  M.D.,  M.D.,  6313  Kentucky  Ave.,  Pittsburgh 
15206. 

RMSTRONG  COUNTY: 

ames  E.  Bauer,  M.D.,  1300  Carlisle  St.,  Natrona  Heights 
15065. 


ERKS  COUNTY: 

'illiam  A.  Sweet,  M.D.,  606  Museum  Rd.,  Reading  19602. 


UTLER  COUNTY: 

wang  Yop  Kim,  531  Pershing  Dr.,  New  Kensington  15068. 


RIE  COUNTY: 

tennis  G.  Cole,  M.D.,  406  Peach  St.,  Erie  16507. 


AYETTE  COUNTY:  . 

dwin  S.  Peters,  M.D.,  610  N.  Main  St.,  Masontown  15461. 

IUNTINGDON  COUNTY: 

ack  F.  Bailey,  M.D.,  Taylor  Highlands,  Huntingdon  16652. 

)scar  R.  Silva,  M.D.,  J.C.  Blair  Memorial  Hospital,  Huntingdon 
16652. 


ACKAWANNA  COUNTY: 

aeorge  C.  Potash,  M.D.,  431  Wyoming  Ave.,  Scranton  18503. 
Robert  Rosenbluth,  M.D.,  748  Quincy  Ave.,  Scranton  18510. 
ioseph  P.  Andriole,  M.D.,  748  Quincy  Ave.,  C-3,  Scranton 
18510. 


-EBANON  COUNTY: 

Robert  J.  Ryan,  M.D.,  231  E.  Main  St.,  Palmyra  17078. 

Mbert  A.  Alley,  M.D.,  1 2th  and  Oak  Sts.,  Lebanon  1 7042. 
Stephen  J.  Solomon,  M.D.,  618  Cornwall  Rd.,  Lebanon  17042. 


-EHIGH  COUNTY: 

Shung  H.  Lee,  M.D.,  17th  and  Chew  Sts.,  Allentown  18102. 


McKEAN  COUNTY: 

Vincent  D.  Lau,  M.D.,  401  Minard  Run  Rd.,  Bradford  16701. 

Danilo  L.  Guanzon,  M.D.,  Odd  Fellows  Bldg.,  Bradford  16701. 

MONTOUR  COUNTY: 

J.  Scott  Martin,  M.D.,  Box  199,  R.D.  1,  Northumberland  17857. 

PHILADELPHIA  COUNTY: 

Frank  Garbak,  M.D.,  Temple  University  Hospital,  Philadelphia 
19140. 

Henry  A.  Gorman,  M.D.,  Buffalo  Valley  Nursing  Home,  Box  41, 
Lewisburg  1 7837. 

Jannetta  V.  Connor,  D.O.,  1808  Janney  Terrace,  Langhorne 
19047. 

Joseph  P.  Connor,  D.O.,  1808  Janney  Terrace,  Langhorne 
19047. 

Edgardo  S.  Alday,  M.D.,  1025  Walnut  St.,  Philadelphia  19107. 

Rosario  Resurreccion,  M.D.,  5831  N.  Camac,  Philadelphia 
19141. 

Ellis  J.  Lindenbaum,  D.O.,  1101  Morefield  Rd.,  Philadelphia 
19115. 

Peter  H.  Morse,  M.D.,  3400  Spruce  St.,  329  Gate  East, 
Philadelphia  19104. 

John  L.  Neigh,  M.D.,  520  Fairfax  Rd.,  Drexel  Hill  19026. 

Kathryn  M.  Hess-Feldi,  M.D.,  60  Wayne  Ave.,  Wayne  19087. 

E.  Paul  Kitchin,  M.D.,  302-C  Aldin  Manor,  Philadelphia  19144. 

Stephen  E.  Reznak,  M.D.,  3120  S.  Schoolhouse  Lane, 
Philadelphia  19144. 

Laurian  Roman,  M.D.,  4000  Gypsy  Lane,  Apt.  301,  Philadelphia 
19144. 

Lois  Martyn,  M.D.,  88  E.  Bringhurst  St.,  Philadelphia  19144. 

Fred  G.  Medinger,  M.D.,  Abington  Hospital,  1245  Highland  Rd., 
Abington  19001. 

Marvin  R.  Hyett,  M.D.,  2035  Locust  St.,  Philadelphia  19103. 

Ray  F.  Garman,  M.D.,  Graduate  Hospital,  University  of  Pennsyl¬ 
vania,  Philadelphia  19146. 

Michael  A.  Gordon,  D.O.,  207  A,  Cedarbrook  Hill,  Philadelphia 
19150. 

Petro  Fedoriw,  M.D.,  4733  N.  12th  St.,  Philadelphia  19141. 

W.  Robert  Felix,  Jr.,  M.D.,  3300  Henry  Ave.,  Philadelphia 
19072. 

Barry  D.  Lang,  M.D.,  701  Summit  Ave.,  Apt.  D-14,  Philadelphia 
19128. 

James  A.  Hagans,  M.D.,  204  Berwick  Place,  Lansdale  19446. 

Henry  L.  Price,  Jr.,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 

Chong  Park,  M.D.,  5555  Wissahickon  Ave.,  Apt.  701, 

Philadelphia  1 9144. 

George  L.  Popky,  M.D.,  3134  W.  Coulter  St.,  Philadelphia 
19129. 

Marcus  M.  Reidenberg,  3420  N.  Broad  St.,  Philadelphia  19140. 


POTTER  COUNTY: 

Boonlua  Ratanawongsa,  M.D.,  Charles  Cole  Memorial  Hospi¬ 
tal,  Coudersport  16915. 


VENANGO  COUNTY: 

Salustiano  F.  Mendoza,  M.D.,  9  Glenview  Ave.,  Oil  City,  16301. 
Humberto  Alarcon,  M.D.,  119  W.  Front  St.,  Oil  City  16301. 


WARREN  COUNTY: 

Boonmee  Enkvetchakul,  M.D.,  1209  Conewango  Ave.,  Warren 
16365. 

Roger  Walentiny,  M.D.,  Northwest  Savings  Bldg.,  Warren 
16325. 

Jon  H.  Rouch,  M.D.,  Box  249,  Warren  16365. 
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Fuel  to  Keep  Us  Moving 


As  a  result  of  the  action  taken  by  the  House  of  Delegates  of 
the  Pennsylvania  Medical  Society  at  the  Annual  Session  in 
Pittsburgh,  a  dues  increase  of  $25.00  was  approved.  This  ac¬ 
tion  was  approved  unanimously  by  the  House,  upon  the  rec¬ 
ommendation  of  the  Finance  Committee  and  Board  of  Trus¬ 
tees. 

This  increase  is  necessary —  and  for  good  reasons.  Chief 
among  these  are  the  continuing  and  accelerating  effects  of 
inflation  on  operating  costs  since  1963  when  the  last  increase 
was  approved,  and  the  ever-increasing  importance  of  the  So¬ 
ciety’s  activities  to  ensure  quality  medical  care  at  reasonable 
cost. 

The  public’s  concern  about  rising  health  care  costs  is  well 
known  to  physicians.  Failure  on  the  part  of  the  physician  to 
join  forces  with  all  segments  of  society  interested  in 
providing  health  care  at  a  reasonable  cost  can  lead  only  to  a 
deterioration  of  our  present  health  care  system.  If  the  health 
care  profession  is  to  be  responsible  and  responsive  to  the 
public  interest  physicians  who  are  elected  or  appointed  as 
representatives  of  the  organized  profession  must  have  a 
vehicle  through  which  it  can  be  effective  in  health  affairs. 
Sufficient  money  is  required  to  fuel  the  vehicle —  money 
which  is  wisely  spent  by  an  organization  designed  and  staffed 
to  give  maximum  performance. 

As  Dr.  David  S.  Masland,  chairman  of  the  Finance  Com¬ 
mittee,  pointed  out  in  his  presentation,  “there  has  been  no 


empire  building.”  The  Society’s  employees  in  1963  nurr 
bered  forty-two.  Today  there  are  forty-one.  Despite  the  stabl 
number  of  employed  staff,  significant  new  programs  hav 
been  developed  including  1)  the  establishment  of  a  cor 
tinuing  education  foundation  to  initiate,  promote,  an 
improve  continuing  education  programs  for  practicin 
physicians;  2)  establishment  of  a  medical  care  foundation  t 
assist  in  coping  with  health  care  costs;  3)  a  pioneering  ma 
practice  insurance  program  for  Pennsylvania  physicians,  an 
4)  more  television  documentaries  to  present  a  reasonable  an 
factual  approach  to  the  health  care  problems  facing  the  Penr 
sylvania  public. 

By  comparison  with  other  state  societies,  two-thirds  ha 
dues  higher  than  the  Pennsylvania  Medical  Society  in  197( 
Even  with  the  increase  in  PMS  dues,  40  percent  will  hav 
higher  dues  in  1971. 

What  effect  the  wage  and  price  freeze  will  have  on  th 
increase  remains  to  be  determined.  However,  the  needs  of  th 
Society  are  such  that  an  increase  cannot  be  considered  infla 
tionary.  It  thus  becomes  obvious  that  if  Pennsylvani 
physicians  want  their  voices  heard  for  the  benefit  of  th 
public,  then  our  Society  will  continue  to  need  the  financu 
support  and  generous  contributions  of  time  and  effort  of  a 
physicians  to  ensure  quality  care  and  cost  control  in  th 
health  industry. 

DA 


Phase  Two  and  the  PBS  Fee  Study 


The  Pennsylvania  Blue  Shield  study  of  physicians’  fees, 
published  in  full  in  the  August  issue  of  Pennsylvania  Med¬ 
icine,  is  an  indication  that  physicians  have  been  doing  all 
along  what  is  called  for  as  the  nation  enters  into  Phase  Two 
of  wage  and  price  controls,  complete  with  a  special  watch¬ 
dog  committee  for  the  "health  services  industry.” 

What  the  statistics  reveal  should  be  of  interest  to  patients 
as  well  as  to  doctors.  Essentially  the  study  shows  the  PBS 
index  of  payments  to  physicians  rose  12  percent  in  the  two 
year  period  of  1969-70  over  the  base  period  of  1968.  The 
PBS  index  of  physicians’  charges  rose  16.2  percent  in  the 
same  period,  while  the  Consumers  Price  Index  rose  13.8 
percent  and  the  all  services  component  of  that  index  rose 
18.7  percent. 

Obviously  Pennsylvania  physicians  have  been  conserva¬ 


tive  in  their  approach  to  increasing  charges  for  their  serv 
ices,  even  in  the  face  rising  costs  of  the  maintenance  of 
practice. 

This  seems  to  be  the  message  as  Phase  Two  unfolds.  Th 
nation  is  exhorted  to  practice  moderation.  The  administra 
tive  machinery  for  controls  will  be  minimal.  The  nation’ 
360  local  IRS  offices  should  be  able  to  answer  questions.  I 
you  have  paid  employees  or  charge  fees  for  a  service,  yo> 
are  asked  to  keep  careful  records  on  fee  increases  and  raise 
in  salaries —  and  to  practice  moderation. 

If  you  reread  the  article  on  the  Blue  Shield  study,  pag 
63,  August  PENNSYLVANIA  MEDICINE,  you  will  learn  tha 
physicians  in  Commonwealth  have  been  doing  that  righ 
along. 
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Physician,  test  thyself 


It  is  an  established  dictum  in  the  practice  of  medicine 
at  diagnosis  precedes  treatment.  The  whole  field  of 
lysician  self-assessment  follows  that  dictum.  Through  self- 
sessment  tests,  a  doctor  can  check  on  his  own  educational 
:eds  before  embarking  on  a  program  of  continuing  educa- 
>n.  He  can  by  self-testing  determine  where  his  deficiencies 
:,  and  be  guided  accordingly.  Recently  in  Pennsylvania 
edicine.  there  appeared  a  list  of  available  self  assessment 
>ts.  The  list  was  comprehensive,  offering  virtually  every 
ictor  an  opportunity  for  an  annual  "medical  alertness” 
icck-up. 


An  innovative  program  being  offered  by  the  University 
of  Illinois  College  of  Medicine  is  now  offering  an  unusual 
approach.  Developed  by  private  practitioners,  it  differs 
from  all  other  such  programs  in  that  the  physician  tests 
himself  on  a  monthly  basis  over  a  period  of  a  year.  The  self¬ 
testing  materials  sent  each  month  permit  the  doctor  to  test 
his  clinical  proficiency  rather  than  his  basic  knowledge,  and 
to  guide  him  in  "educational  therapy.”  If  such  a  plan  ap¬ 
peals  to  you,  write  to  the  Continuing  Education  Section, 
University  of  Illinois  College  of  Medicine,  835  S.  Wolcott 
Ave.,  Chicago,  III.  606 1  2 


Let  George  say  it 1 

Society  is  the  victim 


"I  am  doing  this  for  your  own  good.”  said  the  teacher 
ith  a  sadistic  smile,  as  she  restricted  her  students'  privi- 
ges.  "It  hurts  me  more  than  it  does  you,”  said  the  father, 
he  strapped  his  quivering  offspring.  "Your  people  sir,  is  a 
eat  beast,"  said,  I  think,  Alexander  Hamilton. 

Individual  citizens  tend  to  distrust  the  citizenry  as  a 
hole.  Each  of  us  knows  that  we  have  enough  moral 
amina  to  resist  degenerative  urges.  Unfortunately,  many 
iople  are  sure  that  the  others  are  only  waiting  for  the  bars 
i  be  dropped  to  become  lechers,  gamblers,  dope  addicts, 
id  worse. 

In  support  of  this  widely  held  thesis  we  have  had  a  whole 
.sortment  of  laws  to  protect  us  against  our  lower  natures, 
ur  fellows  have  been  paying  fines  and  going  to  jail  for 
laying  ball  on  Sundays,  consorting  with  ladies  in  hotel 
)oms,  and  making  wagers  on  all  sorts  of  events.  In  each 
ase  the  damage  done,  if  any,  is  to  the  involved  person  or 
ersons.  The  danger  to  the  public  at  large  or  to  the  innocent 
y-stander  is  minimal. 

Our  greatest  concern  today  is  with  drug  addiction, 
olicemen,  psychologists,  doctors,  and  chemists  regularly 
xplain  the  problem  and  what  should  be  done  to  cope  with 
;s  many  facets.  They  seem  to  be  agreed  on  only  two  points, 
he  situation  is  bad  and  no  one  really  knows  what  to  do 
bout  it. 

Judge  Dandridge,  of  the  Philadelphia  Municipal  Courts, 
Jcently  suggested  that  heroin  should  be  sold  to  addicts  at 
m  cents  a  bag.  He  reasons  that  this  will  remove  their  need 
3  resort  to  larceny  and  prostitution  and  greatly  lower  the 
rime  rate.  By  removing  the  financial  incentive  (a  million 
ollars  worth  of  heroin  would  be  devalued  to  less  than  ten 
nousand)  organized  crime  would  be  discouraged  from  ex- 
’ansion  in  this  field.  Also,  addicts  would  be  assured  of  get- 
ing  good  quality  drugs. 

I  believe  that  it  will  be  a  long  time  before  any  one  in  this 
ountry  will  take  Judge  Dandridge's  recommendations 
eriously  and  implement  them.  I'm  afraid  that  they  are  too 
ensible  to  be  accepted.  They  will  not  be  accepted  because 


those  two  powerful  interests:  organized  crime  and  the  nar¬ 
cotics  control  officials  will  both  oppose  it  to  the  last  man. 
These  groups  will  be  supported  by  the  less  well  organized 
but  much  greater  force  of  public  opinion  which  feels  that 
such  a  step  would  open  the  door  to  decadence  and  degrada¬ 
tion. 

We  don't  really  know  what  happens  to  drug  addicts  who 
have  access  to  their  drugs.  We  know  what  happens  to  alco¬ 
holics  and  we  are  willing  to  accept  that  hazard,  but  we  all 
believe  in  our  heart  of  hearts  that  free  drugs  would  lead  ev¬ 
erybody  to  something  like  an  old  time  opium  hell.  There 
would  be  so  few  non-addicts  left  behind  that  we  would  have 
trouble  getting  a  table  of  bridge.  1  wish  there  was  some  way 
for  someone  to  try  out  Judge  Dandridge's  proposal. 

GAR 


SHE’S  ONLY  GOT  SIX  MONTHS  LEFT  DOC...  TAKE  ER 
HOME  AND  LET  HER  ENJOY  ’EM. 
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To  the  Editor: 

Dr.  Katharine  Boucot  Sturgis'  artiele  on  the  August. 
1971  issue  of  Pennsylvania  Medicine  spotlights  an  urgent 
need:  environmentalists  need  the  testimony  of  physicians  to 
combat  air  pollution. 

Here,  in  Pittsburgh  and  Allegheny  County,  our  citizens' 
organization  GASP,  Group  Against  Smog  and  Pollution, 
found  that  the  testimony  of  physicians  was  one  of  the  most 
effective  weapons  to  bring  about  tough  new  clean  air 
standards.  But  we  need  enforcement  of  the  laws  and  contin¬ 
uous  education  of  the  public  to  pressure  public  officials  and 
industrial  polluters  to  this  end. 

We  have  quite  a  problem  in  Pittsburgh.  This  city  was 
cited  in  1970  by  the  National  Air  Pollution  Control  Ad¬ 
ministration  as  being  one  of  the  top  ten  dirtiest  cities  in  the 
nation  on  two  counts:  sulfur  dioxide  emissions  and  air  par¬ 
ticulars. 

Yet  our  citizens  continue  to  be  lulled  by  the  euphoric 
complacency  of  believing:  “But  we  cleaned  up  Pittsburgh 
twenty  years  ago.  Back  then,  you  couldn't  sec  the  sun  at 
high  noon."  The  man  in  the  street  does  not  understand  that 
one  does  not  see  deadly  sulfur  dioxide  fumes,  or  that  fine 
dust  particles  which  are  not  as  visible  as  black  soot.  are.  if 
anything,  more  harmful  than  the  larger  particles  which 
blocked  out  the  sun  20  years  ago. 

Prior  to  the  1969  clean  air  standard  hearings  in 
Allegheny  County,  there  were  very  few,  if  any,  contribu¬ 
tions  by  local  physicians  with  two  or  three  outstanding  ex¬ 
ceptions. 

Since  then  the  situation  has  changed. 

Under  the  leadership  of  Dr.  Peter  Safar,  chairman  of  the 
Department  of  Anesthesiology  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine,  an  Environmental  Committee 
was  organized  by  the  Allegheny  County  Medical  Society. 
Eighty-five  doctors  now  belong  to  GASP.  And  under  the 
Chairmanship  of  Dr.  Charles  Watson,  the  GASP  Medical 
Committee  is  now  preparing  projects  and  programs  which 
will  use  the  invaluable  testimony  and  talents  of  our 
Allegheny  County  physicians. 

Dr.  Safar's  testimony  at  a  Variance -Board  hearing  was  in¬ 
strumental  in  bringing  about  a  recalcitrant  Duquesne  Light 
Company  announcement  that  the  corporation  will  invest 
twenty-five  million  dollars  for  pollution  abatement  equip¬ 
ment. 

I  would  also  like  to  cite  the  commendable  actions  of  Dr. 
Murray  Sachs,  Pittsburgh  respiratory  disease  specialist,  who 
is  appearing  in  an  educational  film  GASP  is  now  making 
for  distribution  to  secondary  school  students  in  the  county. 
Dr.  Sachs'  testimony  in  which  he  says  "Pittsburgh  polluters 
are  playing  Russian  roulette  with  our  citizens'  lives''  will  be 
used  in  a  public  service  TV  spot. 

Then  there  is  Dr.  Armas  Kyllonen,  thoracic  surgeon  in 
Braddock  (one  of  the  most  heavily  polluted  areas  in 
Allegheny  County)  who  testified  at  a  United  States  Steel 
Variance  Board  hearing.  Dr.  Kyllonen's  testimony  contrib¬ 
uted  to  a  landmark  decision  by  the  board  which  led  to  the 


curbing  of  pollution  by  one  of  the  U.S.  Steel  plants,  tf 
Edgar  Thompson  installation. 

I  found  it  noteworthy  that  in  the  same  issue  of  Pennsy 
vania  Medicine,  Dr.  George  A.  Rowland  (“A  Time  f( 
Unity")  pointed  up  the  difficulties  facing  the  AMA,  statin; 
“Young  doctors  think  the  organization  has  its  head  burie 
in  the  past  and  refrain  from  joining.”  Also,  Dr.  J.  Fintc 
Speller’s  statement  that  "we  say  health  can  no  longer  be  sej 
arated  from  social  services.” 

Physicians  who  align  themselves  with  the  life-savin 
public  service  project  of  cleaning  up  our  air  will  rebut  the' 
two  deficiencies.  They  can  do  this  by  helping  educate  tf 
public... 

There  are  data  available  in  the  criteria  documents  issue 
by  the  National  Air  Pollution  Control  Administration  in  ac 
cordance  with  the  Air  Quality  Act  of  1  967. 

The  physician  can  read  them,  formulate  his  opinions  c 
the  basis  of  the  evidence  and  preface  his  testimony  with  tf 
statement  “it  is  my  opinion....". 

In  the  words  of  Anderson  (Canadian  Med.  Assoc. 
97:802-806,  1967):  "Though  there  are  many  serious  limit 
tions  to  published  research  on  the  health  hazards  of  a 
pollution,  the  accumulated  evidence  from  acute  pollutic 
disasters,  the  urban  effect  as  studied  epidemiologic-ally,  at ; 
more  detailed  clinical,  physiological  and  animal  expet 
ments  CONFIRM  THAT  THIS  HAZARD  EXISTS.” 

Finally,  may  1  submit  Dr.  Peter  Safar's  argument: 

"We  often  hear  from  industry  the  argument  that  we  d 
not  really  know  what  causes  specific  changes  i 
measureable  health  related  variables.  This  is  an  unfounde 
argument.  Cigarettes  definitely  can  cause  cancer  of  ti¬ 
lling,  although  we  do  not  know  what  specific  substance  i 
cigarettes  does  it.  Likewise,  air  pollution  has  proven  t 
harm  a  variable  number  of  people.  We  know  how  to  contn 
pollution  and  should  insist  that  it  is  done,  even  if  the  speci 
ic  substances  and  mechanisms  involved  are  not  understock 
Pollution  control  technology  has  been  developed.  It  is  no 
mainly  an  economic  and  legal  issue.” 

Speaking  for  GASP,  and  all  fellow  breathers.  I  woul 
submit  one  of  the  greatest  services  a  physician  can  contril 
ute  is  to  lend  his  valuable  testimony  to  fighting  air  polk 
tion. 

We  would  all  breath  easier  if  he  did. 

(Mrs.)  Esther  Kitzes,  Director  of  Public  Informatioj 
Group  Against  Smog  and  Pollutioi 
Pittsburg 

To  the  Editor: 

Below  find  self  explanatory  -  correspondence.  I  w; 
misquoted  when  I  gave  this  paper  in  Dallas  about  20  yea 
ago  and  now  it  appears  again. 

It  is  self  evident  that  I  could  not  have  made  sue 
sweeping  and  derogatory  remarks  concerning  expectant  f; 
thers. 

1  am  sure  Dr.  Brady  has  never  had  a  busy  obstetric; 
practice  for  him  to  suggest  home  delivery  on  demand. 
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■ultl  appreciate  your  making  my  stand  on  these  matters 
ar  with  my  fellow  practitioners. 

Mario  A.  Castallo.  M.D..  F.A.C.S. 

Philadelphia 

cerpt  from  the  Hartford  Courant.  August  25.  1971.  from 
column  called  Personal  Health,  by  Fred  Brady.  M.D. 

"A  leading  obstetrician  once  told  the  American  Medi¬ 
cal  Association  It  just  isn't  true  that  men  are  not 
emotionally  equipped  to  be  with  their  wives  at  the 
moment  of  delivery.  Dr.  Mario  A.  Castallo  of  Jef¬ 
ferson  Medical  College.  Philadelphia,  said  a  man's 
place  is  in  the  delivery  room  at  his  wife’s  side,  rather 
than  pacing  the  waiting  room.”' 

illiam  Brady.  M.D. 
iThe  Hartford  Courant 
irtford.  Conn.  06100 

y  dear  Doctor  Brady. 

A  classmate  of  mine  saw  the  article  on  childbirth  that  ap- 
ared  in  the  Hartford  Courant  on  August  25.  1971. 

I  do  not  quite  agree  with  you  that  an  expectant  father  be 
.ide  to  witness  his  wife's  childbirth  under  all  circum- 
inces. 

There  are  certain  men  who  can  not  and  certain  others 
io  should  not  be  in  the  delivery  room  when  their  wives 
five  their  babies.  This  should  be  decided  by  the  obste¬ 


trician  in  charge  at  the  time  of  delivery. 

Mario  A.  Castallo,  M.D.,  F.A.C.S. 

Katharine  B.  Sturgis.  M.D. 

349  Wister  Road 
Wynnewood.  Pa.  19096 

Dear  Doctor  Sturgis. 

Your  Special  Report.  "The  Physician  and  Air  Pollution” 
in  the  August  issue  of  Pennsylvania  Medicine  is  indeed  per¬ 
tinent  to  the  health  of  all  of  us.  1  am  sure  1  also  speak  for 
many  other  physicians  when  I  say  I  greatly  appreciate  your 
studies,  papers,  actions  and  leadership.  You  are  keeping  the 
medical  profession  relevant  to  today. 

I  want  to  call  attention  to  a  problem  in  nomenclature  in 
one  reference  you  make.  No  doubt  you  think,  as  have 
others,  that  the  name  Jefferson  Medical  College  has  been 
replaced  by  that  of  Thomas  Jefferson  University.  This  is  not 
true.  Jefferson  Medical  College  is  the  only  name  of  that 
school  of  medicine.  Dr.  Williams,  whom  you  cite,  is  a 
professor  of  Jefferson  Medical  College  but  not  of  the  parent 
University.  The  corporate  name  Thomas  Jefferson  Univer¬ 
sity  was  adopted  in  1969  but  the  name  of  our  medical 
school  remains  the  same — Jefferson  Medical  College. 

Elmer  H.  Funk.  Jr..  M.D..  Past  President 
Alumni  Association  of  Jefferson  Medical  College 


ruest  Editorial 

Hospital  Gamesmanship 


As  a  hospital  pathologist,  and  one  who  has  long  been  in- 
rested  in  the  ways  medicine  is  practiced,  eventually  I  have 
olved  a  certain  ambivalence  about  hospital  practice.  On 
e  one  hand,  it  is  to  my  advantage,  as  a  chronic  empire- 
lilder  in  the  laboratory,  to  have  many  laboratory  tests  or- 
red.  On  the  other,  as  an  M.D.  who  tries  to  stay  clinically 
iented,  I  am  forced  to  wonder  about  some  of  the  ways  in 
hich  1  see  the  hospital  used. 

I  have  at  last  succumbed  to  the  "German”  bent  for  clas- 
ication  and  categorization,  and  have  come  up  with  the 
ur  "P's"  of  medical  practice.  With  apologies  to  all  true 
(iterators,  here  they  are: 

1.  "Pop-up"  practice.  This  might  also  be  called  "plug- 
"  practice.  Here  the  doc  plugs  the  patient  into  the  hospital 
achine,  and  orders  a  continuing  series  of  tests,  x-rays, 
inctional  studies,  and  the  like,  and  waits  for  something  to 
ap-up  abnormal.  Then  he  says  "Aha!  that's  what  I  thought 
was  going  to  be,”  and  proceeds  to  sit  down  and  think 
lout  the  patient. 

2.  "Prove-it”  practice.  Here  the  doc  has  a  much  more 
ositive  attitude,  in  a  negative  sense.  He  says  to  the  Lab,  or 
ji-ray,  "Prove  to  me  that  the  patient  does  not  have  this,” 
nd  they  do  it,  and  then,  "Prove  to  me  that  the  patient  does 
ot  have  that."  and  they  do  that,  and  eventually  he  is  forced 
3  sit  down  and  think  about  the  patient. 

3.  ‘"Put-off'  practice.  This  is  by  far  the  most  popular  of 
'iOVEMBER,  1971 


the  methods.  Here  the  doc  says  "I've  got  to  be  Scientific 
about  this  thing,  and  this  implies  that  I've  got  to  be  System¬ 
atic,"  and  then  he  proceeds  to  check  out  the  heart,  and  then 
the  lungs,  and  then  the  liver,  and  then  the  kidneys,  and  then 
the  spleen,  and  then  when  all  else  fails,  he  sits  down  and 
thinks  about  the  patient.  Tihe  lure  of  this  method  is  almost 
irrestible,  and  its  joys  for  the  doc  are  matched  only  by  its 
miseries  for  the  patient.  This  type  of  practice  naturally,  and 
often  leads  to — 

4.  "Punt”  practice.  Here  a  gorgeous,  mysterious,  and 
multi-splendored  interplay  of  emotional,  intellectual,  and  fi¬ 
nancial  factors  reaches  full  flower.  The  factors  interweave 
in  a  fashion  that,  dispite  its  bewildering  complexity,  is  only 
too  predictable.  "I  used  to  know  all  about  that,  but  now  I'm 
too  busy  to  sit  down  and  think  about  it.”  "I  am  quite  sure  it 
is  this,  but  it  would  take  a  lot  of  time  away  from  my  prac¬ 
tice  to  study  up  on  it  and  treat  the  patient.”  "Old  Joe  knows 
just  how  to  handle  this,  and  I  owe  him  a  favor  or  two.”  "I 
know  how  to  handle  this,  but  it  is  risky,  and  if  something 
goes  wrong.  I  might  get  sued.  I  know  the  patient  will  have 
to  travel  fifty  more  miles,  and  it  will  cost  the  family  three 
times  as  much,  but  that’s  the  way  things  are.”  "This  is  a 
complicated  bothersome  job,  and  I  can  do  a  lot  more  good 
handling  other  things.  So —  I'll  refer  the  patient!” 

How  does  your  hospital  staff  stack  up  on  its  "P”  rating? 

E.L.  Abernathy,  M.D. 

Washington 
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special  report 


Home  care  programs  endorsed  by  PMS  Board 

The  Board  of  Trustees  of  the  Pennsylvania  Medical  Society  has  adopted  this  position  statement 
on  coordinated  home  health  care  which  would  permit  patients  ready  to  leave  hospitals,  but  not 
able  to  care  for  all  of  their  own  needs,  to  return  to  their  homes  and  receive 
the  needed  attention  there. 


The  necessity  for  coordinated  home  care  programs  has 
reached  a  level  of  urgency  that  cannot  be  ignored  by  an 
enlightened  and  concerned  people.  The  rapidly  rising  costs 
attendant  to  confinement  in  either  a  general  hospital  or  a 
nursing  home  demand  that,  where  possible,  patients  should 
be  maintained  at  home.  This  -'rogram  should  be  primarily 
reserved  for  patients  whose  health  needs:  (1)  do  not  require 
hospitalization  and  cannot  be  met  on  an  ambulatory  or  out¬ 
patient  basis;  (2)  require  a  complex  of  medical,  nursing, 
social  and  related  services  over  an  extended  period  of  time; 
and  (3)  can  feasibly  be  met  by  the  program  in  a  suitable 
physical  and  psychological  home  environment. 

Depending  on  the  needs  of  the  patient,  home  care  may 
require  the  services  of  many  persons  and  organizations 
combining  efforts  as  a  team,  directed  by  a  physician,  to 
provide  the  best  possible  health  care  and  supportive  services 
for  the  patient.  Supervision  by  physicians  is  essential  to  the 
efficient  and  successful  provision  of  home  care  services. 

The  physician  should  be  aware  of  the  home  care  services 
available  in  his  community  and  the  various  methods  by 
which  his  patients  can  pay  for,  or  be  assisted  in  paying  for, 
such  services.  He  should  establish  a  plan  of  treatment  for 
each  patient  he  refers  for  home  care  and  should  review  this 
plan  periodically  with  home  health  personnel  providing  the 
care.  The  physician  should  insure  that  he  receives  regular 
reports,  observations,  and  progress  notes  from  the  health 
personnel  providing  services.  Special  effort  may  be  needed 


to  maintain  this  communication  when  a  patient  is  cared  fc 
at  home,  because  of  the  separation  in  time  and  distance  be 
tween  the  different  services  and  personnel  involved. 

A  home  health  aid  must  be  under  the  supervision  of 
certified  agency,  either  the  Visiting  Nurses  Association  or 
Registered  Nurses  Association.  The  home  health  aid 
should  be  restricted  to  performing  personal  care  for  the  pa 
tient  and  to  the  administration  of  such  medication  that  i 
routinely  taken  by  the  patient  alone.  He  should  be  restrictei 
as  to  the  giving  of  hypodermics,  enemas,  and  douches.  Th 
home  health  aide  program  shouid  be  predicated  on  th 
proper  orientation  of  basic  home  health  care  and  the  neces 
sity  of  direct  supervision  by  a  registered  nurse  whose  initia 
orders  come  from  the  primary  physician.  For  example,  if 
visiting  nurse  feels  she  is  not  needed  and  that  the  patien 
could  just  as  well  be  taken  care  of  by  a  home  health  aide 
she  should  contact  the  physician  in  charge  and  get  his  per 
mission  to  make  use  of  the  home  health  aides. 

Educational  requirements  for  the  training  of  a  hom> 
health  aide  should  be  specified  in  all  programs  and  reviewec 
by  an  appropriate  agency. 

The  homemaker  service  should  be  restricted  to  the  per 
formance  of  strictly  domestic  duties  in  the  patient's  house 
hold  and  should  not  involve  the  care  of  the  patient  in  an; 
way.  In  any  case,  the  homemaker  should  be  under  the  direc 
tion  of  the  primary  physician  and/or  the  visiting  nurse. 


‘Things  of  Science’  . 

change  of  reading  pace  for  your  office 
waiting  room: 


Would  you  like  to  offer  the  waiting  patient  an 
alternative  to  last  week’s  news  magazine  to 
fill  the  time  while  waiting? 

“Things  of  Science”  Recycling  Unit,  de¬ 
signed  primarily  for  the  10  to  16  age  group, 
but  equally  fascinating  to  adults,  provides  in¬ 
formation  and  samples  describing  an  impor¬ 
tant  ecological  technique —  recycling  of  used 
paper,  metal  and  fabrics. 

name, _ 


If  you  are  interested,  clip  the  coupon  and  re¬ 
turn  to  Ken  Jones,  Pennsylvania  Medical  So¬ 
ciety,  20  Erford  Rd.,  Lemoyne,  Pa.  17043 


Please  send  me _ units  @  $1.00 

each,  or  three  for  $2.50. 

Enclosed  is  a  check  for  $  _ 


address 
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p 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


! 


A  gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co¬ 
deine  has  been  placed  in  a  less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3  contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3  Vi ,  phenacetin  gr.  2V2, 
caffeine  gr.  Vi. 


die 
choice  Is 

dear: 


Pyopen 

(sterile  disodium  carbenicillin) 


A  serious  urinary  tract  infection . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a  product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi¬ 
synthetic  penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  —  offering  valuable  teaching¬ 
learning  materials  and  ah  added  measure  of 
personal  attention:  Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A  Profile  of  Pseudomonas, 
a  monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a  novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat¬ 
ment  of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru¬ 
ginosa,  Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon¬ 
strated  in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections:  severe  systemic  infections  and  septicemia; 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis):  soft  tissue  in¬ 
fections.  Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri¬ 
marily  in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms.  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include:  Gram-Negative  Organisms- 
Ps.  aeruginosa,  Proteus  mirabilis,  Pr.  morganii,  Pr.  rettgeri,  Pr.  vul¬ 
garis,  E.  coli,  Enterobacter  species,  Salmonella  species,  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing),  Staph,  albus,  Diplo- 
coccus  pneumoniae,  Beta-hemolytic  streptococci,  and  Strepto¬ 
coccus  faecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly.  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy¬ 
lactic)  reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a  history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi¬ 
viduals  with  a  history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a  cephalosporin.  Before  therapy  with  a  penicillin,  careful  in¬ 
quiry  should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis¬ 
continuance  of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available.  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium;  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani¬ 
festations  appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a  hypersensitive  individual.  Administration:  Intramuscular  injec¬ 
tions  should  be  made  well  within  the  body  of  a  relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a  blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated.  Adverse  Reactions:  Hypersensitivity 
Reactions  —  Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  -Nausea. 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto¬ 
penia,  leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day),  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies-SGOJ  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani¬ 
festations  of  renal  disorders  have  been  demonstrated.  Central  Nerv¬ 
ous  System  —  Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions- Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri¬ 
tation  and  Thrombophlebitis  — particularly  when  undiluted  solution 
is  injected  directly  into  the  vein.  How  Supplied:  Available  in  1  Gm. 
and  5  Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


Drug  research 
rives  me  the  tools 
that  save  fives." 


A  family  doctor  looks  at  new  de¬ 
velopments  in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I  look  back  at  some  of  my 
old  records,  I’m  constantly  re¬ 
minded  of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I  treated  and  prayed 
over  in  the  ’40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de¬ 
velopment,  we’ve  made  substantial 
gains  in  the  control  of  cardiovas¬ 
cular  disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in¬ 
fections,  meningitis  and  a  long  list 
of  ailments.  It  seems  like  only  yes¬ 
terday  when  a  diagnosis  of  pneu¬ 
monia  was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech¬ 
niques  and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I  see 
patients  in  pain  from  crippling  ar¬ 
thritis  helped  with  new  medicinals 
unknown  just  a  few  years  ago. 

I  hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  .  .  .  working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a  bit  of 
money  to  spend,  and  I  realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re¬ 
search  .  .  .  you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I  want  all  the  tools  I  can  get 
to  help  my  patients.  I  want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I  treat  .  .  .  well,  that’s  what 
really  counts. 

Another  point  of  view  .  .  . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  &  WORLD  REPORT. 


when  an 
unnerving 
experience 
compound* 

the  naiit 


the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A  much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a  quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu¬ 
lations  contain  a  sedative  rather  than  a  stimulant.  Don't 
you  agree,  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen' 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4  contains:  Phenobarbital 
(’A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  Vt  gr.  (No.  2),  V2  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces¬ 
sive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2  and  No.  3 — 1  or  2  capsules 
every  3  to  4  hours  as  needed;  Phenaphen  No.  4 — 1  capsule  every 
3  to  4  hours  as  needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va.  AH'ROBINS 


■ 


'head  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /WfJ^OBINS 

.......  ,  A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  Va.  23220 


Dimetapp 

Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenyl¬ 
ephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


Dimetapp  Extentabs® 

NJDICATIONS:  Dimetapp  Extentabs  are 
idicated  for  symptomatic  relief  of  aller- 
ic  manifestations  of  upper  respiratory 
Inesses,  such  as  the  common  cold,  sea- 
onal  allergies,  sinusitis,  rhinitis,  con- 
jnctivitis  and  otitis.  In  these  cases  it 
luickly  reduces  inflammatory  edema, 
asal  congestion  and  excessive  upper 
espiratory  secretions,  thereby  affording 
,elief  from  nasal  stuffiness  and  postnasal 
llrip. 

JONTRAINDICATIONS:  Hypersensitivity 
3  antihistamines  of  the  same  chemical 
lass.  Dimetapp  Extentabs  are  contrain- 
licated  during  pregnancy  and  in  children 
inder  12  years  of  age.  Because  of  its  dry- 
rig  and  thickening  effect  on  the  lower 
espiratory  secretions,  Dimetapp  is  not 
ecommended  in  the  treatment  of  bron- 
:hial  asthma.  Also,  Dimetapp  Extentabs 
ire  contraindicated  in  concurrent  MAO 
nhibitor  therapy. 

VARNINGS:  Use  in  children:  In  infants 
ind  children  particularly,  antihistamines 
i  overdosage  may  produce  convulsions 
ind  death. 

’RECAUTIONS:  Administer  with  care  to 
>atients  with  cardiac  or  peripheral  vascu- 
ar  diseases  or  hypertension.  Until  the 
jatient’s  response  has  been  determined, 
le  should  be  cautioned  against  engaging 
n  operations  requiring  alertness  such  as 
Iriving  an  automobile,  operating  ma- 
ihinery,  etc.  Patients  receiving  antihista- 
nines  should  be  warned  against  possible 
idditive  effects  with  CNS  depressants 
iuch  as  alcohol,  hypnotics,  sedatives, 
ranquilizers,  etc. 

\DVERSE  REACTIONS:  Adverse  reac- 
ions  to  Dimetapp  Extentabs  may  include 
lypersensitivity  reactions  such  as  rash, 
jrticaria,  leukopenia,  agranulocytosis 
ind  thrombocytopenia;  drowsiness,  lassi- 
ude,  giddiness,  dryness  of  the  mucous 
nembranes,  tightness  of  the  chest,  thick- 
?ning  of  bronchial  secretions,  urinary 
requency  and  dysuria,  palpitation,  hypo- 
ension/hypertension,  headache,  taint¬ 
less,  dizziness,  tinnitus,  incoordination, 
'isual  disturbances,  mydriasis,  CNS- 
fepressant  and  (less  often)  stimulant 
Jffect,  anorexia,  nausea,  vomiting,  diar- 
hea,  constipation,  and  epigastric  dis- 
ress 

10W  SUPPLIED:  Light  blue  Extentabs  in 
lottles  of  100  and  500. 


SEDATE  EFFECTIVELY 


I 


With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 

wwwmmwwww 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a  minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient’s  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  --  a  simp 
but  comprehensive  method  for  keeping  a  complete 
record  on  every  one  of  your  patients.  Permits  ;u 
to  review  a  patient's  medical  history  in  second: 
and  retrieve  information  quickly.  Can  be  used  \tl 
the  "problem-oriented"  method  of  keeping  patien' 
records.  Color  coding  eliminates  the  likelihoo: 
of  misplaced  files.  A  disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disea:. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Med:^ 
Record  System  helps  protect  your  good  name. 


phe.ew  Rocom  Medical  Management  System*  can 
M]  you  provide  better  care  for  your  patients 
jnc  at  the  same  time,  make  better  use  of  your 
jff  e  time.  In  designing  these  products 
lureds  of  doctors,  nurses  and  receptionists 
,@r  consulted  about  their  particular  office 
jrcems;  and  more  than  two  years  of  development 
me  actual  office  conditions  proved  that  they 
net  Hy  do  help  solve  these  difficulties 
Tit ut  upsetting  existing  routines. 

;ac  component  deals  with  a  specific  problem 
ire--  health  histories,  medical  records,  the 
;elhone,  and  scheduling  appointments.  They 
jay e  employed  alone,  in  various  combinations, 

(r  eferably,  as  the  complete  Rocom  Medical 
lanement  System,  depending  on  your  own  office 
jit  tion. 

[os physicians  --  whether  they  practice  alone 
ir  th  a  group  --  will  find  one  or  more  of 
,he  components  useful.  You  are  invited  to 
ibtn  additional  information  about  the  Rocom 
iedal  Management  System  by  sending'  us  the 
oepanying  coupon. 


ROCOM'  <=> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I  am  interested  in  obtaining  additional 
information  about: 

□  Health  History  1 — 1  Medical  Record 

System  1 — I  System 

□  Telephone  System  □  Appointment  System 

Name_ Specialty 


Street 


City_ State 


Please  do  not  forget  Zip  Code 


14 


o|im  Telephone  System  --a  complete 
rsn;  one  that  can  be  understood  quickly 
I  ur  newest  office  aide;  one  that  permits 
>u staff  to  answer  specific  patient  questions 
U confidence ;  one  that  will  make  your 
'a  ice  more  productive  by  assuring  that  you 
■enterrupted  only  when  you  think  it 
sesary.  Self-adhesive  backing  assures  that 
Uncoming  calls  can  become  part  of  the 
*tnt's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ¬ 
ualized  to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a  steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


-  I  •  Jf 

IN  ASTHMA  optional 

in  emphysema  y,  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg¬ 
nancy  (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra¬ 
indications  are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3  or  4  times  a  day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3  or  4  times  a  day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4  mg.  ephe¬ 
drine  HC1.  Dosage:  Children,  1  cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a  50  lb.  child.  Dose  may 
be  repeated  3  or  4  times  a  day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  XA  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.L  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A  counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  &  COMPANY,  INC  ,  RICHMOND,  VIRGINIA  23217 

C  f/</ lbmaceetltca& 


UPO-MCIN 


RELEASES  NICOTINIC  ACID 
2  WAYS 

QUICKLY  or  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  •  TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS. 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN  - /100mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  . 100  mg 

Niacinamide  .  75  mg 

Ascorbic  Acid  . 150  mg 

Thiamine  HCI  (B-1)  .  .  25  mg 

Riboflavin  (B-2)  .  2  mg 

Pyridoxine  HCI  (B-6)..  10  mg 
DOSE:  1  to  5  tablets  daily. 
AVAILABLE:  Bottles  of  100 
500,  1000. 


NOT  TIMED 

LIPO-NICIN*7250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  . 250  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCI  (B-1)  .  .  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCI  (B-6)..  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500,  1000, 


GRADUAL  RELEASE 


TIMED  RELEASE  6  to  8  HOURS 

LIPO-NICIN?/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  . 300  mg. 

Vitamin  C  (Ascorbic  Acid).  150  mg. 
Vita.  B1  (Thiamine  HCI)..  25  mg. 
Vitamin  B2  (Riboflavin)  .  .  2  mg. 

Pyridoxine  HCI  (B-6)  ....  10  mg. 
DOSE:  1  to  2  capsules  daily. 
AVAILABLE:  Bottle  of  100,  1000. 

In  a  special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a  period  ol  6  to  8  hours. 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  —  Interview  Med. 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D.,  JAMA,  Aug.  6,  1960,  Vol.  173,  No.  14,  P.  1563. 


Write  tor  Literature  and  Samples 

(■woWJJI  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 


2500  West  6th  Street,  Los  Angeles,  California  90057 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper¬ 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects  with  alcohol  and  other  CNS  depressants. 

a •  Caution  against  hazardous  occupations  requir¬ 

ing  complete  mental  alertness,  such  as  op¬ 
erating  machinery  or  driving  a  motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
■K2-  \  and  psychological  dependence  rarely  re¬ 

ported.  If  withdrawal  symptoms  do  occur 

I  they  may  resemble  those  associated  with 

withdrawal  "of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug¬ 
gests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

IF  Usage  in  Pregnancy:  Weigh  potential  benefits  in 

pregnancy,  during  lactation,  or  in  women  of  child¬ 
bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
sic  should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha¬ 
gitis,  nausea  and  vomiting),  headache,  paradoxical  excita¬ 
tion  and  skin  rash.  There  have  been  a  very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re¬ 
lated  to  the  drug.  _ 

<W>  Roche 

\  /  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Each  capsule  contains 
300  mg  of  methyprylon. 


Now  in  a 
200- ml. 
nbreakable 
Plastic 
Bottle 


Same  price  as 
150  -ml.  size* 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5  ml. 


V-CillinK'Pediatric 

potassium  mm 

phenoxymethyl  = _ 

■  '  available  to  the 

KNAniAlllin  profession  on  request. 

U wMIvlllll  I  Eli  Lilly  and  Company 

1  Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 


Indications  and  Interpret 
of  Newer  Tests 
of  Thyroid  Function 


P.  JOHN  PEGG,  M.D. 
Philadelphia 

HE  LAST  THIRTY  YEARS  has 


A  seen  the  introduction  of  a  large 
number  of  new  tests  of  thyroid  func¬ 
tion  with  little  of  the  old  being  dis¬ 
carded.  This  has  led  to  a  situation 
where  we  are  in  danger  of  becoming 
swamped  by  a  plethora  of  tests,  the  in¬ 
dications  for  which  may  be  far  from 
clear  and  the  interpretation  of  which 
may  be  far  from  obvious. 

It  is  important  to  realize  that  the 
procedures  presently  available  measure 
essentially  different  aspects  of  thyroid 
function.  The  basal  metabolic  rate  and 
ankle-jerk  relaxation  time  measure  the 
peripheral  effects  of  thyroid  hormone, 
but  these  are  not  very  reliable  diag¬ 
nostic  procedures.  The  radioiodine  up¬ 
take  tests  provide  an  indirect  measure 
of  the  rate  of  hormone  formation,  but 
results  can  be  misleading  particularly 
where  there  is  an  increased  body 
iodine  pool.  Thirdly,  the  level  of 
thyroid  hormone  in  the  blood  may  be 
measured  and  this  is  the  topic  of  dis¬ 
cussion  in  this  paper. 

Serum  Tests  of  Thyroid 
Function 

For  many  years,  the  protein  bound 
iodine  (PBI)  has  been  the  mainstay  of 
thyroid  diagnosis  and  remains  the  lab¬ 
oratory  yardstick  by  which  newer  tests 
are  measured.  It  has  a  clinical  diag¬ 
nostic  accuracy  in  thyrotoxicosis  in 
the  region  of  90%,  but  somewhat 
lower  in  hypothyroidism.  However,  a 
very  large  number  of  drugs,  most  con- 


Thyroxine 

Resin  Uptake 

Free  Thyroxine 

(5  - 13 

Ratio 

Index 

ug/100  ml) 

(0.85-1.15) 

(4.5  -  12.0) 

Euthyroid 

10.8 

0.90 

9.7 

8.3 

1.07 

8.9 

12.7 

0.73 

9.3 

10.6 

0.97 

10.3 

8.0 

0.95 

7.6 

6.6 

0.94 

6.2 

5.7 

1.03 

5.9 

Thyrotoxicosis 

20.7 

1.56 

32.3 

19.0 

1.37 

26.0 

13.4 

1.22 

16.3 

25.8 

1.50 

38.7 

Hypothyroidism 

2.3 

0.79 

1.8 

1.7 

0.58 

1.0 

0.6 

0.73 

0.4 

2.6 

0.85 

2.2 

Oral  Contraceptives 

13.6 

0.77 

10.5 

or  Pregnant 

13.5 

0.65 

8.8 

12.1 

0.63 

7.6 

12.1 

0.60 

7.3 

13.9 

0.49 

6.8  (P) 

22.5 

0.73 

16.4  (P) 

12.7 

0.73 

9.3  (P) 

6.3 

0.58 

3.6 

Normal  Values  in  parentheses,  P  —  Pregnant 


taining  iodine  in  one  form  or  another, 
are  known  to  interfere  with  PBI  deter¬ 
minations,  so  a  technique  which 
avoids  this  contamination  immediately 
becomes  attractive.  The  butanol  ex¬ 
tractable  iodine  (BEI)  had  a  limited 
vogue,  but  showed  very  little  advan¬ 
tage  over  the  PBI.  Now  two  methods 
are  replacing  the  PBI,  T4  by  column 
and  T4  by  competitive  protein  binding, 
commonly  referred  to  as  “Murphy- 
Pattee”  after  the  originators  of  one  of 
the  techniques  used. 

T4  by  column  is  basically  a  PBI 
technique  in  that  iodine  is  measured, 
but  a  preliminary  column  chroma¬ 
tographic  separation  increases  the 
specificity  by  removing  a  large  number 
of  contaminants.  However,  some 
iodine  contamination  may  remain,  no¬ 
tably  by  certain  X-ray  contrast  media, 
and  iodine  determination,  despite  au¬ 
tomation,  still  has  its  problems.  For 
these  reasons  we  have  adopted  the 
competitive  protein  binding  technique 
of  Murphy. 

One  of  the  most  exciting  advances 
in  clinical  laboratory  work  over  the 
past  decade  has  been  the  development 
of  competitive  binding  assay  tech¬ 
niques.  Radioimmunoassay  is  an  ex¬ 
ample  of  this  approach  and  is  now 


being  used  to  measure  many  of  the 
polypeptide  hormones.  In  the  competi¬ 
tive  protein  binding  assay  for 
thyroxine  (T4),  competition  takes  place 
between  radioactively  labelled  and 
unlabelled  thyroxine  for  binding  sites 
on  thyroxine  binding  globulin.  There 
is  no  interference  in  this  technique 
from  any  iodine  containing  com¬ 
pounds,  hence  a  marked  increase  in 
specificity.  Our  normal  range  for 
serum  thyroxine  is  5  to  13/jg/100  ml, 
corrected  for  recovery.  It  is  important 
to  remember  that  this  is  thyroxine  and 
not  thyroxine  iodine,  which  would  be 
65%  of  the  values  quoted  above. 

Serum  thyroxine  estimations  show  a 
high  degree  of  diagnostic  accuracy,  ex¬ 
ceeding  90%  in  thyrotoxicosis,  and 
represent  a  considerable  improvement 
on  PBI  for  the  diagnosis  of 
hypothyroidism.  However,  changes  in 
the  circulating  thyroid  binding  pro¬ 
teins  will  also  result  in  T4  changes 
which  are  not  in  keeping  with  the  pa¬ 
tient’s  true  thyroidal  status,  and  it  is 
here  that  the  next  group  of  tests,  the 
resin  uptake  tests,  help  us  to  elucidate 
the  problem. 

The  Resin  Uptake  Tests  are  com¬ 
monly  referred  to  as  "T3-tests”.  This  is 
unfortunate,  since  they  do  not  measure 


T:i,  that  is,  triiodothyronine.  They  are 
called  T:j  tests  because  radioactive  T3 
is  used  to  estimate  the  number  of  bind¬ 
ing  sites  unoccupied  by  T4  on  the  pa¬ 
tient's  thyroid  binding  globulin,  or 
TBG.  Normally  TBG  is  about  one 
third  saturated  with  T4,  but  in  thyro¬ 
toxicosis,  with  increasing  circulating 
levels  of  T4,  the  number  of  free  bind¬ 
ing  sites  will  decrease.  Radioactive  T:i 
added  to  the  patient’s  serum  will  oc¬ 
cupy  these  sites  but  to  a  lesser  extent 
than  normal.  A  resin  is  used  to  "mop 
up"  the  T:i  which  has  not  been  bound 
by  the  TBG  and  it  can  be  seen  that  in 
thyrotoxicosis  the  resin  will  take  up 
more  T3  than  normal.  The  converse 
will  apply  in  hypothyroidism.  The 
resin  uptake  is  commonly  expressed  as 
a  percentage  of  the  total  radio-activity 
added  to  the  serum  sample,  normally 
around  30%.  Various  other  ways  of 
expressing  the  result  have  been  used. 
We  express  our  resin  uptake  result  as 
the  ratio  to  a  pooled  control  serum. 
Thus,  if  the  T3  resin  uptake  of  the  un¬ 
known  and  pool  were  both  30%,  the 
resultant  resin  uptake  ratio  (RUR) 
would  be  1.0.  Our  normal  range  is 
0.85  -  1.15  with  high  values  tending  to 
occur  in  thyrotoxicosis  and  low  values 
in  hypothyroidism.  The  resin  uptake 
ratio,  by  itself,  does  not  give  any  more 
information  on  diagnosis  than  does  the 
T4,  in  fact  the  diagnostic  accuracy  is 
less.  The  great  usefulness  comes  from 
taking  the  two  tests  in  combination. 

It  was  mentioned  earlier  that  T4 
results  may  be  misleading  because  of 
changes  in  the  capacity  of  circulating 
thyroxine  binding  globulin  (TBG). 
Resin  uptake  tests  will  also  be  mislead¬ 
ing,  hut  in  the  opposite  direction.  The 
table  lists  results  obtained  for  T4  and 
RUR  in  a  variety  of  conditions.  The 
Free  Thyroxine  Index  in  the  third  col¬ 
umn  is  obtained  by  multiplying  the  fi¬ 
gures  in  the  first  two  columns.  The 
free  thyroxine  index  has  been  so  called 
because  it  shows  a  reasonably  good 
correlation  with  measured  free 
thyroxine  levels,  which  in  turn  usually 
correlate  well  with  the  metabolic  state. 
Our  normal  range  for  FTI  is  4.5  to 
12.0,  i.e.  very  similar  to  the  serum 
T4  levels.  The  third  result  in  the 
euthyroid  group  shows  a  high  normal 
T4,  12.7  Mg/ 100  ml  and  a  low  resin  up¬ 
take  ratio  0.73.  A  low  uptake  ratio  can 
mean  one  of  two  things,  either  the  sub¬ 
ject  has  a  normal  TBG  capacity  and 
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Dt  much  T4,  or  he  has  an  increased 
BG  capacity.  We  know  from  the  T4 
•suit  that  he  has  plenty  of  circulating 
4,  so  there  may  be  an  increase  in 
lyroxine  binding  capacity.  Either 
•suit,  taken  by  itself,  could  be  mis- 
ading;  the  free  thyroxine  index  how- 
/er.  is  well  within  the  normal  range 
id  indicates  the  true  thyroidal  status. 
In  thyrotoxicosis  results  for  T4  and 
UR  move  in  the  same  direction, 
;nce  the  product  of  the  two  tests 
nphasizes  the  difference  from 
3rmal.  A  similar  effect  is  shown  in 
ie  hypothyroid  group. 

There  are  several  interesting  ex- 
nples  in  the  group  of  subjects  who 
ere  either  pregnant  or  taking  oral 
mtraceptives,  both  situations  in 
hich  there  is  a  considerable  increase 
i  TBG  binding  capacity.  Most  of 
lose  taking  oral  contraceptives  had 
igh  or  boarderline  high  T4  values,  but 
ith  low  resin  uptake  results  the  free 
lyroxine  index  fell  into  the  normal 
inge.  One  pregnant  patient  has  a  very 
igh  T4,  22.5  /-ig/ 1 00  ml,  with  a  resin 
Make  result,  0.73,  not  nearly  as  low 
>  some  others.  The  resultant  free 
lyroxine  index,  16.4,  suggested  thyro- 
ixicosis,  which  was  indeed  what  the 
atient  had.  The  last  subject  in  this 
•oup  was  a  patient  taking  oral  con- 
aceptives  who  had  symptoms  sugges- 
ve  of  hypothyroidism.  The  T4  was  in 
ie  normal  range,  6.3  Mg/ 1 00  ml,  but 
lis,  coupled  with  a  very  low  RUR 
ave  a  free  thyroxine  index  in  the 
ypothyroid  range. 

In  some  resin  uptake  methods  the 
ipernatant  rather  then  the  resin  is 
Dunted,  i.e.  a  count  of  the  protein- 
ound  labeled  T3  is  made.  In  this  situa- 
on  high  supernatant  counts  would  in- 
icate  an  increased  number  of  avail- 
ble  TBG  binding  sites.  The  Thyroid 
inding  Index  uses  this  approach;  the 
ormal  range  is  roughly  the  same  as 
ie  resin  uptake  ratio,  but  low  values 
'ill  now  suggest  hyperthyroidism, 
•ther  T3  uptake  tests  may  use  coated 
harcoal  rather  than  resin  to  take  up 
ie  unbound  T3  but  the  principle 
;mains  the  same.  There  are  now  a 
umber  of  kits  available  for  per- 
arming  these  tests  and  it  is  important 
a  establish  a  normal  range  under  the 
onditions  of  use  and  to  understand 
/hat  the  range  means. 

The  measurement  of  free  thyroxine 
■  a  difficult  procedure  because  of  the 
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very  small  quantities  measured  and  has 
not  become  a  routine  practice.  While 
free  thyroxine  levels  do  correlate 
reasonably  well  with  thyroid  status 
there  is  a  considerable  overlap,  partic¬ 
ularly  in  the  euthyroid  “sick”  who  tend 
to  have  raised  free  T4  levels.  The  total 
T4  taken  alone  has  a  greater  diagnostic 
reliability,  so  the  main  usefulness  of 
free  T4  measurements  is  in  those  pa¬ 
tients  with  an  alteration  in  binding 
proteins.  We  have  already  seen  how  a 
much  simpler  test,  the  resin  uptake 
ratio,  can  correct  for  those  changes. 

Thyroid  Autoantibodies 

Three  thyroidal  antigen/antibody 
systems  have  been  described,  but  tests 
currently  used  clinically  are  for 
thyroglobulin  antibody.  A  commer¬ 
cially  available  kit  measures  these  an¬ 
tibodies  by  a  latex  aggregation  tech¬ 
nique  and  will  give  positive  results  in 
about  75  percent  of  cases  of  severe 
Hashimoto's  disease.  A  considerably 
more  sensitive  technique  employs 
tanned  red  cell  (TRC)  agglutination. 
This  will  give  positive  results  in  many 
asymptomatic  patients  with  focal 
thyroiditis.  The  TRC  agglutination  test 
is  commonly  positive  in  primary 
hypothyroidism,  but  far  less  com¬ 
monly  in  those  patients  with  myx¬ 
edema  secondary  to  pituitary  failure. 
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Also,  it  may  be  positive  in  thyrotox¬ 
icosis  and  in  patients  who  have  ex¬ 
ophthalmos  but  are  clinically  eu¬ 
thyroid.  In  order  to  make  a  definitive 
diagnosis  in  the  presence  of  thyroid 
auto-antibodies  it  may  be  necessary  to 
do  other  confirmatory  tests. 

Assessment  of  Response  to 
Treatment 

The  assessment  of  response  to  treat¬ 
ment  in  thyroid  disease,  other  than  by 
clinical  examination,  remains  unsatis¬ 
factory.  Giving  exclusively  T3  in 
hypothyroidism  will  result  in  a  low 
serum  T4  value  when  the  patient  is 
euthyroid,  which  is  not  very  helpful  in 
assessing  progress.  Conversely,  giving 
exclusively  thyroxine,  results  in  a  high 
T4.  The  use  of  a  T4/T3  drug  combina¬ 
tion  in  the  ratio  of  3:1  will  maintain 
the  serum  T4  level  in  the  normal  range 
and  this  can  be  used  to  assess  response 
to  treatment.  If  the  patient  omits  to 
take  the  tablets,  the  T4  level  will  fall 
fairly  rapidly  and  this  can  be  readily 
recognized. 

The  Future 

Looking  into  the  1970’s  1  think  that 
the  major  step  forward  will  be  the 
ready  availability  of  methods  to 
measure  triiodothyronine  (T3)  by 
radioimmunoassay.  The  normal  serum 
concentration  of  T3  is  only  about  0.2 
Mg/ 1 00  ml,  but  it  is  being  increasingly 
appreciated  that  the  major  metabolic 
effect  of  thyroid  hormone  is  due  to  T3. 
A  number  of  cases  of  thyrotoxicosis 
with  normal  T4  levels  have  now  been 
described.  All  so  far  have  been  found 
to  have  markedly  increased  serum  T3 
levels  of  between  0.4  and  1.5  jag/ 100 
ml,  and  hence  a  new  term,  T3  thyro¬ 
toxicosis. 

Conclusions 

The  refinement  of  other  more  spe¬ 
cialized  techniques  continues  and  we 
can  expect  that  our  diagnostic  capabil¬ 
ities  with  the  borderline  case  will 
improve.  Until  that  time,  and  for  the 
great  majority  of  cases,  the  measure¬ 
ment  of  T4  and  resin  uptake  in  combi¬ 
nation  offer  the  greatest  diagnostic  ac¬ 
curacy.  However,  there  will  still  be  sit¬ 
uations  where  "endogenous  bioassay” 
(Dr.  Jack  Oppenheimer)  may  be  the 
only  way  to  arrive  at  a  correct  diag¬ 
nosis.  Q 
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This  paper  was  delivered  at  the  1970  PMS  Scientific  Assembly 


‘By  whatever  system  the  quality 
of  care  is  assessed,  it  should 
be  understood  that  the  infor¬ 
mation  obtained  is  useful  only 
as  it  may  relate  to  planning 
remedial  actions  where  defi¬ 
ciencies  are  identified.’ 


THE  OBJECTIVE  of  assessing  the 
quality  of  medical  care  is  to 
provide  information  concerning  pa¬ 
tient  care  as  well  as  to  identify  those 
special  patient  care  problems  whose 
solution  might  be  facilitated  through 
the  development  of  continuing  medical 
educational  programs.  There  are  still 
many  hospitals,  however,  which  do  not 
integrate  their  programs  in  continuing 
medical  education  with  information 
concerning  the  quality  of  patient  care.1 
Nevertheless,  when  the  hospital’s  edu¬ 
cational  program  is  seen  in  relation  to 
patient  care  needs,  it  is  possible  to 
design  a  curriculum  for  correcting  the 
educational  deficiencies  of  physicians. 
Evaluation  of  the  program  can  then  be 
accomplished  by  judging  the  quality  of 


care  rendered  to  patients.  Unless  this  is 
done,  one  will  not  be  able  to  claim  that 
the  physician’s  knowledge,  as  mea¬ 
sured  by  examinations,  is  translated 
into  performance,  namely  the  impor- 
vement  of  the  patient’s  health —  the  ul¬ 
timate  goal  of  medical  education. 

Techniques  for  Assessing 
the  Quality  of  Medical  Care 

Historically,  monitoring  of  patient 
care  has  been  done  indirectly  by 
promoting  the  quality  of  the  educa¬ 
tional  programs  of  the  medical  school, 
internship,  and  residency.  Only  in  the 
recent  past  has  a  commitment  been 
made  in  the  direct  assessment  of  pa¬ 
tient  care  by  peer  review. 


The  issues  to  be  evaluated  by 
review  committee  are  many  an. 
complex.  Decisions  will  revolve  on:  1 
the  indications  for  admission;  2)  th 
diagnostic  and  therapeutic  process 
and  3)  plans  for  post-hospital  care.  Th 
methods  used  to  deal  with  these  issue 
will  depend  on  the  problems  to  b 
solved. 

In  general,  evaluation  has  been  re 
stricted  to  correct  abuses  in  admis 
sions,  length  of  stay,  and  types  of  sur 
gical  procedures.  In  many  cases  onl; 
flagrant  violations  will  receive  atten 
tion  and  this  of  a  disciplinary  nature. 

The  reports  received  from  The  Hos 
pital  Utilization  Project  and  the  Pro 
fessional  Activities  Study  are  usefu 
since  they  provide  monthly  listings  o 
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sease,  length  of  stay,  number  of  con- 
iltations,  types  of  laboratory  tests, 
id  a  comparison  with  other  hospitals, 
/ide  variations  among  institutions  are 
3t  necessarily  indicative  of  good  or 
Dor  practices  but  are  clues  which 
jed  further  explanation.  For  example, 
formation  that  the  length  of  stay  for 
atients  with  pneumococcal  pneumo- 
ia  at  Hospital  X  is  seven  days  and  at 
ospital  Y  eleven  days  cannot  be  used 
>  indict  or  praise  either  institution 
nless  one  has  the  following  data:  1) 
ie  accuracy  of  the  diagnosis;  2)  the 
inical  status  of  the  patient  at  the  time 
If  admission;  3)  the  mortality;  and 
)  the  long  term  morbidity.  Even  if 
ie  diagnosis  were  correct  at  both  in- 
itutions  the  patients  admitted  to  the 
istitution  with  a  shorter  hospital  stay 
lay  be  at  a  higher  risk  because  of  the 
lability  of  the  staff  to  cope  with  emer- 
encies  and,  in  addition,  those  who 


about  the  quality  of  care  which  has 
been  given  with  regard  to  an  individu¬ 
al  case.  The  check  list  may  establish 
that  some  medical  procedure  was  or 
was  not  performed;  it  will  show  that 
there  was  or  was  not  recorded  some 
particular  indication  for  a  certain 
procedure;  and  it  will  indicate  what 
the  nature  of  the  outcome  was.  It  will 
not  tell  whether  it  was  proper  to  per¬ 
form  the  given  procedure  or  whether 
the  procedure  provided  optimal  re¬ 
sults. 

Physicians,  because  of  their  varied 
training  and  clinical  experience,  tend 
to  evaluate  medical  care  differently. 
Therefore,  it  is  necessary  to  arrive  at  a 
consensus  on  the  medical  standards  to 
be  required  in  the  audit.  These 
standards  should  also  be  reviewed  by 
external  experts.  Efforts  should  be 
made  to  avoid  setting  standards  which 
are  parochial  in  nature  or  identified 


evaluating  the  quality  of  medical  care 
patients  receive,  it  would  appear  that 
there  exist  reasonably  adequate  mea¬ 
sures,  at  least  from  the  point  of  view  of 
reliability.  Different  physicians  look¬ 
ing  at  the  same  record  with  the  same 
check  list  and  the  same  criteria  of  care 
to  guide  them  will  make  similar  judg¬ 
ments  about  the  quality  of  care.  In  ad¬ 
dition,  it  is  possible  to  pass  over  much 
of  the  routine  of  chart  review  to  lay 
personnel  or  even  to  computers  with 
no  loss  of  reliability  of  measurement. 

The  problem  of  chart  review,  how¬ 
ever,  is  the  same  as  the  problem  of 
written  examinations  given  in  medical 
school  or  for  certification:  although  it 
is  relatively  easy  to  get  highly  reliable 
measures,  their  validity  is  uncertain. 
Medical  charts  often  bear  little  rela¬ 
tion  to  the  patients  they  are  supposed 
to  describe.  Most  likely  they  suffer 
from  serious  errors  of  omission. 


‘Only  if  there  is  a  close  relation  between  the  assessment 
of  the  quality  of  medical  care  in  a  hospital  and  its 
educational  program,  is  it  possible  for  educational 
activities  to  be  designed  to  overcome 
the  identified  deficits.’ 


rvive  may  not  be  investigated  for  the 
mplications  of  pneumonia  and  for 
>ociated  diseases.  The  latter  defi- 
;ncies  will  lead  to  long  term  disabili- 
and  repeated  hospitalizations. 

Establishing  Standards 
of  Medical  Care 

The  effectiveness  of  chart  review  is 
nited  by  several  factors.  Foremost 
nong  these  is  the  lack  of  uniformity 
ith  regard  to  the  ways  in  which  dif- 
rent  physicians  evaluate  charts.  It  is 
:sirable,  therefore,  for  physicians  to 
ake  a  check  list  of  items  to  consider 
for  to  conducting  a  review.  Reference 
ay  be  made  to  the  check  lists  prepared 
7  Payne  at  the  University  of  Michi- 
m.2 

The  check  list  serves  to  provide  an 
formation  base  which  will  be  uni- 
>rm  for  charts  under  review.  It  does 
3t  guarantee,  however,  that  all  of  the 
embers  of  a  medical  audit  will  agree 


with  the  interests  of  a  minority  unable 
to  justify  its  arguments  scientifically. 

Criteria  of  Assessment 

For  assessment  in  any  field  to  be 
valid,  certain  basic  conditions  re¬ 
garding  the  kind  of  measurements  to 
be  used  must  be  met.  The  measure¬ 
ments  must  be  both  reliable  and  valid. 
Determination  of  reliability  and  validi¬ 
ty  is  complex,  but  the  basic  concepts 
are  easily  understood.  Measurements 
are  reliable  if  the  same  results  are  con¬ 
sistently  obtained  while  measuring  the 
same  things  under  the  same  circum¬ 
stances.  Measurements  are  valid  if 
they  measure  what  they  are  supposed 
to  measure.  A  reliable  measure  for 
weight  would  be  an  invalid  measure 
for  height  or  speed.  Validity  presup¬ 
poses  reliability;  therefore,  attention  is 
necessarily  directed  first  at  reliability, 
and  only  when  this  is  assured  is  validi¬ 
ty  investigated. 

Translated  into  the  context  of 


Because  information  is  omitted,  it  is 
not  possible  to  determine  whether  or 
not  it  was  important  and  might  have 
influenced  the  judgment  which  is  made 
about  the  quality  of  care  the  patient 
has  received.  Without  certain  informa¬ 
tion,  the  adequacy  of  the  diagnosis 
upon  which  all  else  rests  is  not  certain. 
In  addition,  the  relative  contributions 
of  interns,  residents,  and  attending 
physicians  are  frequently  com¬ 
pounded.  It  may  also  be  difficult  to 
know  what  information  was  or  was  not 
available  to  a  physician  at  the  time  he 
gave  a  certain  medical  order.  Informa¬ 
tion  may  be  available  to  the  physician 
about  a  patient  in  his  office  files  and 
not  on  the  hospital  chart.  Errors  of 
omission  may  also  be  related  to  errors 
of  commission.  The  appropriateness  of 
a  given  treatment  may  depend  upon 
conditions,  information  about  which 
has  been  omitted.  All  of  these  limita¬ 
tions  present  serious  obstacles  to  effec¬ 
tive  assessment  of  patient  care  utilizing 
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the  medical  chart  as  the  instrument  of 
evaluation. 

In  response  to  the  problems  of  as¬ 
sessing  the  quality  of  medical  care, 
Gonnella,  et  al,  have  proposed  an  al¬ 
ternative  approach.3  They  have  pro¬ 
posed,  in  substance,  that  errors  of 
omission  be  identified  by  a  careful  pre¬ 
screening  of  patients  for  health  needs 
in  specific  areas.  This  survey  should  be 
done  independently  from  the  patient’s 
personal  physician.  This  approach  has 
demonstrated  that  there  are  in  fact 
serious  omissions  of  information  in  pa¬ 
tient  records,  and  that  in  many  cases 
the  patient  had  a  disorder  which  could 
have  been  identified  and  could  have 
been  treated  had  additional  informa¬ 
tion  been  obtained  by  the  physician. 
The  presence  of  such  information  in 
the  patient's  record  would  lead  to  quite 
a  different  conclusion  about  the  quali¬ 
ty  of  care  received.  The  absence  of  this 
additional  information  greatly  reduces 
the  probability  of  the  true  patient  care 
needs  being  identified. 

Planning 

By  whatever  system  the  quality  of 
care  is  assessed,  it  should  be  under¬ 
stood  that  the  information  obtained  is 
useful  only  as  it  may  relate  to  planning 
remedial  actions  where  deficiencies  are 
identified.  In  some  cases  where  medi¬ 
cal  audit  has  revealed  deficiencies, 
these  have  been  corrected  through  the 
purchase  of  new  laboratory  equipment 
or  other  facilities  for  the  hospital.  In 
other  cases  hospital  procedures  may  be 
changed.  For  example,  tumor  registry 
numbers  are  entered  onto  hospital 
charts  so  that  follow-up  information 
on  patients  with  cancer  may  be  more 
easily  obtained.  However,  only  if  there 
is  a  close  relation  between  the  assess¬ 
ment  of  the  quality  of  medical  care  in 
a  hospital  and  its  educational  program, 
is  it  possible  for  educational  activities 
to  be  designed  to  overcome  the  iden¬ 
tified  deficits.  This  relationship  will 
provide  a  rational  system  for  setting 
priorities  in  identifying  deficiencies  as 
for  example,  by  utilizing  the  guidelines 
developed  by  Williamson,  et  al.4 

Where  the  deficits  which  have  been 
uncovered  involve  apparent  gaps  in 
physicians’  knowledge,  the  use  of  a 
suitable  examination  covering  the  in¬ 
formation  under  discussion  may 
permit  better  identification  of  those 


physicians  who  may  be  especially 
knowledgeable  and  who  may  then 
serve  as  the  hospital's  own  internal  fac¬ 
ulty  in  giving  instruction  to  the  rest 
who  need  it,  or  they  may  be  excused 
from  whatever  educational  program 
may  be  planned.  When  an  educational 
program  is  prefaced  by  a  pre-test  and 
ended  with  a  post-test,  the  changes  in 
physician  knowledge  may  then  be 
correlated  with  changes  in  physician 
performance,  however  that  is  mea¬ 
sured.  The  possibility  also  arises  of 
physicians  having  knowledge  as 
measured  by  an  examination  and  of 
not  using  it  in  their  actual  practice  of 
medicine.3  Should  this  be  the  case,  al¬ 
ternate  remedial  programs  are 
required.  In  extreme  situations  this 
may  involve  limiting  physicians'  privi¬ 
leges. 

Prediction 

Recognizing  that  any  kind  of  medi¬ 
cal  audit,  whether  it  is  based  upon  the 
review  of  medical  charts  or  upon  in¬ 
dependent  evaluation  of  patients,  is 
time  consuming  and  therefore  expen¬ 
sive,  the  possibility  is  held  out  for  fu¬ 
ture  development  of  methods  for  iden¬ 
tifying  deficits  in  the  quality  of  medi¬ 
cal  care  by  simulating  the  physi¬ 
cian/patient  relation.  Efforts  have  been 
expanded  in  this  direction  already  by 
the  design  of  “Patient  Management 
Problems”.  5’6>7  By  a  simple  erasure 
technique,  using  paper  and  pencil,  a 
physician  may  “treat  a  patient”  using 
cues  provided  in  writing.  In  a  “cue¬ 
less”  adaptation  of  this,  digital  com¬ 
puters  are  being  programmed  to  simu¬ 
late  patient  care.  The  physician  may 
"interrogate  his  patient”  in  order  to 
obtain  a  history,  may  be  given  certain 
laboratory  findings,  may  request  con¬ 
sultations,  give  medical  orders,  and  so 
forth,  until  the  patient  is  cured  or  dies. 
Feedback  to  the  physician  is  quick, 
and  he  may  recognize  his  own  mis¬ 
takes  as  he  makes  them.  Although 
there  are  many  technical  problems  in¬ 
volved  in  this  approach,  it  combines 

Dr.  Gonnella  is  associate  professor 
of  medicine  and  associate  dean  and 
director  of  the  Office  of  Medical 
Education  and  Mr.  Zeleznik  is  as¬ 
sociate  director  of  the  Office  of 
Medical  Education  at  Jefferson 
Medical  College  of  Thomas  Jef¬ 
ferson  University. 


numerous  advantages.  Education  ar 
evaluation  are  simultaneous. 

The  simulated  patient  approac 
should  provide  a  closer  parallel  to  a 
tual  patient  management  than  any  < 
the  other  testing  techniques.  Howeve 
until  there  is  better  understanding  i 
true  patient  needs,  based  upon  actu 
observation  and  utilizing  optimal  cr 
teria  established  by  recognized  ai 
thorities  in  the  field,  the  validity  of  th 
approach  must  also  be  uncertain.  As,  , 
is  improved,  the  simulated  patiei 
technique  will  become  of  profound  in 
portance  not  only  for  continuing  med 
cal  education  but  in  the  education  < 
medical  students,  and,  perhaps,  sorr 
day  in  their  selection. 

Conclusion 

Perhaps  the  major  practical  obstacl 
to  more  active  programs  of  assessin 
the  quality  of  medical  care  is  a  lack  c 
commitment  on  the  part  of  physician 
and  of  hospitals.  It  would  appear  the 
much  energy  which  might  be  directe 
towards  this  is  presently  being  directe 
towards  other  activities,  as,  for  ex 
ample,  the  development  of  recertifica 
tion  examinations  for  physicians.  I 
some  of  the  effort  which  is  put  into  th 
construction  of  such  examination 
were  to  be  put  into  the  determinatioi 
of  patient  care  needs,  and  if  appropri 
ate  educational  programs  were  thei 
organized  to  meet  these  needs,  there  i 
little  question  that  the  objectives  o 
continuing  medical  education  wouli 
more  likely  be  met.  |  | 
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I  am  honored  and  pleased  to 
come  the  122nd  President  of  the 
■nnsylvania  Medical  Society.  I  have 
Id  office  in  other  organizations,  but 
e  Pennsylvania  Medical  Society  is 
;  e  most  important  medical  group  by 
r  in  this  State.  Therefore,  it  has  my 
imary  interest  and  1  hope  has  yours. 

I  Some  have  questioned  the  need  and 
lrpose  of  a  society  such  as  this.  I  say 
you  that  the  need  was  never  greater 
id  the  purpose  never  clearer  than  it  is 
day  in  this  era  of  rapid  change.  This 
tciety  is  needed  because  it  furnishes 
e  only  umbrella  under  which  all 
tysicians,  regardless  of  specialty  and 
gardless  of  race,  color  or  creed,  can 
jerate  on  an  equal  basis.  It  should 
Dt  and  cannot  take  the  place  of 
|  tecialty  societies  or  special  interest 
•ganizations.  However,  it  is  suppor- 
ve  rather  than  antagonistic  to  such  le- 
timate  organizations. 

The  purpose  of  the  Pennsylvania 
ledical  Society  is  to  achieve  for  medi¬ 
al  practitioners  the  best  possible  con- 
itions  consistent  with  what  is  best  for 
he  public. 

All  matters  directly  or  indirectly 
dated  to  health  should  be  within  our 
;alm  of  interest.  This  is  a  broad  base 
•om  which  to  operate  and  it  encom¬ 
passes  not  only  medical  but  social  ills 
s  well.  Obviously,  because  it  would  be 
do  laborious  to  include  all  pertinent 
latters,  a  few  points  will  be 
mphasized. 

Our  interest  is  health  care,  and  it 
•ehooves  us  to  lead  the  thinking  in  this 
ield.  In  the  past  we  have  been  accused 
>f  reacting  negatively  in  the  wake  of 
lublic  opinion.  I  doubt  that  such  a 
•harge  can  be  proven  regarding  our 
Society  at  this  time. 

One  of  the  most  progressive  steps 
aken  for  public  good  is  the  es- 
ablishment  of  the  Pennsylvania  Medi¬ 
cal  Care  Foundation  under  dynamic 
and  inspirational  leadership.  This 
Foundation,  although  still  in  the  stage 
of  organization,  epitomizes  our  will- 
ngness  to  accept  the  responsibility  for 
he  delivery  of  good  health  care  at  rea¬ 
sonable  cost.  It  also  permits  us  to  work 


in  partnership  with  all  interested  in 
health  care,  including  the  general 
public,  private  enterprise,  labor 
unions,  insurance  carriers  and  govern¬ 
ment.  This  is  your  project  and  its  suc¬ 
cess  can  be  assured  by  your  under¬ 
standing  participation.  I  recommend 
approval  of  the  Supplemental  Report 
of  the  Council  on  Medical  Service 
relating  to  the  Medical  Care  Founda¬ 
tion. 

The  Pennsylvania  Medical  Con¬ 
tinuing  Education  Institute  and  the  So¬ 
ciety’s  continuing  education  mem¬ 
bership  requirements  are  progressive 
steps  and  deserve  your  continued  sup¬ 
port.  I  recommend  approval  of  the  In¬ 
stitute  and  the  continuing  education 
requirements  for  membership  in  the 
Society. 

Because  the  Society  is  the  medical 
umbrella,  so  to  speak,  it  has  a  unique 
communication  opportunity.  Commu¬ 
nication  should  be  our  strength,  but  it 
may  be  our  greatest  weakness.  The 
Pennsylvania  Medical  Society  is  inter¬ 
ested  in  the  welfare  of  its  membership 
and  the  welfare  of  the  public.  We  have 
either  done  our  communication  job 
ineffectively  or  we  have  been  misun¬ 
derstood.  Possibly  a  little  of  both  is 
nearer  the  truth. 

Communication  is  often  difficult, 
but  efforts  in  this  direction  must  be 
continually  re-evaluated  so  that  the 
line  of  transmission  may  be  kept  open. 
Among  communicants  are: 

LOCAL  UNITS,  the  county  medi¬ 
cal  societies  which  are  the  foundation 
of  our  strength. 

DOCTORS  OF  OSTEOPATHY 
with  whom  we  share  many  mutual 
problems  and  goals. 

SPECIALTY  ORGANIZATIONS. 
We  are  the  society  of  specialty  groups 
as  well  as  the  society  of  individuals. 

SPECIAL  INTEREST  MEDICAL 
ORGANIZATIONS,  such  as  the  Key¬ 
stone  Medical  Society. 

GOVERNMENT  on  the  local,  state 
and  national  levels. 

THE  PRESS.  In  my  opinion, 
willingness  to  communicate  means  a 
better  informed  and  more  accurate 
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press.  We  do  not  fear  truth. 

THE  LEGAL  PROFESSION.  One 
of  our  prime  disagreements  with  law¬ 
yers  is  their  insistence  on  the  contin¬ 
gency  fee.  I  note  that  Mr.  Henry  T. 
Reath,  Chairman  of  the  Lawyers’ 
“White  Hat”  Committee  of  Philadel¬ 
phia,  defends  this  as  he  properly  goes 
about  ferreting  out  corruption.  It 
could  be  that  this  contingency  fee  is 
proper  if  rightly  employed.  I  urge  our 
Commission  on  Forensic  Medicine, 
together  with  law  representatives,  to 
consider  investigating  misuse  of  the 
contingency  fee  instead  of  its  elimina¬ 
tion.  Lines  of  communication  must  be 
kept  open  with  the  legal  profession.  In 
spite  of  philosophic  differences,  we 
have  much  in  common. 

MEDICAL  SCHOOLS.  Continued 
dialogue  is  needed  in  this  area  if  mutu¬ 
al  confidence  and  understanding  are  to 
be  maintained. 

MEDICAL  STUDENTS.  I  will 
comment  on  this  later. 

ALLIED  HEALTH  PROFES¬ 
SIONS.  Much  spade  work  is  necessary 
in  this  rapidly  expanding  area. 

LABOR  UNIONS  and  also  such 
other  organizations  that  have  health 
care  programs. 

Although  understanding  rapport 
with  all  of  the  groups  listed  may  be  im¬ 
possible  due  to  certain  basic  philo- 
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sophical  differences,  our  efforts  must 
continue. 

County  and  State  Society  district 
censors,  in  my  opinion,  should  do 
more  than  investigate  only  when  spe¬ 
cific  complaints  are  submitted.  Inquiry 
into  breeches  of  ethics  and  breeches  of 
confidence  should  be  made  in  order  to 
develop  evidence  for  censor,  as  cen¬ 
sorship  should  be  meaningful,  and  this 
I  recommend. 

Rapport  with  our  State  Board  of 
Medical  Education  and  Licensure  can 
be  made  so  stable  that  temporary  or 
permanent  suspension  of  license  will 
become  more  than  an  idle  threat.  Fac¬ 
tual  protection  of  the  reputation  of  our 
profession  must  be  maintained. 

The  Pennsylvania  Medical  Society 
has  a  generation  gap.  Partial  correc¬ 
tion  of  this  is  being  accomplished  by 
the  admission  of  intern  and  resident 
physicians  as  active  members.  Now  we 
must  turn  our  attention  again  to  the 
medical  student,  as,  in  my  opinion,  it 
will  not  suffice  to  talk  at  them  through 
the  Student  American  Medical  Associ¬ 
ation.  Communication  in  general 
leaves  something  to  be  desired.  Our 
ruling  bodies  are  made  up  mainly  of 
“old”  men  such  as  I.  Positive  consider¬ 
ation  must  be  given  to  a  technique 
fashioned  so  that  medical  students  can 
be  included  as  active  members.  I  rec¬ 
ommend  favorable  consideration  by 
this  House  and  changes  in  the  Bylaws 
that  will  make  it  possible  to  admit 
third  and  fourth  year  medical  students 
to  active  County  and  State  Society 
membership. 

Acceptance  of  responsibility  by 
increased  activity  in  the  planning 
process  to  protect  our  environment  is 
imperative.  Our  Commission  on  En¬ 
vironmental  Health  has  an  important 
role  to  play.  Each  of  us  should  again 
look  at  the  present  situation  and  as¬ 
sume  some  leadership  in  the  fight 
against  air,  water,  land  and  noise 
pollution. 

We  should  continue  to  expand  our 
efforts  in  the  emergency  medical  care 
area  as  exemplified  in  the  so-called 
“White  Paper”  developed  by  the  Com¬ 
mission  on  Emergency  Medical  Serv¬ 
ices.  If  you  have  not  read  this  paper 
( Emergency  Medical  and  Health  Serv¬ 
ices  in  Pennsylvania,  in  Pennsyl¬ 
vania  Medicine,  June  1971),  I  com¬ 
mend  it  to  you. 

I  urge  you  to  develop  and  sponsor 


practical  methods  to  insure  improved 
distribution  of  medical  services  in  this 
State.  We  are  now  working  with  the 
Secretary  of  Health  in  this  direction. 
Renewed  effort  in  this  area  is  urged 
upon  you.  There  must  be  a  better  way 
than  a  government-sponsored  draft. 
However,  I  recommend  consideration 
of  all  alternatives,  including  this 
government-sponsored  draft,  by  a 
proper  committee  of  this  Society. 

May  I  remind  you  of  a  few  of  the 
State  Society  services  that  may  be 
reviewed  in  the  green  pamphlet  of  the 
Pennsylvania  Medical  Society  Services 
and  Functions'.  The  Pennsylvania 
Medical  Society  Professional  Liability 
Insurance  program  which  is  available, 
innovative  and  workable,  and  Blue 
Shield,  which  is  your  program;  the 
Society-Endorsed  group  insurance  pro¬ 
grams  that  include  disability  income 
protection,  major  hospital  and  surgical 
expense.  Blue  Cross  and  Blue  Shield 
major  medical  (in  capital  Blue  Cross 
area  only),  accidental  death  and  dis¬ 
memberment,  business  overhead  ex¬ 
pense,  and  term  life  insurance  plans. 
The  work  done  for  the  membership  by 
the  four  councils,  innumerable  com¬ 
mittees  and  commissions  cannot  be 
described  here.  It  is  prodigious  with 
many  man-hours  of  time  and  effort 
donated  to  your  programs. 

Although  the  Society  has  many 
agenda,  new  and  innovative  ones  are 
necessary  to  keep  in  the  forefront  of 
the  health  field.  I  refer  you  to  the  1971 
Official  Reports  to  the  House  of  Dele¬ 
gates.  All  of  this  activity  costs  money 
and  inflation  is  forever  with  us.  There 
are  indications  that  a  dollar  priority 
crisis  is  developing  in  the  Society. 
With  present  dues  our  heads  are  hardly 
kept  above  water  financially.  A  dues 
increase  is  unpleasant  but  this  must  be 
considered,  as  the  cost  worthiness  of1 
each  program  must  be  given  continued 
consideration.  If  planning  money  is  to 
be  available,  a  dues  increase  may  be 
justified.  Holding  the  line  is  not 
enough;  it  means  moving  rapidly  back¬ 
wards  on  the  social  treadmill.  We  must 
plan  for  the  future!  I  recommend  a 
total  re-evaluation  of  dollar  priorities 
by  our  Finance  Committee  and  the 
Board  of  Trustees. 

I  would  be  remiss  to  overlook  politi¬ 
cal  activity  and  the  political  potential 
of  our  Society.  Of  necessity  we  are  a 
political  animal.  Our  future  and  the  fu¬ 


ture  of  worthy  programs  may  well ; 
decided  by  the  Congress  to  be  elecl| 
in  November,  1 972. 

There  is  room,  too,  for  Comm 
wealth  legislative  education  as  i 
denced  by  the  remarkable  variety 
health  bills  recently  proposed.  It  rr 
also  be  noted  that  although  there  i: 
thoughtful  physician  as  Secretary  | 
Health,  much  of  the  health  functic 


are  in  the  highly  questionable  area  ' 


the  Department  of  Welfare.  Memort 
dum  16  is  an  example  of  the  undi 
standing  of  the  Welfare  Department, 
is  obvious  that  our  political  anirr 
needs  sustenance.  Strong  support  1 
the  Pennsylvania  Medical  Political  A 
tion  Committee  is  urgent.  There  s 
still  six  counties  in  our  State  that  j 
not  include  PaMPAC  in  annu 
billing,  despite  overwhelming  eviden 
that  this  is  the  best  and  most  co 
venient  method  of  collection  so  f 
devised.  I  recommend  that  the  Stsl 
Society  strongly  urge  the  six  reluct; 
counties  to  include  PaMPAC  in  th 
billing. 


a  » 
■ 


I  want  to  thank  our  able  an 
dedicated  Officers,  Board  of  Trustee 
Administrative  Staff  and  Councils  fc 
the  helpful  indoctrination  1  have  bea 
exposed  to  during  this  past  year.  Oi 
progressive  and  positive  thinking  Soq 
ety  is  willing  to  adjust  as  need  dictate 
with  no  apology  for  the  past.  We  ai 
moving  towards  the  future,  and  I  ar 
proud  to  be  part  of  this  organizatior 
It  is  true  that  honest  mistakes  haV 
been  made  in  the  past  and  in  all  probe 
bility  will  be  made  in  the  future,  bi 
the  Pennsylvania  Medical  Society  i 
thinking  objectively  and  positively 
willing  to  recognize  its  deficiences  an 
ready  to  expand  its  record  of  service 
Together  we  will  face  squarely  ou 
many  problems  for  the  good  of  society 
I  anticipate  a  pleasant  and  productiv 
year  ahead  working  for  and  with  th 
Society,  and  especially  shoulder-to 
shoulder  with  one  of  our  finest  assets 
the  Woman's  Auxiliary.  The  purpose 
of  the  Woman's  Auxiliary  is  our  pur 
pose,  and  every  husband  knows  tht 
significance  of  his  wife’s  opinion. 

All  of  the  aforementioned  peoplt 
have  faith  in  the  basic  integrity  of  thii 
Society.  I  have  faith  in  this  Society 
and  I  know  that  you  share  this  faith 
with  me.  This  address  was  deliv¬ 
ered  at  the  opening  session  of  the  1971 
PMS  House  of  Delegates. 
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Careers  in  Health  Program  —  Help  in  a  Crisis 


MRS.  JAMES  M.  O  LEARY 
Sixth  District  Councilor 
Past  Chairman,  Health  Careers  Committee 
PMS  Woman's  Auxiliary 


The  health  manpower  shortage  in  the  United  States  has 
come  acute: 

•  The  Health  Industry  will  he  the  nation's  largest  industry 
by  1975. 

•  Demand  for  allied  health  personnel  has  expanded  from 
one  for  each  physician  to  twenty  for  one. 

•  250  health  related  occupations  exist  today. 

•  500  health  related  occupations  may  he  required  in  the 
next  five  years. 

The  solution  lies  in  recruitment  of  our  youth  through  our 
Lois—  NOW. 

The  Woman's  Auxiliary  in  conjunction  with  the  county 
edical  societies  and  the  PMS  Council  on  Public  Service 
is  developed  a  Health  Careers  Recruitment  program 
esently  operating  on  the  high  school  level.  Presentations 
films  and  health  oriented  school  assembly  programs  iden- 
y  interested  students  who  are  then  given  the  opportunity 
form  Careers  in  Health  Clubs.  Guidance  in  formulating 
b  programs  and  organizing  field  trips  is  offered. 

In  reality,  recruitment  starts  at  an  earlier  age  than  in  the 
ist.  With  our  youngsters'  early  exposure  to  communi- 
ition  media  from  comic  books  and  posters  to  radio  and 
levision,  the  interest  of  pre-school  and  elementary  school 
udents  must  be  sparked.  In  the  middle  grades  and  junior 
gh  schools  this  interest  should  be  developed  through  a 
eater  effort  to  provide  health  careers  information  and  ca- 
er  exposure. 

In  the  high  schools  and  vocational  schools,  the  recruit- 
ent  efforts  should  be  expanded  to  include:  improved  coun- 
ling  by  guidance  counselors,  science  teachers,  and  career 
•ofessionals;  work  experience  in  health  facilities  such  as 
immunity  clinics,  school  nursing  stations  and  hospitals; 
id  expanded  work-study  programs  where  classroom 
iurses  are  correlated  with  a  working  experience. 

Recruiting  efforts  for  both  junior  and  senior  high  school 
udents  includes  support  of  science  fair  activities.  Follow- 
p  on  these  students  will  provide  motivation  for  their  en- 
ance  into  health  fields. 

Recruitment  at  the  two-year  junior  college  and  voca- 
onal-technical  level  are  concerned  with  three  types  of 
udents:  1)  those  still  undecided  on  a  career.  2)  those 
ishing  to  change  their  major,  and  3)  students  who  are  in- 
rested  in  the  general  area  and  who  want  a  specific  health 
rvice  career  which  they  have  not  yet  identified.  For  ex¬ 


ample —  a  medical  corpsman  might  decide  to  be  a  hospital 
administrator  or  a  sanitary  engineer.  His  need  is  for  infor¬ 
mation  and  guidance  toward  further  training  in  a  specific 
area. 

Colleges  and  universities  provide  education  for  three 
levels  of  health  manpower  personnel  in  short  supply: 
teaching,  supervision,  and  research.  Individual  guidance  is 
needed  so  that  the  student's  talents  can  be  matched  with 
health  manpower  needs.  Increased  exposure  to  specialized 
fields  often  discloses  available  opportunities. 

The  recruitment  of  the  inactive  and  retired  trained  health 
worker  should  not  be  overlooked.  A  career  information 
center  could  facilitate  the  mobility  of  adults  into  new  ca¬ 
reers.  It  is  reported  that  in  nursing,  50  to  80  percent  of 
those  who  take  refresher  courses  return  to  work.  Correct  in¬ 
formation  which  is  readily  accessible  can  return  many  of 
these  health  workers  to  active  careers. 

New  training  programs  bridge  the  levels  of  education  as 
we  have  known  them  in  the  past.  All  programs  can  be  ex¬ 
panded  to  include  regular  student  curricula,  adult  education 
opportunities,  on-the-job  training,  credit  equivalences,  and 
greater  clinical  exposure.  Greater  vertical  mobility  (degree 
oriented)  and  greater  lateral  mobility  (emphasis  on  clinical 
exposure  with  a  possible  certificate  or  degree  in  a  related 
field)  will  result.  The  provision  of  more  economical  health 
care  and  the  improvement  of  the  financial  status  and  morale 
of  lower-paid  employees  are  among  the  dividends  of  such 
programs. 

Development  of  credit  equivalency  standards  can  con¬ 
tribute  to  shortening  the  time  and  lowering  the  cost  of  addi¬ 
tional  health  manpower.  In  the  field  of  medical  laboratory 
specialists  alone,  the  Army  discharges  1000  specialists  each 
year.  Today  100,000  laboratory  workers  are  employed.  By 
1975,  it  is  estimated  that  175,000  will  be  needed.  To  help 
solve  this  shortage,  HEW  has  requested  the  development  of 
an  equivalency  examination  to  give  credit  to  returning  vet¬ 
erans  for  their  service  training,  thereby  relieving  the  deficit 
in  the  field  as  well  as  providing  careers  for  returning  ser¬ 
vicemen. 

To  find,  motivate,  encourage,  educate,  train,  and  keep 
these  workers  in  an  effort  to  decrease  the  health  manpower 
shortage  is  a  joint  goal  of  the  woman’s  auxiliaries,  the  PMS 
Council  on  Public  Service,  and  the  county  medical 
societies. 


'JOVEMBER,  1971 
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cancer  forum 


Radiation  Therapy  of  Cancer 


Tumor  Sensitivity  and  Resistance 


Although  radiation  therapy  is 
carried  out  almost  exclusively  by  the 
radiologist,  the  clinician  who  is  familiar 
with  the  strengths  and  weaknesses  of 
this  modality  can  better  advise  and 
guide  his  patients.  Rubin  and  Poulter  of 
the  University  of  Rochester  recently 
addressed  themselves  to  the  problems 
peculiar  to  radiation  therapy. 

The  ultimate  aim  of  radiation  thera¬ 
py  of  cancer  is  to  completely  destroy 
the  tumor  without  damaging  the  sur¬ 
rounding  normal  tissue.  This  is  an  ideal 
that  is  practically  never  reached  in 
practice  and  a  certain  amount  of  residu¬ 
al  damage  has  come  to  be  expected 
when  tumors  are  treated  for  cure. 
Radiologists  speak  of  the  selective  ef¬ 
fect  of  irradiation.  This  depends  upon 
three  factors:  first  is  the  difference  in 
radiosensitivities  of  the  neoplastic  and 
normal  tissues.  This  is  not  to  be  con¬ 
fused  with  the  individual  radiosensi¬ 
tivities  of  the  neoplastic  and  normal 
tissues,  which  are  of  lesser  importance. 
The  second  factor  is  the  difference  in 
recovery  rates  of  the  malignant  and 
normal  cells.  The  third  factor  is  the 
ability  of  normal  tissues  to  survive 
fibrous  and  scar  tissue  repair;  a  process 
damaging  to  neoplastic  tissue. 

The  concept  and  definitions  of 
radiosensitivity  and  radioresistance 
have  changed  in  recent  years  due  to 
refined  methods  of  research.  Clone 
counting  in  tissue  culture  and  tumor 
transplantation  have  added  a  more 
precise  measurement  factor  to  the 
clinical  observation  of  the  tumor.  The 
present  definition  of  a  radiosensitive 


growth  is  one  in  which  irradiation 
causes  loss  of  cells  by  direct  action  at 
the  tissue  level,  with  little  effect  due  to 
interference  with  the  blood  supply. 
From  the  radiotherapist’s  standpoint  it 
is  a  tumor  that  can  be  eradicated  by 
doses  too  small  to  affect  the 
microcirculation.  The  radioresistant 
tumor  requires  larger  doses  and  the 
tumor  injury  is  caused  more  by  interfer¬ 
ence  with  the  blood  supply  than  by  any 
direct  ionizing  effect  on  the  tumor  cells. 

The  response  of  a  tumor  to  irradia¬ 
tion  is  notoriously  unpredictable.  The 
entire  gamut  of  high  sensitivity  to  high 
resistance  is  seen  not  only  in  tumors  of 
different  tissue  origin  but  in  the  same 
tumors  in  different  hosts.  In  addition, 
the  same  tumor  in  the  same  host  can 
vary  in  its  radioresponse  with  the  pas¬ 
sage  of  time  and  subtle  changes  in  the 
host  environment.  Understandably  at¬ 
tempts  to  classify  tumors  on  the  basis  of 
radiosensitivity  have  been  greatly  ham¬ 
pered  by  this  unpredictability.  At 
present  it  is  felt  that  the  response  of  the 
microcirculation  is  the  key  factor.  In 
the  sensitive  tumor,  the  neoplastic  cell 
population  is  reduced  while  the 
vascular  bed  is  preserved.  This  leads  to 
the  "supervascularized  effect.”  In  the 
radioresistant  tumor,  vascular  injury 
occurs  first  and  tumor  reduction  is  sec¬ 
ondary  to  this.  Other  factors  entering 
into  the  classification  of  tumor 
response  are  the  familiar  ones  of 
response  variations  to  similar  doses  of 
radiation  and  the  variations  in  dosage 
needed  to  destroy  various  tumors. 

With  these  criteria  the  greatest  sensi¬ 


tivity  to  irradiation  is  seen 
lymphoma,  leukemia,  seminoma,  dy 
germinoma  and  granulosa  cell  ca 
cinoma.  Somewhat  less  sensitive  a 
squamous  cell  carcinoma  of  tl 
oropharynx,  esophagus,  bladder,  sk 
and  cervix. 

In  the  middle  range  are  the  vascul; 
and  connective  tissue  elements 
tumors,  astrocytomas,  and  tumors  < 
growing  cartilage  and  bone.  Relativel 
insensitive  are  carcinomas  of  tl 
breast,  salivary  glands,  liver,  kidney 
and  pancreas.  Also  in  this  resistai 
group  are  thyroid  and  colon  cat 
cinomas,  liposarcomas,  chondrosa 
comas  and  osteogenic  sarcomas. 

Most  resistant  of  all  are  tumors  ( 
muscle  and  nerve  tissue:  rhab 
domyosarcoma,  leiomyosarcoma  an 
ganglioneurofibrosarcoma. 

Another  group  of  factors  must  be  su 
perimposed  on  this  classification.  As  ; 
corollary  to  the  above,  the  tissue  of  ori 
gin  has  its  own  sensitivity  level  and  thi: 
is  directly  related  to  the  sensitivities  o 
tumors  arising  from  them.  At  tht 
cellular  level,  the  sensitivity  is  varied  by 
the  degree  of  differentiation  of  the  cells 
the  rate  of  mitosis,  the  location  of  the 
cell  in  the  mitotic  cycle,  and  the  mitotic! 
potential  of  the  tumor  cells.  At  the  sub- 
cellular  level  it  is  possible,  in  some  in-t 
stances,  to  use  DNA  as  an  index  ol 
radiosensitivity.  In  addition,  as  is  well 
established,  the  vascularity  of  the  sur-i 
rounding  tissues  and  availability  of  ox¬ 
ygen  are  important  sensitivity  deter¬ 
minants. 

( To  be  continued) 


- - -  J 

CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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CALORIES  /  7  oz  Serving* 


Beef  Broth 
Consommd 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell  s  more  than 
50  different  soups  offer  you  a  wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a  wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

*  From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 
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rhere’s  a  soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and,  it’s  made  by  VCUttpOul 


The  History  of  Birth  Control 


After  a  4,000-year  search, 

have  women  finally  found  freedom? 

Abortion  and  infanticide  have,  throughout 
history,  been  the  final  and  desperate  resort  of 
women  who  were  unable  to  control  their  fertility, 
but  for  almost  4,000  years  they  have  soug ht 
ways  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
crocodile  dung  or  tried  to  clog  the  motile  sperm 
with  honey  and  a  gumlike  substance.  The 
women  of  Islam  used  tampons  of  pomegranate 
pulp  and  rock  salt.  In  Japan  they  burned  little  balls 
of  “burning  grass”  on  the  mons  veneris  or,  more 
practically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the 
18th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a  device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  oral 
contraception  and  the  IUD  have  freed  women 
from  this  often  fruitless  search  and  consequer 
suffering,  but  there  are  millions  of  women  in  tt 
United  States  and  elsewhere  who  have  less 
knowledge  of,  and  less  recourse  to,  contracep 
than  Egyptian  women  of  the  Twelfth  Dynasty.! 
Nothing  is  more  urgent  to  all  of  us  than  to  brin' 
them  help.  We  cannot  long  support  the  ecolog 
pressures  of  an  additional  70  million  Earth 
inhabitants  each  year. 


Searle  contributions  to  the  science  of  contraception 


BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  •  Demulen 

Each  while  tablet  contains  ethynodiol  Each  white  tablet  contains:  ethynodiol 

diacetate  1  mg  /mestranol  0  1  mg  diacetate  1  mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®  and  Demulerf  -28  is  a  placebo,  containing  no  active  ingredients. 

Demulen  (for  its  low  estrogen  and  Searle’s  progestin)  and  Ovulen  (with  its 
wide  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
effectiveness  and  a  low  incidence  of  side  effects— both  with  a  choice  of  pill¬ 
taking  schedules. ..simple  “Sunday-starting”  and  patient-proof  Compack* 
tablet  dispensers. 


Actions— Ovulen  and  Demulen  aetto  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  products. 
Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con¬ 
ducted  in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  toler¬ 
ance  to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases 
the  frequency  of  some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  carcinogenicity  due  to  the 
estrogens  can  be  neither  affirmed  nor  refuted  at  this  time.  Close 
clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra¬ 
ception. 

Contraindications  — Patients  with  thrombophlebitis,  thrombo¬ 
embolic  disorders,  cerebral  apoplexy  or  a  past  history  of  these 
conditions,  markedly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes¬ 
tations  of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
of  these  occur  or  be  suspected  the  drug  should  be  discontinued 
immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted 
in  Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a  statistically  significant  association  between  thrombophle¬ 
bitis,  pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
and  the  use  of  oral  contraceptives.  There  have  been  three  principal 
studies  in  Britain'^leading  to  this  conclusion,  and  one4  in  this  country. 
The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
Vessey  and  Doll3was  about  sevenfold,  while  Sartwell  and  associates4 
in  the  United  States  found  a  relative  risk  of  4  4,  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease 
without  evident  cause  as  nonusers.  The  American  study  was  not 
designed  to  evaluate  a  difference  between  products.  However,  the 
study  suggested  that  there  might  be  an  increased  risk  of  thromboem¬ 
bolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a  sudden  onset  of  prop¬ 
tosis,  diplopia  or  migraine  If  examination  reveals  papilledema  or 
retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con¬ 
tinuing  the  contraceptive  regimen  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy  should  be  con¬ 
sidered  at  the  time  of  the  first  missed  period 

A  small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a  Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subpri¬ 
mate  animals  Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  treatment  with  Ovulen  or  Demulen.  Therefore,  if  such 
tests  are  abnormal  in  a  patient  taking  Ovulen  or  Demulen,  it  is  recom¬ 
mended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  prepara¬ 
tions  preexisting  uterine  fibromyomas  may  increase  in  size.  Because 


these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 
In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiag¬ 
nosed  bleeding  per  vaginam  adequate  diagnostic  measures  are  in¬ 
dicated  Patients  with  a  history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a  serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A  decrease  in  glucose  tolerance 
has  been  observed  in  a  significant  percentage  of  patients  on  oral 
contraceptives.  The  mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted.  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep¬ 
tives— A  statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary  embolism  and  cerebral 
thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a  relationship  has  been  neither  confirmed  nor  refuted  for  the  follow¬ 
ing  serious  adverse  reactions:  neuro-ocular  lesions,  e  g.,  retinal  throm¬ 
bosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten¬ 
derness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup¬ 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  rise  in  blood  pressure  in  suscep¬ 
tible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con¬ 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn¬ 
drome,  headache,  nervousness,  dizziness,  fatigue,  backache,  hir¬ 
sutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re¬ 
tention  and  other  tests:  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol 
extractable  protein  bound  iodine,  and  decrease  in  T3 uptake  values; 
metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practioners:  Oral  Con¬ 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen  Pract. 
13. 267-279  (May)  1967.  2.  Inman,  W.  H.  W  ,  and  Vessey,  M.  P:  In¬ 
vestigation  of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Throm¬ 
bosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit  Med  J 
2:193-199  (April  27)  1968  3.  Vessey.  M  P,  and  Doll,  R  :  Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A  Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969 
4.  Sartwell.  P  E  ;  Masi,  A  T  ;  Arthes.  F.  G  ,  Greene,  G  R  ,  and 
Smith,  H  E  :  Thromboembolism  and  Oral  Contraceptives:  An  Epi¬ 
demiologic  Case-Control  Study,  Amer  J  Epidem  90:365-380 
(Nov.)  1969.  1 A7 
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Mylanta 

24  million  hours 

a  day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  fasten  patient  acceptance 
Relieves  G.l.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Stuart 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


meetings 

NOVEMBER 

\nnual  Scientific  Meeting  of  American  Society  of  Cytology, 
November  3-6,  Hilton  Hotel,  Washington,  D.C.  For  fur¬ 
ther  information  contact:  Warren  R.  Lang,  M.D., 
Secretary-Treasurer,  7112  Lincoln  Dr.,  Philadelphia 
191 19. 

American  College  of  Physicians,  November  5-6, 
Philadelphia.  Contact:  Francis  J.  Sweeney,  Jr.,  M.D., 
Thomas  Jefferson  University  Hospital,  1  1th  and  Walnut 
Streets,  Philadelphia  19107. 

American  College  of  Physicians,  November  12-13,  Pitts¬ 
burgh.  Contact:  Donald  W.  Bortz,  M.D.,  517  First  Na¬ 
tional  Bank  Building,  Greensburg,  Pa.  15601. 

National  Society  for  the  Prevention  of  Blindness,  November 
17-19,  Roosevelt  Hotel,  New  York  City. 

American  Cancer  Society,  Nov.  4-6,  New  York  City.  Con¬ 
tact:  Lane  W.  Adams,  219  E.  42nd  St.,  New  York  City 
10017. 

American  Heart  Association,  Nov.  11-14,  Anaheim,  Cal. 
Contact:  Dr.  James  M.  Hundley,  44  E.  23rd  St.,  New 
York  City  10010. 

American  Association  of  Inhalation  Therapy,  Philadelphia, 
Nov.  14-17.  Contact:  Mark  T.  Bowers  3554  Ninth  St., 
Riverside,  Cal.  92501. 

Philadelphia  Allergy  Society,  Nov.  17,  at  College  of 
Physicians,  Philadelphia.  Topic:  “Urticaria  and  An¬ 
gioneurotic  Edema,”  8:30  p.m. 

Annual  Clinical  Convention  of  the  American 
Medical  Association.  Nov.  28-Dec.  3,  New  Orleans,  La. 


Most  holiday  cards 
talk  about  peace, 
good  will, and  joy. 
UNICEF  cards 
do  something 
about  it. 


You're  going  to 
buy  holiday  greeting* 
cards  anyway.  So 
why  not  buy  them 
from  UNICEF? 

UNICEF  cards  provide  badly  needed 
food,  medicines,  and  school  supplies 
for  the  children  of  more  than  100  nations. 
Many  of  them  were  designed  by  the 
world’s  most  famous  artists  as  a  gift  to 
UNICEF. 

For  your  free  color  brochure  listing 
UNICEF  card  selections,  write  to : 

UNICEF  Greeting  Cards, 

Dept.  GC,33lEast  38th  Street, 

New  York,  N.Y.  10016. 


EMERGENCY 

SERVICE 

PHYSICIANS 

Large,  progressive  hospital  has  immediate 
openings  for  Physicians  desiring  careers  in 
Emergency  Medicine.  This  regional  teaching 
hospital  has  700  beds,  a  large  complement  of 
residents  and  interns,  excellent  Emergency 
Service  back-up  facilities,  and  offers  a  mod¬ 
ern  benefits  and  compensation  program. 

Emergency  Service  sees  some  42,000  pa¬ 
tients  per  year  and,  within  the  next  2  years, 
will  be  located  in  a  major  portion  of  the 
newest  hospital  addition. 

If  you  are  licensed  or  eligible  for  reciprocity 
in  Pennsylvania  and  seek  further  information, 
call  or  write: 

RICHARD  S.  EVANS,  M.D. 

(412)  322-0100,  Ext.  292 

ALLEGHENY  GENERAL  HOSPITAL 

320  E.  North  Ave.  Pittsburgh,  Pa.  15212 


COMMUNITY 

MEDICINE 

Exceptional  opportunity  exists  for  a  Pennsyl¬ 
vania  licensed  physician  interested  in  Com¬ 
munity  Medicine.  Position  involves  direction 
of  a  satellite  Health  Services  Center  of 
Allegheny  General  Hospital.  Director  will 
work  with  community  organizations,  County 
Health  Dept,  and  other  health  agencies  in 
providing  comprehensive  health  care.  Ex¬ 
cellent  compensation  package  provided;  40- 
44  hour  work  week. 

If  interested,  please  call  (collect)  or  write: 

RICHARD  S.  EVANS,  M.D. 

Head,  Division  of  Emergency  Medicine 

(412)  322-0100,  Ext.  292 

ALLEGHENY  GENERAL  HOSPITAL 

320  E.  North  Ave.  Pittsburgh,  Pa.  15212 
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Eastern  Section 

AMERICAN  FEDERATION  FOR 
CLINICAL  RESEARCH 

Holiday  Inn,  18th  and  Market  Sts. 

Philadelphia,  Pennsylvania 
Friday  and  Saturday,  December  10  and  11,  1971 
Invited  Speakers 

Allan  J.  Erslev,  M.D. _  “The  Erythropoietic  Feedback  Loop” 

Professor  of  Medicine 
Director,  Cardeza  Foundation 
Thomas  Jefferson  Univ.  Hosp. 

Alfred  P.  Fishman,  M.D _ “Alveolar-Capillary  Form  and  Function” 

Professor  of  Medicine 

Director,  Cardiovascular-Pulmonary  Division 
University  of  Pennsylvania 

Stanton  Segal,  M.D.  -  “The  Ins  and  Outs  of  Membrane  Transport” 

Professor  of  Pediatrics  and  Medicine 
University  of  Pennsylvania 

Sol  Sherry,  M.D - “Perspectives  in  Thrombosis  Research” 

Professor  and  Chairman 
Department  of  Medicine 
Temple  Univ.  Health  Sci.  Ctr. 

No  Registration  Fee.  For  further  information  please  contact: 

Lee  W.  Henderson,  M.D. 

Hospital  of  the  Univ.  of  Pa. 

3600  Spruce  Street  621  Maloney  Building  Philadelphia,  Pa.  19104 
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Dr.  Limberger 
Reviews  'Rewarding’ 
Year  in  Office 


WILLIAM  A.  LIMBERGER,  M.D. 
PMS  Past  President 


A  year  can  seem  long  or  short,  and 
since  I  was  installed  as  President  of  the 
Pennsylvania  Medical  Society,  it  has 
been  a  very  short  one.  It  has  also  been 
a  very  busy,  enjoyable  and  rewarding 
year  for  me. 

The  Society  has  not  accomplished 
all  of  its  objectives,  but  on  the  whole  it 
has  been  a  successful  year,  and  I  would 
like  to  briefly  review  with  you  some  of 
our  new  programs  which  have  been  ac¬ 
tivated. 

Group  Professional  Liability 
Insurance  Program 

This  program,  underwritten  by  the 

1\rgonaut  Insurance  Company  of  Cali¬ 
fornia  and  administered  by  Parker  and 
Company  Inc.  of  Pennsylvania,  be- 
:ame  operational  on  June  1 ,  1971,  and 
Dver  700  members  of  the  Society  have 
)een  insured  since  that  date.  A  Com- 
nission  on  Professional  Liability  In¬ 
surance  consisting  of  one  member 
Torn  each  Councilor  District  has  been 
ormed  with  three  ex  officio  represent¬ 
atives  consisting  of  Pennsylvania  Med- 
cal  Society  legal  counsel,  an  Argonaut 


representative  and  a  Parker  and  Com¬ 
pany  representative.  Each  of  the 
twelve  Councilor  Districts  will  form 
an  Insurance  Committee  composed  of 
at  least  five  members.  The  State  Com¬ 
mission  will  actively  participate  in  the 
program,  including  enrollment  activi¬ 
ties,  review  of  all  appeal  cases  per¬ 
taining  to  coverage  restrictions,  re¬ 
jected  applications  and  cancellations, 
periodic  review  of  all  pertinent  statis¬ 
tical  data  including  claim  and  loss  ex¬ 
perience,  earned  premiums,  reserve 
and  investment  income,  determination 
of  premium  rates  and  review  of  any 
claim  or  suit  settlement  dispute  be¬ 
tween  an  insured  member  and  Ar¬ 
gonaut. 

The  initial  base  rate  level  for  the 
program  is  comparable  to  that  fol¬ 
lowed  by  the  largest  writer  of  physi¬ 
cians’  and  surgeons'  professional  liabil¬ 
ity  insurance  in  Pennsylvania. 

During  the  months  that  the  Sub- 
Committee  on  Medical  Liability  Insur¬ 
ance  of  the  Council  of  Medical  Service 
has  worked  on  this  program,  it  has 
been  my  privilege  to  attend  most  of 


these  meetings  and  to  have  met  several 
of  the  principal  officers  of  Argonaut 
and  Parker.  I  have  been  very  much 
impressed  with  these  officers.  It  is  for 
this  reason,  in  addition  to  the 
soundness  of  the  company,  the  care 
with  which  the  program  was  planned, 
and  the  active  part  to  be  played  by  our 
Commission  on  Liability  Insurance  in 
its  management,  that  I  am  firmly  con¬ 
vinced  of  the  excellence  of  the  pro¬ 
gram.  This  October,  with  the  expira¬ 
tion  of  my  present  insurance  contract, 
will  find  me  enrolled  in  our  new  group 
plan. 

Excess  Major  Medical  Plan 

This  $100,000  excess  major  medical 
plan  with  either  a  $15,000  or  $25,000 
deductible  is  designed  for  members  of 
our  Society  and  underwritten  by  the 
Lumbermens  Mutual  Casualty  Com¬ 
pany.  The  60  month  benefit  period 
commences  on  the  date  that  the  deduc¬ 
tible  is  exceeded  and  pays  80%  of  the 
covered  expenses  incurred  during  the 
benefit  period  to  an  aggregate  max- 
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imum  benefit  of  $100,000  for  any 
sickness  or  illness.  There  are  two  limi¬ 
tations  -  one  for  nervous  or  mental 
disease  for  which  the  covered  expenses 
are  limited  to  $10,000  and  one  when 
confined  to  a  convalescent  nursing 
home  in  which  coverage  is  50%. 

Two  distinct  advantages  are:  (1) 
once  insured,  the  insurance  cannot  be 
cancelled  by  the  company  nor  its 
renewal  refused  as  long  as  the  insured 
pays  the  required  premium,  continues 
his  Pennsylvania  Medical  Society 
membership  and  does  not  enter  Mili¬ 
tary  Service.  The  second  advantage  is 
that  if  the  insured  member  dies,  the  in¬ 
surance  of  the  spouse  and  insured 
dependent  children  under  23  years  of 
age  remains  in  force  upon  proper 
premium  payments. 

The  premiums  are  quite  reasonable 
and  considerably  less  than  you  would 
pay  if  enrolled  as  an  individual.  It  is  to 
your  advantage  to  investigate  this  pro¬ 
gram. 

Pennsylvania  Medical 
Care  Foundation 

You  all  remember  that  the  1970 
House  of  Delegates  approved  in  prin¬ 
ciple  the  concept  of  a  Pennsylvania 
Medical  Care  Foundation  for  further 
development  and  presentation  to  this 
House  of  Delegates.  The  Council  on 
Medical  Service  assigned  this  responsi¬ 
bility  to  a  newly  organized  Sub-Com¬ 
mittee  on  Medical  Care  Foundation 
which  has  devoted  many  hours  of 
work  to  this  task  during  the  past  year. 
Discussions  have  been  held  with  orga¬ 
nizations  such  as  Blue  Cross,  Blue 
Shield,  Hospital  Association  of  Penn¬ 
sylvania,  Keystone  Medical  Society, 
Pennsylvania  Osteopathic  Medical  So¬ 
ciety,  Commonwealth  Insurance  De¬ 
partment  and  the  Health  Insurance 
Council  to  determine  the  nature  and 
extent  of  involvement  and  cooperation 
to  be  expected  from  these  organiza¬ 
tions.  Discussions  and  negotiations 
have  been  held  with  the  Department  of 
Health,  Education  and  Welfare,  the 
Social  Security  Bureau  of  Health  In¬ 
surance,  Pennsylvania  Department  of 
Public  Welfare,  the  United  States 
Senate  Finance  Committee  staff  and 
other  appropriate  organizations  re¬ 
garding  developmental  grants  and  pos¬ 
sible  involvement  of  each  in  an  opera¬ 
tional  grant. 


Articles  of  Incorporation  and  Con¬ 
stitution  and  By-laws  have  been  devel¬ 
oped  and  were  approved  by  the  Board 
of  Trustees  at  its  March  1971  meeting. 
Due  to  the  possibility  of  passage  of 
certain  impending  state  legislation,  the 
Board  of  Trustees  directed  legal 
counsel  to  promptly  proceed  with  in¬ 
corporation  in  consultation  with  the 
Sub-Committee  on  Medical  Care 
Foundation. 

A  detailed  report  concerning  the  or¬ 
ganization  and  operation  of  the  Penn¬ 
sylvania  Medical  Care  Foundation  has 
been  submitted  to  you  by  the  Council 
on  Medical  Service  in  their  Supple¬ 
mental  Report  B.  If  you  have  not  done 
so,  be  sure  to  read  it  completely. 

In  March  1971  a  letter  was  received 
from  Paul  J.  Sanazaro,  M.D.,  Director 
of  the  National  Center  for  Health 
Services  Research  and  Development  of 
the  Department  of  Health,  Education 
and  Welfare,  announcing  a  proposed 
research  project  to  be  conducted  by 
several  State  Medical  Societies  or 
other  interested  groups  and  directed 
toward  improving  the  access  and  qual¬ 
ity  of  health  and  medical  care  and 
toward  moderating  the  cost  of  such 
services,  with  particular  attention  paid 
to  the  mechanism  of  health  care 
review.  Interested  groups  were  asked 
to  file  a  grant  application  for  support 
for  such  a  program.  With  the  approval 
of  the  Board  of  Trustees,  a  grant 
application  for  an  Experimental  Medi¬ 
cal  Care  Review  Organization  was 
filed  by  the  State  Society  in  May  1971. 
After  considerable  correspondence  and 
several  visits  to  Rockville,  Maryland, 
the  grant  application  was  approved 
and  the  Society  was  awarded  a  plan¬ 
ning  grant  in  the  amount  of  $57,120 
for  the  period  July  1,  1971  to  June  30, 
1972.  With  certain  indirect  costs,  this 
grant  totals  $76,000.  The  Board  of 
Trustees,  at  its  August  meeting,  allo¬ 
cated  the  sum  of  $30,000  to  the  proj¬ 
ect  for  the  same  period  of  time.  Penn¬ 
sylvania  Blue  Shield  has  approved  a 
contribution  by  way  of  manpower  and 
computer  time  which  will  be  worth 
over  $150,000.  The  Allegheny  County 
Medical  Society  Foundation  has 
granted  the  sum  of  $5,000,  and  the 
Western  Pennsylvania  Regional  Medi¬ 
cal  Program  has  pledged  services 
valued  at  $11,440.  Additional  con¬ 
tributions  from  industrial  organiza¬ 
tions  in  Pennsylvania  are  being  soli¬ 


cited,  and  it  is  anticipated  that  th 
operating  budget  for  the  year  will  b  ' 
over  $200,000  which  will  enable  th 
Pennsylvania  Medical  Society’s  Medi 
cal  Care  Appraisal  Project  to  carry  ou 
its  objectives.  The  project  is  expectc 
to  extend  over  three  years  and  the  ac 
tivities  planned  for  the  second  am 
third  year  have  been  approved  b 
HEW  subject  to  the  availability  c 
funds. 

This  program  is  one  of  the  most  ex 
tensive  and  important  projects  eve 
carried  on  by  the  Pennsylvania  Medi 
cal  Society.  As  you  know,  the  primar 
purpose  of  the  Pennsylvania  Medics 
Care  Foundation  is  to  develop  a  mech 
anism  for  providing  an  alternat 
means  of  financing  and  deliverin 
health  care  at  a  cost  reasonable  to  bot 
the  consumer  and  the  provider.  It  wi 
also  complement  the  evaluation  am 
development  of  continuing  program 
in  medical  education  sponsored  by  th 
Pennsylvania  Medical  Continuing  Ed 
ucation  Institute. 

This  program  will  be  thorough! 
discussed  at  a  Special  Reference  Core 
mittee  tomorrow  afternoon,  and  it  i 
recommended  that  the  House  of  Deh 
gates  whole-heartedly  support  this  prc 
gram. 

Pennsylvania  Medical  Continuing 
Educational  Institute 

At  the  1 970  meeting  of  the  House  c 
Delegates,  the  members  endorsed  i 
principle  the  concept  of  an  institute  fo 
continuing  education  which  would  b 
jointly  sponsored  and  financed  initial! 
by  the  Pennsylvania  Medical  Societ 
and  other  interested  organizations 
The  House  directed  the  Council  o 
Education  and  Science  to  proceed  wit 
submitting  a  complete  plan  to  th 
Board  of  Trustees  and  Councilors 
soon  as  possible. 

On  January  16,  1971  the  Board  o 
Trustees  and  Councilors  approved  th< 
philosophy,  articles  of  incorporatior 
and  by-laws  of  the  Pennsylvania  Medi 
cal  Continuing  Educational  Institute 
Following  this  a  letter  was  sent  t( 
twenty-one  organizations  ,  in  the  Stat< 
who  are  interested  in  continuing  edu 
cation,  seeking  their  approval  of  th< 
philosophy,  the  articles  of  incorpo 
ration  and  by-laws.  To  date  approva 
has  been  received  from  the  Hospita 
Association  of  Pennsylvania,  the  dean: 
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)f  the  seven  medical  schools,  the  West¬ 
ern  Pennsylvania  Regional  Medical 
Program,  the  Greater  Delaware  Valley 
Regional  Medical  Program,  the  Penn¬ 
sylvania  Tuberculosis  and  Respiratory 
Disease  Association,  the  Pennsylvania 
Department  of  Public  Welfare,  the 
Pennsylvania  Heart  Association  and 
:he  Pennsylvania  Division  of  the 
American  Cancer  Society. 

Articles  of  Incorporation  have  been 
signed  by  representatives  of  the  Penn¬ 
sylvania  Medical  Society,  the  Pennsyl¬ 
vania  Osteopathic  Medical  Association 
and  the  Keystone  Medical  Society  and 
forwarded  to  the  State  for  incorpo¬ 
ration.  When  this  has  been  approved 
by  the  State,  the  organizational  struc¬ 
ture,  the  staff  and  the  funding  neces¬ 
sary  to  operate  such  a  program  will  be 
developed.  It  is  hoped  to  have  this  or¬ 
ganization  functioning  in  the  near  fu¬ 
ture  and  that  overlapping  and  duplica¬ 
tion  of  programs  will  be  avoided, 
together  with  making  accredited  pro¬ 
grams  available  in  all  areas  of  the 
state. 

Emergency  Medical  And 
Health  Services  In  Pennsylvania 

I  would  like  to  call  your  attention  to 
an  exceptionally  fine  white  paper  on 
Emergency  Medical  and  Health  Serv¬ 
ices  in  Pennsylvania  compiled  by  the 
Pennsylvania  Medical  Society  1970 
Commission  on  Emergency  Medical 
Services.  It  was  published  in  the  June 
1971  issue  ot  Pennsylvania  Medi¬ 
cine.  Five  thousand  copies  have  been 
distributed  to  county,  municipal  and 
state  officials,  hospitals  and  other 
agencies  interested  in  Emergency 
Medical  Care.  Its  primary  objective  is 
to  eliminate  the  many  obstacles  to  the 
delivery  of  good  emergency  medical 
care.  The  publication  is  a  must  for 
physicians  engaged  in  emergency  med¬ 
ical  care. 

The  Legislative  Field 

On  January  5,  1971,  our  Pennsyl¬ 
vania  Legislature  came  to  Harrisburg 
for  the  first  year  of  a  two-year  session. 
The  first  nine  months  of  this  first  year 
were  spent  struggling  with  the  biggest 
problem  facing  Pennsylvania  —  the 
matter  of  adequate  taxes  for  funding 
ever-increasing  spending  programs.  I 
will  not  debate  with  you  today  whether 


some  of  these  programs  are  necessary. 
I  can  only  report  that  many  of  the 
health  and  welfare  programs  in  which 
Medicine  has  an  interest  were  not 
being  adequately  financed,  and  hope¬ 
fully,  with  the  passage  of  a  new  tax, 
some  of  these  programs  will  be  better 
off.  I  might  add  that  five  of  the  last 
seven  state  budgets  were  not  com¬ 
pleted  prior  to  their  effective  begin¬ 
ning  dates,  nor  were  they  adequately 
funded  when  they  were  enacted  into 
law.  In  addition,  there  was  a  total  fail¬ 
ure  on  the  part  of  the  Legislature  to 
resolve  revenue  needs  in  1968,  1969 
and  1970;  and  1970  was  the  first  time 
in  history  to  pass  on  one  of  these  in¬ 
complete  budgets  and  mandate  the  in¬ 
coming  administration  to  a  $1  million- 
a-day  deficit. 

Although  most  of  the  Legislature’s 
time  was  spent  trying  to  solve  the  tax 
and  budget  dilemma,  over  fifty  bills  of 
interest  to  Medicine  have  been  in¬ 
troduced  into  the  Legislature.  These 
cover  areas  of  abortion,  blood  banks, 
drugs,  medical  liability,  professional 
licensure  —  all  the  way  to  our  old 
friend,  chiropractic.  Many  of  the  bills 
are  caused  to  be  introduced  as  a  result 
of  action  taken  by  this  House,  and/or 
the  Board  of  Trustees.  Legislative  posi¬ 
tions  of  the  Society  are  determined  by 
you  and  your  officers,  and  are  trans¬ 
mitted  to  the  Legislature  in  form  of 
bills,  amendments  and  testimony. 

It  is  too  early  to  tell  how  successful 
we  will  be  during  this  legislative  ses¬ 
sion,  since  the  game  will  not  be  over  fi¬ 
nally  until  the  end  of  1972,  but  we 
have  reason  to  be  hopeful  in  some  of 
our  attempts.  Perhaps  some  of  the 
most  important  legislation  is  in  the 
medical/legal  area.  We  have  seen  the 
Senate  pass  a  measure  to  limit  the  lia¬ 
bility  of  physicians  and  county  medi¬ 
cal  societies  when  they  participate  in 
mass  immunization  programs.  The 
Senate  has  also  passed  a  measure  to 
prohibit  attorneys  from  contracting 
with  injured  patients  on  a  contingency 
basis,  a  problem  which  has  vexed  this 
House  for  several  years. 

Legislation  is  also  moving  in  the 
area  of  eliminating  the  implied  war¬ 
ranty  from  the  transfusion  of  blood. 
These  are  all  very  critical  and  desper¬ 
ately  needed  pieces  of  legislation.  We 
have  also  participated  in  the  design  of 
much  legislation,  including  the  “Drug, 
Device  and  Cosmetic  Act  of  1971” 


and  the  “Alcohol  and  Narcotic  Abuse 
Control  Act,”  and  have  worked  a  great 
deal  of  time  this  year  on  the  design  of 
a  new  Medical  Practice  Act. 

We  are  also  on  the  threshold  of 
seeing  permitted  the  establishment  of 
Medical  Examiner  systems  in  those  ju¬ 
risdictions  who  feel  able  to  have  them. 
These  are  all  legislative  “musts”  as  far 
as  the  Society  is  concerned,  and,  in 
most  instances,  they  have  been 
requested  by  you,  the  House  of  Dele¬ 
gates. 

This  is  an  extremely  important  ac¬ 
tivity  of  the  State  Medical  Society,  and 
it  must  continue.  However,  to  make 
this  legislative  activity  successful 
requires  the  active  support  of  all  of  the 
county  medical  societies  in  contacting 
their  Representatives  in  Harrisburg  on 
crucial  legislation  as  it  is  being  debated 
in  the  House  or  Senate.  You  will 
always  have  ample  notification  when 
help  is  needed. 

However,  in  order  to  have  the  sup¬ 
port  of  our  legislators  we  have  to  help 
elect  individuals  who  are  sympathetic 
to  the  views  of  medicine,  and  it  is  in 
this  field  that  PaMPAC  can  play  a 
very  important  part.  This  requires 
money,  and  the  source  of  it  should  be 
from  the  members  of  the  Pennsylvania 
Medical  Society  through  contributions 
to  PaMPAC. 

It  is  recommended  that  the  House  of 
Delegates  again  reaffirm  its  support  of 
PAMPAC  and  urge  all  members  of  the 
Pennsylvania  Medical  Society  to  be¬ 
come  active  members  of  PAMPAC. 

Public  Relations 

We  are  constantly  being  reminded 
that  the  public  image  of  the  physician 
is  a  poor  one.  Personally  I  get  a  little 
irritated  with  this  statement,  particu¬ 
larly  when  I  look  at  the  grotesque  and 
distorted  image  of  the  average  accuser. 
Nevertheless,  we  do  have  to  continue 
to  improve  our  relations  with  the 
public.  Of  all  the  different  means  of 
communication  with  the  public,  televi¬ 
sion  is  the  most  successful  and  likewise 
the  most  expensive.  This  past  year  an 
hour  documentary  on  the  Health 
Crisis  was  produced  and  shown  over 
seven  television  stations  in  the  State 
which  gave  us  good  coverage.  It  was 
well  received  and  we  believe  helped  us 
a  lot.  The  coming  year  should  see  the 
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production  of  other  documentaries  in 
other  phases  of  health  and  should  re¬ 
ceive  our  continued  support.  The  cur¬ 
rent  documentary  film  is  available  to 
county  medical  societies  and  any 
public  group  wishing  to  show  it. 

Membership 

The  total  number  of  members  in  the 
Pennsylvania  Medical  Society  has  not 
changed  greatly  in  the  past  eight  years 
ending  in  December  1970,  ranging 
from  a  low  of  1 2,1 86  in  1970  to  a  high 
of  12,318  in  1968.  However,  in  foot¬ 
ball  parlance,  there  does  seem  to  be  a 
shift  to  the  right,  that  is  -  an  increase 
in  the  average  age  of  our  membership. 
There  has  been  a  decrease,  in  the  regu¬ 
lar,  resident  and  military  membership 
and  an  increase  in  the  associate,  affili¬ 
ate  and  disability  classifications.  Fur¬ 
thermore,  the  figures  suggest  that  we 
may  not  be  attracting  as  many  new 
young  physicians  as  we  should. 

Last  fall  a  letter  was  written  to  all 
physicians  licensed  in  Pennsylvania 
who  were  not  members  of  the  Pennsyl¬ 
vania  Medical  Society.  This  included 
all  residents  and  also  all  interns  who, 
while  not  licensed,  were  eligible  for 
membership  in  the  Pennsylvania  Med¬ 
ical  Society.  A  total  of  3,000  letters 
were  mailed,  and  1,200  answers  were 
received.  This  list  of  physicians  natu¬ 
rally  included  physicians  who  had  re¬ 
tired,  some  who  were  living  in  other 
states  or  countries  and  physicians  en¬ 
gaged  in  other  phases  of  medicine  not 
associated  with  the  active  practice  of 
medicine.  We  have  heard  from  physi¬ 
cians  in  all  of  these  different  ca¬ 
tegories,  and  the  answers  have  been 
most  interesting.  The  questions  asked 
were:  (1)  have  you  ever  been  a 
member  of  a  county  or  state  medical 
society?  (2)  if  no  -  why  not;  (3)  would 
you  be  interested  in  joining  or  at¬ 
tending  a  meeting  to  discuss  mem¬ 
bership  in  a  county  medical  society? 
We  heard  from  a  physician  in  India 
who  is  finishing  50  years  of  practice  in 
ophthalmology  in  that  country;  from 
physicians  who  live  in  an  adjoining 
state,  and  from  many  other  groups. 
Some  physicians  who  live  in  an  ad¬ 
joining  state,  belong  to  a  medical  soci¬ 
ety  in  that  state  but  practice  in  Penn¬ 
sylvania.  Some  full  time  physicians 
thought  the  expense  of  membership  in 
the  county  and  State  medical  society 
was  too  much  in  addition  to  dues  in 


their  specialty  and  research  societies. 
Others  believed  that  the  county  and 
State  medical  societies  spoke  only  for 
the  physician  in  private  practice  and 
had  little  to  offer  physicians  engaged 
in  other  phases  of  medicine.  It  was 
surprising  the  number  who  stated  they 
had  never  been  asked  to  join.  Virtually 
all  of  these  letters  have  been  answered. 

In  addition  each  county  medical  so¬ 
ciety  has  been  encouraged  to  change 
their  by-laws  to  permit  interns  to  join. 
A  list  of  all  interns  and  residents  work¬ 
ing  in  each  county  has  been  sent  to  the 
secretaries  of  each  county  medical  so¬ 
ciety  and  the  societies  were  urged  to 
enroll  them  as  members. 

At  the  end  of  1970  our  active  mem¬ 
bership  in  the  AMA  had  decreased 
below  1 1 ,000  so  that  we  lost  one  dele¬ 
gate  to  the  American  Medical  Associa¬ 
tion  House  of  Delegates.  As  of  Sep¬ 
tember  1,  1971,  we  had  10,325  active 
AMA  members  which  looks  as  if  we 
will  have  enough  members  by  De¬ 
cember  30  to  qualify  us  for  a  1 2th  del¬ 
egate. 

It  is  recommended  that  each  county 
medical  society  contact  all  physicians 
in  their  county  who  are  not  members 
of  their  society  and  enroll  them  as 
members. 

Facts  And  Figures 

One  of  the  questions  most 
frequently  asked  me  in  the  past  year 
has  concerned  the  amount  of  time 
spent  in  carrying  out  the  duties  of  this 
office  and  how  I  could  continue  to 
carry  on  the  practice  of  medicine  at 
the  same  time.  Last  fall  I  decided  I 
would  keep  a  log  and  summarize  my 
activities  to  this  House.  The  following 
statements  include  all  visits  on  behalf 
of  the  State  Medical  Society  and  cer¬ 
tain  American  Medical  Association 
activities. 

The  total  mileage  traveled  by  car 
was  21,380  and  by  air  7,880,  making  a 
grand  total  of  29,260.  Forty-four 
county  medical  societies  were  visited, 
mostly  individual  visits,  a  few  combi¬ 
nations  of  more  than  one  county. 

The  annual  meetings  of  the  State 
Medical  Societies  of  Delaware,  Mary¬ 
land,  New  Jersey,  New  York,  Ohio 
and  West  Virginia  were  attended. 
These  were  delightful  occasions,  and 
my  wife  and  I  were  extended  the  ut¬ 
most  kindness  and  hospitality.  I  am 
delighted  that  we  have  most  of  the 
presidents  of  these  Societies  with  us  to¬ 


night. 

The  annual  meetings  of  the  follow 
ing  State  Professional  Organization: 
were  also  attended:  The  Pennsylvani; 
Bar  Association,  the  Pennsylvania  Os 
teopathic  Medical  Association,  th< 
Pennsylvania  Pharmaceutical  Associa 
tion,  the  Pennsyvania  Dental  Society 
the  Pennsylvania  Association  of  Medi¬ 
cal  Assistants,  the  PennsylvanU 
Cancer  Society,  the  Pennsylvania 
Health  Council,  the  Pennsylvania 
Academy  of  General  Practice  and  the 
Pennsylvania  Nurses  Association. 

American  Medical  Association 
meetings  included  the  Scientific  Meet-  1 
ing  in  November  1970,  and  the  Annu¬ 
al  Meeting  last  June,  and  two  meetings 
of  the  Health  Care  Financing  Com¬ 
mittee  of  the  Council  on  Medical  Serv¬ 
ice. 

In  most  of  the  visitations  to  the 
County  Medical  Societies  I  was  ac¬ 
companied  by  a  member  of  the  Ad¬ 
ministrative  Staff  who  participated  in 
the  program  which  we  gave.  I  am 
deeply  grateful  to  these  men  for  their 
help  and  assistance,  and  I  want  to  < 
thank  their  wives  for  allowing  them  to 
accompany  me  on  these  trips  which 
frequently  involved  overnight  stays. 

The  experience  of  visiting  the 
County  Medical  Societies  was  well 
worthwhile,  and  we  were  particularly 
gratified  by  the  interest  shown  and  the 
questions  asked  about  our  various  pro¬ 
grams  and  problems.  We  hope  we  were 
able  to  better  acquaint  the  membership 
with  the  various  State  Society  activi¬ 
ties  and  to  show  them  where  their  dues 
dollars  go.  We  greatly  appreciate  the 
kindness  and  hospitality  shown  by  all 
the  county  medical  societies  at  our  vis-; 
itations.  One  thing  is  sure  -  if  you  want 
to  become  better  acquainted  with  your 
state  and  meet  a  fine  group  of  profes¬ 
sional  men  -  take  this  job. 

Finally,  I  want  to  thank  all  the  ad¬ 
ministrative  staff  of  the  Society  and 
the  members  of  the  councils,  commis¬ 
sions  and  committees  for  their  fine 
support  and  guidance  during  the  past 
year.  To  the  members  of  the  House  of 
Delegates  my  sincere  thanks  for 
having  given  me  the  opportunity  and 
honor  to  serve  as  your  President.  And 
last  I  want  to  thank  my  wife  for  ac¬ 
companying  me  on  many  of  my  trips, 
listening  to  many  of  my  speeches  and 
putting  up  with  my  eccentricities. 
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Approves  Foundation  Progress 


*  House 

i 

The  PMS  House  of  Delegates  in  ses¬ 
sion  last  month  directed  that  work 

I  proceed  “without  delay”  on  the  further 

development  of  the  Pennsylvania  Medi¬ 
cal  Care  Foundation  and  with  the  Med¬ 
ical  Care  Appraisal  Project  currently 
underway.  The  action  was  taken  after  a 
special  reference  committee  of  the 
House  spent  a  full  afternoon  devoted  to 
testimony  concerning  the  foundation. 

The  approved  reference  committee 
report  said,  “The  concept  of  the  Penn¬ 
sylvania  Medical  Care  Foundation  is 
indeed  sound,  and  such  a  foundation 
will  have  a  salutary  effect  upon  the  de- 
elopment  of  a  high  quality  pluralistic 
system  of  medical  care  delivery.” 

The  House  action  following  a  unique 


The  Reference  Committee  was  impressed  with  the  interest 
nd  constructive  concern  expressed  by  a  large  contingent  of 
le  House  of  Delegates.  The  Reference  Committee  was 
leased  to  note  the  wide  acceptance  of  the  general  objectives 
utlined  in  the  Council’s  Supplemental  Report  B  (Pennsyl- 
ania  Medical  Care  Foundation). 

The  Reference  Committee  believes  that  the  objectives  and 
ctivities  set  forth  in  the  Supplemental  Report  are  consistent 
/ith  the  action  of  the  1970  House  of  Delegates  directing  the 
Council  on  Medical  Service  to  consider  the  development  of  a 
ealth  care  financing  and  delivery  mechanism  which  will 
erve  as  a  viable  alternative  to  present  and  proposed  methods. 
Ve  wish  to  commend  the  Council,  its  Subcommittee,  and 
taff  for  an  outstanding  performance  in  developing  the 
eport. 

Your  Reference  Committee  noted  that  there  was  general 
ipproval  of  the  concept  of  peer  review  and  support  of  the 
Research  Plan  of  the  PMS  -  Medical  Care  Appraisal  Project. 
The  Council  is  to  be  commended  not  only  for  developing  the 
)lan  but  also  for  obtaining,  from  other  sources,  the  funds  for 
ts  support.  In  developing  the  objectives  of  the  Research 
Jlan,  the  Reference  Committee  urges  physicians  in  all 
.pecialties,  including  family  physicians,  to  participate  in  the 
ievelopment  of  criteria  for  medical  care  appraisal. 

I  Much  of  the  discussion  before  the  Reference  Committee 
•eflected  interest,  concern,  confusion,  misunderstanding,  and 
mthusiastic  support  of  the  concept  of  the  Pennsylvania  Med¬ 
ial  Care  Foundation.  The  overall  tenor  of  the  testimony  was 
in  support  of  the  objectives  of  the  Medical  Care  Foundation. 


reference  committee  hearing  devoted  to 
a  single  subject  was  recommended  by 
the  Council  on  Medical  Service,  the 
Board  of  Trustees  and  in  the  addresses 
of  President  Limberger,  and  President- 
Elect  Rosemond.  The  special  reference 
committee,  which  in  effect  was  the 
House  functioning  as  a  reference  com¬ 
mittee  of  the  whole,  was  chaired  by 
Ulysses  E.  Watson,  M.D.,  of  Philadel¬ 
phia,  who  was  applauded  for  the 
manner  in  which  the  meeting  was  con¬ 
ducted.  Copies  of  the  report  describing 
foundation  progress  and  the  Medical 
Care  Appraisal  Project  are  available  on 
request. 

The  House-approved  reference  com¬ 
mittee  report  reads  in  part  as  follows: 


Based  on  this  testimony,  your  Reference  Committee 
recognizes  the  need  for  the  development  of  further  details  of 
the  operational  aspect  of  the  Foundation.  In  particular,  the 
Reference  Committee  reviewed  the  draft  of  the  Bylaws  of  the 
Pennsylvania  Medical  Care  Foundation.  The  Reference 
Committee  feels  that  the  Council  should  further  refine  the 
draft  of  the  Bylaws  in  consultation  with  county  medical 
societies,  hospital  medical  staffs,  and  other  participating  and 
cooperating  agencies. 

In  pursuing  the  development  of  the  operational  structure 
and  organizational  relationships  of  the  Medical  Care  Foun¬ 
dation,  the  Council  on  Medical  Service  should  be  urged  to 
continue  the  development  and  expansion  of  cooperative  rela¬ 
tionships  with  hospitals,  governmental  agencies,  third 
parties,  and  public  representatives. 

The  Reference  Committee  was  impressed  with  the  signifi¬ 
cance  of  the  proposed  Program  and  its  long-range  implica¬ 
tions,  and  urges  the  Council  to  proceed,  without  delay,  with 
the  activities  of  the  Medical  Care  Appraisal  Project  and  the 
further  development  of  the  Pennsylvania  Medical  Care 
Foundation. 

In  conclusion,  your  Reference  Committee  believes  that  the 
concept  of  the  Pennsylvania  Medical  Care  Foundation  is 
indeed  sound  and  that  such  a  Foundation  will  have  a  salutary 
effect  upon  the  development  of  a  high  quality  pluralistic 
system  of  medical  care  delivery. 

Mr.  Speaker,  in  accordance  with  this  belief,  your  Refer¬ 
ence  Committee  recommends  adoption  of  this  report  and 
Supplemental  Report  B  of  the  Council  on  Medical  Service. 


Turn  page  for  summary  of  Foundation  Report 
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Pennsylvania  Medical  Care  Foundation 

Summary 


During  1969  the  Pennsylvania  Medical  Society’s  Council 
on  Medical  Service  recognized  the  probable  development  of 
some  type  of  legislation  to  control  health  care  costs,  particu¬ 
larly  hospitalization  premiums.  The  Council  also  was  aware 
of  pending  federal  subsidies  to  promote  the  development  of 
prepaid  (capitation)  group  practice  on  a  more  extensive  basis 
as  an  alternative  to  present  mechanisms  of  financing  and 
delivering  health  care.  The  Council  concluded  that,  while  the 
Pennsylvania  Medical  Society  had  been  reasonably  effective 
in  developing  programs  to  assure  proper  use  of  health  care 
dollars,  it  was  apparent  that  the  developing  problems  of  fi¬ 
nancing  health  care  would  require  an  innovative  statewide 
effort  to  meet  the  challenge.  The  Council  agreed  that,  in  view 
of  the  increased  state  and  federal  legislative  efforts,  there  is  a 
pressing  need  to  develop  a  more  effective  mechanism  by 
which  practitioners  can  collectively  influence  the  planning  of 
health  care  financing  and  delivery  systems. 

The  Council  felt  a  statewide  Medical  Care  Foundation 
would  be  the  best  mechanism  to  achieve  this  objective.  The 
1970  PMS  House  of  Delegates  concurred  with  the  Council’s 
conclusions  and  approved,  in  principle,  the  concept  of  the 
Pennsylvania  Medical  Care  Foundation. 

One  of  the  primary  functions  of  the  Pennsylvania  Medical 
Care  Foundation  will  be  to  develop  statewide  systems,  with 
regional  variations,  necessary  to  carry  out  medical  audit, 
utilization  review,  and  claims  processing  procedures.  The 
Research  and  Development  phase  for  organizing  the  Penn¬ 
sylvania  Medical  Care  Foundation  will  be  carried  out  by  the 
PMS  -  Medical  Care  Appraisal  Project  which  was  approved 
in  July  of  1971  by  the  U.S.  Department  of  HEW’s  National 
Center  for  Health  Services  Research  and  Development.  The 
primary  purpose  of  the  Medical  Care  Appraisal  Project  is  to 
develop  the  procedures  necessary  for  providing  an  alterna¬ 
tive  means  of  financing  and  delivering  quality  health  care  at  a 
cost  reasonable  to  both  the  consumer  and  the  provider. 

In  order  to  achieve  this  basic  objective,  the  Project  will  de¬ 
velop  comprehensive  prospective  and  retrospective  com¬ 
puter  claim  processing  and  utilization  review  systems 
utilizing  the  resources  of  the  Pennsylvania  Medical  Society, 
Blue  Shield,  Blue  Cross,  and  the  Hospital  Utilization  Project 
(HUP).  Following  the  developmental  phase,  the  operational 
phase  will  be  implemented  by  adapting  the  systems  to  the 
health  service  plans  offered  to  consumers  by  the  Pennsyl¬ 
vania  Medical  Care  Foundation  on  a  dual  choice  basis  as  an 
alternative  to  present  delivery  and  financing  methods. 

The  systems  will  be  designed  to:  (1)  develop  the  Pennsyl¬ 
vania  Medical  Care  Foundation  as  an  alternative  health  care 
financing  mechanism  for  the  option  of  the  public;  (2)  qualify 
the  Pennsylvania  Medical  Care  Foundation  as  an  agency  to 


take  leadership  in  developing  a  Professional  Standard: 
Review  Organization  (PSRO)  and  a  Health  Maintenance  Or 
ganization  (HMO);  (3)  provide  the  Pennsylvania  Medical  So¬ 
ciety  with  adequate  resources  to  assist  the  Blues  and  the 
private  health  insurance  industry  in  developing  more  appro-i  i 
priate  cost  control  mechanisms;  (4)  encourage  hospital  medi-  ; 
cal  staffs  to  develop  more  effective  medical  audit  programs  . 
for  the  benefit  of  all  patients,  including  those  who  do  not 
enroll  in  the  Foundation  Program.  The  Program  is  intended 
to  complement  and  assist  in  the  development  of  the  post-j  j 
graduate  medical  education  programs  sponsored  and/or  co¬ 
ordinated  by  the  Pennsylvania  Medical  Continuing  Educa¬ 
tion  Institute  by  identifying  situations  where  the  application 
of  medical  knowledge  might  be  improved. 

The  prospective  or  prepayment  claim  processing  systems  | 
and  retrospective  utilization  review  systems  developed  by  the 
PMS  Medical  Care  Appraisal  Project  (MCAP)  will  be 
adapted  to  the  Foundation  health  care  plans  and  utilized  as 
both  quality  and  cost  control  mechanisms.  In  order  to 
achieve  the  objectives  of  the  Medical  Care  Foundation,  it 
will  be  necessary  to  modify  and  extend  present  claim  proc-  \ 
essing,  utilization  review,  and  medical  audit  procedures  for 
both  inpatient  and  ambulatory  services.  The  claim  proc-  « 
essing  system  will  be  designed  to  identify  individual  claims  . 
which  deviate  from  established  PMS  criteria.  The  utilization 
review  system  will  be  designed  to  identify  deviations  in  pat¬ 
terns  of  care,  utilization  by  institutions  or  individual 
physicians,  and  potential  deficiencies  in  medical  education. 

The  systems  are  intended  to  provide  effective  quality  and 
cost  controls,  reducing  both  the  bureaucratic  interference 
with  medical  practice  and  the  administrative  red  tape  for 
reimbursement  to  physicians  and  hospitals  and  to  provide  a 
basis  for  more  effective  post-graduate  medical  education  pro-  ; 
grams.  Physicians  who  agree  to  participate  in  the  Foundation 
Program  will  have  freedom  of  choice  of  type  of  practice 
(solo,  group,  closed  panel  group)  and  method  of  reimbur¬ 
sement  (fee-for-service,  salary,  or  capitation). 

The  activities  of  the  Pennsylvania  Medical  Care  Founda¬ 
tion  will  be  governed  by  a  Board  of  Directors  which  will  be 
elected  by  the  Pennsylvania  Medical  Society’s  House  of  Del¬ 
egates.  It  will  be  made  up  of  practicing  physicians,  represent¬ 
atives  of  cooperating  organizations,  and  public  represent¬ 
atives.  The  Research  Plan  of  the  Medical  Care  Appraisal 
Project  was  submitted  to  the  1971  PMS  House  of  Delegates 
and  approved.  The  details  of  the  operational  format  of  the 
Pennsylvania  Medical  Care  Foundation  will  be  developed 
for  presentation  at  the  1972  meeting  of  the  House  of  Dele¬ 
gates. 
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INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi¬ 
cal  education  which  include  a  series  of  two  or 
more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  con¬ 
tact  the  director  at  the  address  given  in  the 
course  listing. 

CARDIOVASCULAR  DISEASES 

Sayre;  June  28,  1971 — February  1,  1972 

Rotating  Specialty  Seminar/Cardiovascular  Dis¬ 
ease;  at  Robert  Packer  Hosp.;  1  hr.  per  day;  1  day 
per  week;  17  weeks;  17  hrs.  AAGP  credit 
approved.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
D.M.E.,  Robert  Packer  Hosp.,  Guthrie  Square, 
Sayre  18840. 

Sewickley  Valley  Hospital  November  3-24,  1971 
Hypertension  and  Its  Complications;  in  cooper¬ 
ation  with  Pitt;  Wed.  ea.  week.  Contact  Mrs.  Patti 
Myers,  Medical  Staff  Secretary,  Sewickley  Valley 
Hosp.,  Blackburn  Rd.,  Sewickley  15143. 

DERMATOLOGY 

Sayre;  August  10,  1971 — June  6,  1972 

Rotating  Specialty  Seminar/Dermatology;  at 
Robert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
week;  6  weeks;  6  hrs.  AAGP  credit  approved.  Con¬ 
tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 

ENDOCRINOLOGY 

Sayre;  July  20,  1971— May  23,  1972 

Rotating  Specialty  Seminar/Endocrinology;  at 
Robert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
week;  9  weeks;  9  hrs.  AAGP  credit  approved.  Con¬ 
tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 

FAMILY  MEDICINE 

Hershey;  September  28,  1971 — June  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
1  hr.  per  day;  1  day  per  week;  40  weeks;  40  hrs. 
AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  &  Communi¬ 
ty  Medicine,  M.S.  Hershey,  Hershey  17033. 

GASTROENTEROLOGY 

Philadelphia;  March  3  -  April  7,  1972 

AMA  —  Gastroenterology  Seminar  (Basic  Con¬ 
cepts  in  the  Modern  Diagnosis  &  Management);  at 
Hahnemann;  3V2  hrs.  per  day;  1  day  per  week;  6 
weeks;  21  hrs.  AAGP  credit  requested;  fee  =  $60. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 

GENERAL  MEDICINE 

Abington  Memorial  Hospital;  September  15 — 
December  1 ,  1 971 

Psychiatry  for  the' Family  Practitioner;  by  Mont¬ 
gomery  County  Academy  of  Family  Practice;  2V2 
hrs.  per  day;  1  day  per  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment  =  30; 
fee  =  $25.  Contact  William  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd-.,  Abington  19001. 

Abington  Memorial  Hospital;  January  20 — March 
21,  1972 

Endocrine  Problems  in  Family  Practice;  by 
!Montgomery  County  Academy  of  Family  Practice; 
i2V2  hrs.  ea.  day;  1  day  ea.  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment=30; 
fee  =  $25.  Contact  Will'am  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd.,  Abington  19001. 

Allentown  Hospital;  September  9,  1971  -  June  8, 
1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  1  day  ea. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac¬ 
tice 

ACGP — American  College  of  General  Practi¬ 
tioners  in  Osteopathic  Medicine  and  Sur¬ 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil¬ 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi¬ 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi¬ 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


mo.;  3  hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  =  none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  2  days  ea. 
mo.;  2  hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1  day  ea.  mo.;  3  hrs.  per  day;  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  -  May  16.  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills. Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 

Chester;  September  7,  1971 — May  23,  1972 
AMA —  Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath,  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1  hr.  a  day;  1 
day  per  mo.;  9  hrs.  AAGP  credit  requested.  Con¬ 
tact  John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv¬ 
ices,  Coatesville  VA  Hosp.,  Coatesville  19320. 


DuBois  Hospital;  February  10  -  April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  -  April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 


of  Monroe  County;  3  hrs.  per  day;  1  day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Easton  Hospital,  September  15,  1971  -  June  21, 
1972 

AMA —  What's  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  1  Vi  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  &  Lehigh 
Sts.,  Easton  18042. 


Erie;  September  16,  1971-May  12,  1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  at  St.  Vincent  Hospital;  by  Jefferson  and 
Penn  State;  3  hrs.  per  day;  1  day  per  week;  12 
weeks;  36  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef¬ 
ferson,  1025  Walnut  St.,  Philadelphia  19107. 


Gettysburg;  January  11  -  April  19,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat¬ 
ing  Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital;  October  20,  1971  -  May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  one 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Harrisburg;  September  30,  1971 — January  20,  1972 
Continuing  Education  Program  1971-1972;  at 
Community  General  Osteopathic  Hosp.;  8  Thurs.; 
2Vi  hrs.  per  day;  fee=.$60  ($10  ea.  single  ses¬ 
sion);  AAGP  and  ACGP  credit  requested.  Contact 
Charles  M.  Worrell,  D.O.,  D.M.E.,  Community  Gen. 
Osteopathic  Hosp.,  4300  Londonderry  Rd.,  Harris¬ 
burg  17109. 


Hazleton  State  General  Hospital;  September  1  - 
June  1 

AMA  (required  credit)  —  A  Program  of  Con¬ 
tinuing  Medical  Education;  by  U.  of  Pa.;  IV2  hrs. 
ea.  day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total; 
40  hrs.  AAGP  credit  approved.  Contact  Robert 
Gunderson,  M.D.,  D.M.E.,  Hazleton  State  Gen. 
Hosp.,  Hazleton  18201. 


Johnstown;  September  23,  1971-March  9,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  at  Conemaugh  Valley  Memorial  Hosp.;  by 
Jefferson  and  Penn  State;  7  sessions;  2  hrs.  AAGP 
credit  approved  for  ea.  session.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Kittanning;  December  2  - 16,  1971 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at 
Armstrong  County  Memorial  Hosp.;  every  Thurs.;  6 
hrs.  AAGP  credit  requested,  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Lancaster  General  Hospital;  September  2- 
December  16,  1971 

Ambulatory  Health  Care  Conferences;  IV2  hrs. 
ea.  Thurs.  (except  Thanksgiving);  15  hrs.  AAGP 
credit  approved;  no  fee.  Contact  John  H.  Es- 
benshade,  Jr.,  M.D.,  D.M.E.,  Lancaster  Gen. 
Hosp.,  555  N.  Duke  St.,  Lancaster  17604. 


Lancaster  General  Hosp.;  September  7,  1971 
May  30,  1972 


NOVEMBER,  1971 
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Continuing  Education  Program;  1  day  per  week; 
3  hrs.  per  day;  29  days;  AAGP  credit  requested; 
fee  =  none.  Contact  John  H.  Esbenshade,  Jr., 
M.D.,  Dir.  Med.  Educ.,  Lancaster  General  Hosp., 
555  N.  Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  -  May  25,  1972 

AMA  —  Continuing  Education  Program;  by  Hah¬ 
nemann;  2  hrs.  per  day;  1  day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Lebanon;  November  3,  1971  -  May  2,  1972 
AMA  —  A  Continuing  Medical  Education  Pro¬ 
gram;  by  Jefferson  and  Penn  State;  at  Quentin 
Biding  Academy;  1  day  every-other  mo.;  2  hrs.  per 
day;  8  hrs.  AAGP  credit  requested;  fee  =  none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lewistown  Hospital;  February  9  -  April  12,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP; 
every  Wed.;  30  hrs.  AAGP  credit  requested;  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


Lock  Haven  Hospital;  October  20,  1971  -  April  19, 
1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  17043. 


Meadville;  September  1,  1971  -  May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
ea.  mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be 
announced.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  15,  1971  -  May  17,  1972 
Continuing  Medical  Education  Seminars;  at 
Methodist  Hospital;  1  day  ea.  mo.;  2  hrs.  per  day; 
18  hrs.  AAGP  credit  requested;  fee  =  none.  Con¬ 
tact  John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19143. 


Philadelphia;  October  13  -  December  1,  1971 
Recent  Advances  in  Medicine;  at  Temple;  1  day 
ea.  week;  4V2  hrs.  ea.  day;  AAGP  credit 
requested;  fee  =  $75.  Contact  Albert  J.  Finestone, 
M.D.,  Dept,  of  Med.,  Temple,  Broad  &  Ontario 
Sts.,  Philadelphia  19140. 


Philadelphia;  January  4  -  May  16,  1972 
AMA —  Current  Topics  of  Interest  to  the  Family 
Physician;  at  Jefferson;  2  hrs.  per  day;  1  day  per 
week;  20  weeks;  40  hrs.  AAGP  credit  requested; 
fee  =  $150.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pittsburgh;  August  5,  1971  -  June  22,  1972 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July;  1  hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  =  30; 
fee=none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  -  46th  St.,  Pitts¬ 
burgh  15201. 


Pittsburgh;  September  2,  1971  -  June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1  day  ea.  week;  2  hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  =  $50  for  ea.  10-week  series.  Con¬ 
tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  October  17,  1971 -March  19,  1972 
AMA  —  Workshops  in  Medicine;  at  Western 
Pennsylvania  Hospital;  6  AAGP  credit  hrs.  for  ea. 
course  —  6  in  series;  fee  =  $20  ea.  course  (no 
fee  for  residents,  interns  and  medical  students), 
luncheon  included.  Contact  Postgraduate  Educa¬ 
tion  Secretary,  House  Staff  Office,  Western  Penn¬ 
sylvania  Hosp.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 


Pittsburgh;  October  21,  7971  -  June  1,  1972 
Seminars  for  the  Primary  Physician;  at  Pitt;  2 
hrs.  ea.  evening;  1  day  per  week;  27  weeks;  54 
hrs.  AAGP  credit  requested;  fee  =  $10  per  session 
($150  for  all  27).  Contact  William  M.  Cooper,  M.D., 
Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife  Hall, 
Pittsburgh  15213. 


Pittsburgh;  July  14,  1971  -  June  23,  1972 
Post  Graduate  Medical  Education  Lectures 
— Family  Practice;  at  St.  Margaret  Memorial 
Hosp.;  every  Wed.;  1  hr.  ea.  day;  AAGP  credit 
requested;  min.  enrollment  =  20;  fee  =  none.  Con¬ 
tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  -  46th  St.,  Pittsburgh  15201. 


Pottsville  Hospital;  September  2,  1971  -  June  1, 
1972 

AMA  —A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2  hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee=none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Reading;  September  28,  1971 — May  23,  1972 
1971-1972  Continuing  Education  Program;  at  St. 
Joseph's  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 
1  hr.  ea.  day;  8  hrs.  AAGP  credit  approved.  Con¬ 
tact  Kenneth  M.  Schreck,  M.D.,  Med.  Dir.,  St. 
Joseph's  Hosp.,  Reading  19610. 


St.  Marys;  September  26,  1971  -  March  26,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Scranton;  Fourth  Wednesday  of  each  month  (ex¬ 
cept  November,  December  &  June) 

__  A  Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3  hrs.  ea.  evening; 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  -  June  15,  1972 
AMA  — Continuing  Education  Program;  at  Grand 
View  Hosp.;  by  Hahnemann;  2  hrs.  per  day;  1  day 
per  mo.;  9  months;  18  hrs.  AAGP  and  ACGP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Sharon  General  Hospital;  October  20,  1971 
March  1,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  first 
and  third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  William 
M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt.,  Scaife 
Hall.  Pittsburgh  15213. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A  Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2  hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.  225  S.  Center  Ave., 
Somerset  15501. 


Tunkhannock;  March  8  -  May  10,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  -  Febru¬ 
ary  23,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt., 


Scaife  Hall,  Pittsburgh  15213. 


Wellsboro;  September  15,  1971  -  March  15,  1972  j 
Current  Medical  and  Surgical  Concepts  (An  Eq 
ward  Walter  Clark  Memorial  Education  Program  c 
the  Educational  and  Scientific  Trust)  by  PMS  an 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailor  I 
Memorial  Hosp.;  third  Wed.  every-other  mo.;  1 
hrs.  AAGP  credit  requested;  fee  to  be  announcec 
Contact  PMS  (Continuing  Education),  20  Erfor 
Rd.,  Lemoyne  17043. 


Williamsport  Hospital;  September  10,  1971  :  |- 
March  10,  1972 

AMA  —  A  program  of  Continuing  Medical  Edu 
cation;  by  Jefferson  and  Penn  State;  second  Fr  , 
ea.  mo.  except  Jan.;  3  hrs.  ea.  day;  18  hrs.  AAG 
credit  requested;  fee  =  none.  Contact  John  H 
Killough,  Ph.  D.,  M.D.,  Assoc.  Dean,  Jefferson  'S 
1025  Walnut  St.,  Philadelphia  19107. 


York  Hospital;  September  16,  1971-April  27,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edi  . 
cation;  by  Jefferson  and  Penn  State;  Thursdaj  . 
each  week;  3  hrs.  per  day;  AAGP  credit  approved  ; 
30  weeks;  fee  =  $40  ($8  ea.  session).  Contact  } 
John  H.  Killough,  Ph.D.,  M.D..  Assoc.  Dean,  Jef 
ferson,  1025  Walnut  St..  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12,  1972^June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob-* 1  t 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  16  j 
weeks;  15  hrs.  AAGP  credit  approved.  Contact, 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


INTERNAL  MEDICINE 

Abington  Memorial  Hospital;  September  2 — 
December  16,  1971 

S-Recent  Advances  in  Internal  Medicine;  2  hrs. 
per  day;  1  day  per  week;  15  weeks;  max.  enroll- 
mert  =  40  (internal  medicine);  fee  =  $30.  Contact 
William  H.  Mahood,  Dir.  of  Post-Graduate  Educa¬ 
tion,  Abington  Memorial  Hosp.,  1200  York  Rd.,  Ab¬ 
ington  19001 . 

- 1 

Philadelphia;  October  6,  1971  -  May  31,  1972 
AMA — Internal  Medicine  Reviews;  at  Hah¬ 
nemann;  3  hrs.  ea.  day;  1  day  ea.  week;  32  weeks;  : 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty  —  Hematology  &  Medical  Oncology, 
October  6  to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol-  - 
ogy  &  General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Pittsburgh;  September  13  -  October  15,  1971 
AMA  —  Internal  Medicine  Review  Course;  by 
Pitt  and  Amer.  Coll,  of  Physicians;  at  Pitt;  3  hrs.  a 
day;  2  day  ea.  week;  5  weeks;  33  hrs.  AAGP  credit 
requested;  $50  fee.  Contact  William  M.  Cooper, 
M.D.,  Dir.  of  Cont.  Educ.,  Pitt.  Scaife  Hall,  Pitts¬ 
burgh  15213. 


MALIGNANT  DISEASE 

Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos¬ 
pital.  Contact  Harold  I.  Farber,  M.D.,  Dir.  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  1 9601 . 


NEPHROLOGY 

Sayre;  September  13,  1971 — May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob¬ 
ert. Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  18840. 


NEUROLOGY 

Sayre;  August  9,  1971 — March  21,  1972 
Rotating  Specialty  Seminar/Neurology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
weeks;  9  hrs.  AAGP  credit  approved.  Contact  Paul 
C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  IVi  hrs.  per  day; 

1  day  per  week;  30  weeks;  min.  enrollment  8; 
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ee=$100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  19401. 


OBSTETRICS  &  GYNECOLOGY 
•ittsburgh ;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt;  at 
dagee-Womens  Hosp.;  3’/2  hrs.  per  day;  1  day  per 
veek;  two  successive  Fridays;  7  hrs.  AAGP  credit 
equested;  fee=$50.  Contact  Marvin  C.  Rulin, 
'  /I.D.,  Magee-Womens  Hosp.,  3400  Forbes  St., 
’ittsburgh  15213. 


OPHTHALMOLOGY 

.  ibington  Memorial  Hospital;  September  22, 
971— May  22,  1972 

'  S-Recent  Trends  on  Ophthalmology;  1 V2  hrs. 
er  day;  1  day  per  mo.;  9  mos.  13  hrs.  total;  max, 
nrollment=  15;  fee  =  none.  Contact  William  H. 
lahood,  Dir.  of  Post-Graduate  Education,  Ab- 
igton  Memorial  Hosp.,  1200  York  Rd.,  Abington 
9001. 


PHARMACOLOGY 

Philadelphia;  September  27,  1971  -  January  24, 
972 

I  AMA  —  Experimental  Design,  Statistics  and 
:ortran;  at  Hahnemann;  2  hrs.  per  day;  2  days  per 
veek;  15  weeks;  58  hrs.  AAGP  credit  requested; 
ee  =  $300.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
lont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
j’hiladelphia  19102. 

I - 

hiladelphia  General  Hospital;  September  29, 
971  -  May  31,  1972 

AMA  —  Current  Concepts  in  Clinical  Phar- 
lacology;  by  Hahnemann  and  American  Society 
or  Clinical  Pharmacology  and  Therapeutics;  3 
rs.  per  day;  1  day  per  week;  35  weeks;  105  hrs. 
iAGP  credit  requested;  fee=none.  Contact 
rederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
emann,  230  N.  Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Kbington  Memorial  Hospital;  September  27, 
971 — June  12,  1972 

S-Seminar  in  Psychiatry;  1 V2  hrs.  per  day;  2nd 
ind  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
nent=30;  fee  =  none.  Contact  William  H.  Mahood, 
d.D.,  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001. 


Vbington  Memorial  Hospital;  March  7 — May  9, 
972 

S-Marital  Therapy;  2  hrs.  per  day;  1  day  per 
veek;  10  weeks;  max.  enrollment  =  20;  fee  =  $50. 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate 
Education,  Abington  Memorial  Hosp.,  1200  York 
Id.,  Abington  19001. 


illeptown  Osteopathic  Hospital;  September  22  - 
Jecember  8,  1971 

AMA  —  Adolescence  and  the  Youth  Culture;  by 
lahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
veeks;  20  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & 
"raining,  Dept,  of  Mental  Health  Sciences,  Hah- 
lemann,  230  N.  Broad  St.,  Philadelphia  19102. 


;arlisle  Hospital;  September  24  -  October  22,  1971 
AMA —  New  Dimensions  in  Patient  Care;  by  The 
istitute  of  Pa.  Hosp.  and  PMS;  2  hrs.  per  day;  1 
ay  per  week;  5  weeks;  10  hrs.  AAGP  credit 
equested;  fee  =  $25.  Contact  Sydney  E.  Pulver, 
I  D  ,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
9th  St.,  Philadelphia  19139. 


Iianville;  September  8,  1971  -  April  12,  1972 
AMA —  Psychiatry  and  Community  Mental 
ilea Ith ;  at  Geisinger  Med.  Center;  by  The  Institute 
.f  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per  day;  1  day 
!«er  week;  5  weeks;  12  hrs.  AAGP  credit 
equested;  fee=$5.  Contact  Sydney  E.  Pulver, 
/I.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
'9th  St.,  Philadelphia  19139. 


l-aston  Hospital;  September  27,  1971  -  June  26, 
972 

!  AMA  —  Psychiatry  in  Medical  Practice;  by  Hah- 
lemann;  IV2  hrs.  per  day;  1  day  per  mo.;  9  mos.; 
1 3’/2  hrs.  AAGP  credit  requested;  fee=none.  Con- 
act  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
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Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Lancaster  General  Hospital;  October  20 
November  17,  1971 

AMA —  Drug  Abuse  and  Alcoholism;  by  The  In¬ 
stitute  of  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per 
day;  1  day  per  week;  5  weeks;  10  hrs.  AAGP  credit 
requested;  no  fee.  Contact  Sydney  E.  Pulver,  M.D., 
Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Lancaster  General  Hospital;  November  24- 
December  15,  1971 

AMA  —  Sexual  Problems  in  Family  Medicine; 
by  Hahnemann;  IV2  hrs.  ea.  Wed.;  AAGP  credit 
approved;  no  fee.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  D.M.E.,  Lancaster  Gen.  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604. 


Norristown  State  Hospital;  September  10,  1971  - 
May  12,  1972 

S — Intensive  Review  of  Psychiatry;  114  hrs. 
per  day;  1  day  per  week;  31  weeks;  mm.  enroii- 
ment=8;  fee=$100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists, 
Norristown  State  Hosp.,  Stanbridge  &  Sterigere 
Sts.,  Norristown  19401. 


Norristown  State  Hospital;  October  1  -  December 
10,  1971 

S  —  Group  Therapy;  1 V2  hrs.  per  day;  1  day  per 
week;  10  weeks;  min.  enrollment=  8;  fee  =  $50. 
Contact  John  D.  Pruitt,  M.D.,  Dir.,  Program  for 
Cont.  Educ.  for  Psychiatrists,  Norristown  State 
Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norristown 
19401. 


Norristown  State  Hospital;  January  7  -  February 
18,  1972 

S  —  Management  of  Adolescent  Behavorial 
Disorders;  IV2  hrs.  per  day;  1  day  per  week;  7 
weeks;  min.  enrollment=  8.  fee  =  $30.  Contact 
John  D.  Pruitt,  M.D.,  Dir.,  Program  for  Cont.  Educ. 
for  Psychiatrists,  Norristown  State  Hosp., 
Stanbridge  &  Sterigere  Sts.,  Norristown  19401. 


Norristown  State  Hospital;  March  3  -  May  19,  1972 
S —  Family  Therapy  II;  IV2  hrs.  per  day;  1  day 
per  week;  10  weeks;  min.  enrollment  =  8; 
fee  =  $50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  1 9401 . 


Norristown;  (dates  to  be  announced) 

AMA —  Drug  Abuse  and  Alcoholism;  at  Mont¬ 
gomery  Co.  Mental  Health  Clinics;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per  day;  1  day 
per  week;  12  weeks;  24  hrs.  AAGP  credit 
requested;  fee  =  $25.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  September  7,  1 971  -  June  6,  1972 
S/AMA  —  Advances  in  Psychiatry  and  Beha¬ 
vorial  Sciences;  by  Institute  of  Pa. "Hosp.  and  U.  of 
Pa.;  at  the  Institute;  IV2  hrs.  ea.  day;  1  day  ea. 
mo.;  10  mos.;  fee  =  $50.  Contact  Peter  B.  Bloom, 
M.D.,  Coordinator,  Cont.  Educ.  for  Psychiatrists, 
The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  September  15  -  November  17,  1971 
AMA  —  Sexual  Problems  in  Medical  Practice; 
by  Hahnemann;  2  hrs.  ea.  day;  1  day  ea.  week;  10 
weeks;  AAGP  credit  requested;  fee  =  $75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  4  -  December  6,  1971 
S/AMA  —  Family  Therapy;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Philadelphia  Child  Guid¬ 
ance  Clinic;  2'/2  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6  -  December  8,  1971 

S/AMA  —  Marital  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2V2  hrs.  ea.  day;  1  day  per  week;  10 
weeks;  fee  =$100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 


stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Philadelphia;  October  6,  1971  -  February  16,  1972 
AMA  —  Psychiatric  Problems  of  Children;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  18 
weeks;  36  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Edu.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  7,  1971  -  February  17,  1972 
AMA —  Medical  Hypnosis;  at  The  Institute  of  Pa. 
Hosp.;  by  The  Institute,  PMS  and  PAGP;  4  hrs.  per 
day;  1  day  per  week;  20  weeks;  80  hrs.  AAGP 
credit  requested;  fee=$150.  Contact  Sydney  E. 
Pulver,  M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  13,  1971  -  May  17,  1972 
AMA  —  Seminars  in  Psychotherapy:  Short-term, 
Crisis  &  Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  10  weeks  per  semi¬ 
nar;  AAGP  credit  requested;  fee  =  $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink, 
M.D.,  Dir.  of  Educ.  &  Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  December  2,  1971  -  April  20,  1972 
AMA —  New  Dimensions  in  Patient  Care;  by  The 
Institute  of  Pa.  Hosp.,  PMS  and  PAGP;  at  The  In¬ 
stitute:  2  hrs.  per  day;  1  day  per  week;  18  weeks; 
36  hrs.  AAGP  credit  requested;  fee=$100.  Contact 
Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute  of  the 
Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  -  March  13,  1972 
S/AMA  —  Behavior  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Hospital  of  U.  of  Pa.;  2 
hrs.  per  day;  1  day  per  week;  10  weeks;  fee  =  $100. 
Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Cont. 
Educ.  for  Psychiatrists,  The  Institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  -  February  14,  1972 
S/AMA  —  Psychopharmacology;  by  the  Institute 
of  Pa.  Hosp.  and  U.  of  Pa.;  IV2  hrs.  per  day;  1  day 
per  week;  6  weeks;  fee  =  $100.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi¬ 
atrists,  The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  January  11  -  February  29,  1972 
S/AMA  —  Treating  Today’s  Adolescent;  by  the 
Institute  of  Pa.  Hosp.  and  U.  of  Pa.;  1  VS*  hrs.  per 
day;  1  day  per  week;  8  weeks;  fee  =  $100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for 
Psychiatrists,  The  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  March  1-8  -  May  27,  1972 
AMA  —  Principles  and  Techniques  of  Group 
Psychotherapy;  at  The  Institute  of  Pa.  Hosp.;  by  U. 
of  Pa.;  2  hrs.  ea.  Saturday;  10  weeks;  fee  =  $100; 
max.  enrollment=  1 5.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  March  22  -  May  24,  1972 
AMA  —  Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
weeks;  AAGP  credit  requested;  fee  =  $75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  22  -  May  24,  1972 
S/AMA  —  Advanced  Marital  Therapy  —  Treating 
Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2V2  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Sayre;  July  27,  1971 — May  8,  1972 

Rotating  Specialty  Seminar/Psychiatry;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  10 
weeks;  10  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


Scranton;  September  29  -  December  8,  1971 
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AMA —  New  Dimensions  in  Patient  Care;  at  the 
Casey  Inn;  by  The  Institute  of  the  Pa.  Hosp.,  PMS 
and  PAGP;  2  hrs.  per  day;  1  day  per  week;  12 
weeks;  24  hrs.  AAGP  credit  requested;  fee=$25. 
Contact  Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute 
of  the  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

February  7  -  March  13,  1971;  Philadelphia  (repeat 
May  1  -  June  23,  1972) 

PG/AMA  —  Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  =  $500.  Contact  Frederick  K.  Heath,  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


ARTHRITIS  &  RHEUMATISM 

Continuous;  Philadelphia 

PG/AMA  —  Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2  days  per  week;  4 
weeks;  fee  =  $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 

Continous  (2  or  3  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses;  Fluid  and  Electro¬ 
lyte  Metabolism;  Hypertension  (Clinical  &  Labora¬ 
tory);  Dialysis;  Cardio-Hemodynamics;  Cardiac 
Care  Unit;  Electrophysiology;  Vector-Electrocar¬ 
diography  and  Cardiovascular  Pharmacology; 
Atherosclerosis  and  Lipid  Metabolism;  Phono- 
Echo;  Clinical  Cardiology  and  Cardiovascular  Sur¬ 
gery;  at  Hahnemann;  6,  7,  8,  or  9  hrs.  per  day;  10 
or  15  days;  fee  =  $300  ea.  sub-section.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


March  16-17,  1972;  Philadelphia 
C —  Cardiopulmonary  Resuscitation  Instructors’ 
Training  Course;  at  Emergency  Care  Research  In¬ 
stitute;  by  Pa.  Heart  Assoc,  and  Heart  Assoc,  of 
Southeastern  Pa.;  7  hrs.  ea.  day;  fee  =  $40.  Con¬ 
tact  Emergency  Care  Research  Inst.,  913  Walnut 
St.,  Philadelphia  19107. 


March  21-22,  1972;  Pittsburgh  (repeat  starting 
June  6,  1972) 

C —  Cardiopulmonary  Resuscitation  Instructors 
Training  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
Western  Pa.  Heart  Assoc.;  7  hrs.  per  day;  2  days; 
fee=$40.  Contact  Div.  of  Cont.  Educ.,  Pitt,  1022-H 
Scaife  Hall.  Pittsburgh  15213. 


December  13-17,  1971 ;  Philadelphia 

C/AMA  —  High  Blood  Pressure,  1971  (26th  Hah¬ 
nemann  Symposium);  by  Hahnemann;  at  Sheraton 
Hotel;  7  hrs.  per  day;  5  days;  35  hrs.  AAGP  credit 
approved;  fee  =  $175.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


March  13-15,  1972;  Philadelphia 
C/AMA—  Non-lnvasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  fee  (for  Fellows) —  $60.  Con¬ 
tact  Miss  Carole  Mintz,  Dept,  of  Med.  Ed.,  Ameri¬ 
can  Heart  Assoc.,  44  E.  23rd  St.,  New  York  City 
10010. 


April  10-21,  1972;  Philadelphia 

C/AMA  —  Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah¬ 
nemann;  7  hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  fee  =  $300.  Contact  Frederick 
K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Philadelphia 


C/AMA  —  Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7  hrs.  per  day;  3  days;  21  hrs. 
AAGP  credit  requested;  fee  =  $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses:  Clinical  Pulmo¬ 
nary  Disease;  Inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah¬ 
nemann;  7,  8.  or  9  hrs.  per  day;  20  days;  fee  = 
$350.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


December  6-17,  1971 ;  Philadelphia  (Hahnemann) 
March  14-25,  1972;  Allentown  Hospital 

M/AMA  —  A  Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2  weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


February  28-March  10,  1972;  Philadelphia 

PG  —  Bronchoesophagology;  at  Temple;  $350 
fee;  planned  for  chest  physicians,  thoracic  sur¬ 
geons,  anesthesiologists  and  gastroenterologists. 
Contact  Chevalier  Jackson  Clinic,  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140. 


May  3-6,  1972;  Philadelphia 
C/AMA  —  Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day;  4  days;  25 
hrs.  AAGP  credit  approved;  fee  =  $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


May  25-27,  1971 ;  Pittsburgh 
AMA/C  —  Critical  Care  (Acute)  Medicine;  by 
Pitt  and  American  College  of  Chest  Physicians;  at 
Pitt.  Contact  Esther  BarCarmi,  Registrar,  Con¬ 
tinuing  Education  Programs,  American  Coll,  of 
Chest  Physicians,  112  E.  Chestnut  St.,  Chicago,  III 
60611 


EMERGENCY  MEDICINE 

November  14,  1971-  Scranton 

O —  Emergency  Medicine;  at  Sheraton  Motor 
Inn;  by  Lackawanna  Co.  Med.  Society  and  the 
Greater  Delaware  Valley  RMP;  6  hrs.  AAGP  credit 
approved;  no  fee.  Contact  R.N.  Shoemaker,  Ph.D., 
Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111  E.  End 
Blvd.,  Wilkes-Barre  18703. 


February  7-18,  1972;  Philadelphia  (repeat  May  2- 
13,  1972) 

PG/AMA  —  Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8  hrs.  ea.  day;  10  days;  fee  =  $400. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


March  11,  1972;  Hershey 
O/AMA  —  Emergency  Room  Techniques;  by 
PMS  and  Pa.  Trauma  Committee  of  ACS;  at 
Hershey;  6  hrs.;  min.  enrollment=  50;  fee  =  $10. 
Contact  PMS  (Emergency  Med.  Service),  20  Erford 
Rd.,  Lemoyne  17043. 


ENDOCRINOLOGY 
March  6-31,  1972;  Philadelphia 
PG/AMA  —  Endocrinology  and  Metabolism  Tu¬ 
torial  Courses;  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  =  $350.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

O  —  Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Assoc.;  at  M.S.  Hershey;  6  hrs. 
AAGP  and  ACGP  credit  requested;  fee  =  $100; 
min.  enrollment=  20.  Contact  PMS  (PMS-POA 
Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 
Continuous;  Philadelphia 


PG/AMA  —  Tutorial  Courses:  Basic  Gener 
Medicine  (7-8  hrs.  per  day;  60  days;  fee=$700 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  day 
fee  =  $300)  at  Hahnemann.  Contact  Frederick  I 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  I 
Broad  St.,  Philadelphia  19102. 


As  Requested,  1971;  Philadelphia 

PG — Acute  Care  Medicine  Fellowship  (r< 
training  program  for  women  physicians);  by  M.< 
of  Pa.;  6  hrs.  per  day;  1  yr.  duration.  Contact  Eth 
Weinberg,  M.D.,  Assoc.  Dean,  MCP,  3300  Hen 
Ave.,  Philadelphia  19129. 

As  Arranged;  Philadelphia 
PG — Preceptorship  for  Practicing  Physician; 
at  M.C.P.;  may  be  arranged  as  1  day  per  week  i 
16-week  block  @  $200-$300,  2  weeks  @  $250, 
weeks  @  $375  or  1  month  @  $500;  program 
available  in  Int.  Med.,  Ob.  &  Gyn.,  Pediatrics,  Psj 
chiatry,  Radiology  and  Surgery.  Contact  Gerald  I- 
Escovitz,  M.D.,  Dir.  Regional  Medical  Program  A< 
tivities,  M.C.P.,  3300  Henry  Ave.,  Phi ladelphi 
19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hosp 
tals  (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmorelar 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemau£ 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegher 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 

M  —  Diagnosis  and  Management  of  Hyperter 
sion;  by  Western  Pa.  Regional  Medical  Prograi 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  f 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg 
3530  Forbes  Ave.,  Pittsburgh  15213. 


January,  1972;  Allentown 
January,  1972;  King  of  Prussia 

M  —  The  Physician  and  Addictive  Disease;  by 
PMS,  PAGP,  Pa.  Dept,  of  Health  and  Pa.  Dept,  of 
Welfare;  8  hrs.  AAGP  credit  requested;  min.  en- 
rollment=10,  fee  =  $10.  Contact  PMS,  20  Erford 
Rd.,  Lemoyne  17043. 


December  13-17,  1971;  Philadelphia 

C/AMA  —  High  Blood  Pressure  -  1971;  by  Hah¬ 
nemann;  at  Sheraton  Hotel;  8  hrs.  ea.  day;  4’/2 
days;  35  hrs.  AAGP  credit  requested;  $125  fee. 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ., 
230  N.  Broad  St.,  Philadelphia  19102. 


May  4-6,  1972;  St.  Davids 
C  —  Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  2V2  days;  15  hrs. 
AAGP  credit  approved;  fee  =  $35.  Contact 
Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  19010. 


INTERNAL  MEDICINE 

January  3-7,  1972;  Philadelphia 

C/AMA  —  Workshops  in  the  Physiology,  Patho¬ 
physiology  and  Diagnosis  of  Disorders  of 
Electrolyte  and  Acid-Base  Metabolism;  by  Amer. 
Coll,  of  Physicians;  at  Hospital  of  the  U.  of  Pa.; 
Fee:  Members  and  F.A.C.P.  =$80,  non-members 
=  $125,  candidate  members  and  ACP  Latin  Ameri¬ 
can  Fellows  =  $40.  Contact  Registrar,  Post¬ 
graduate  Courses,  Amer.  Coll,  of  Physicians,  4200 
Pine  St.,  Philadelphia  19104. 


March  20-24,  1972;  Philadelphia 
C/AMA  —  Specifically  Treatable  Diseases  (Em¬ 
phasizing  Pathophysiology  and  Early  Clinical 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn¬ 
sylvania  Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  =  $80,  non-members  =  $125,  candidate 
members  and  ACP  Latin  American  Fellows  =  $40. 
Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


MALIGNANT  DISEASE 

November  1-26,  1971;  Philadelphia  (repeat  Febru¬ 
ary  7  -  March  3,  1972,  and  April  3-28,  1972) 
PG/AMA  —  Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann;  8-9  hrs.  per  day; 
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>0  days;  fee=$400.  Contact  Frederick  K.  Heath, 
yl.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
5t.,  Philadelphia  19102. 


NEPHROLOGY 
lune  5-7,  1972;  Philadelphia 

:  C/AMA  —  Nephrology  for  the  Practicing  Physi- 
;ian;  by  Hahnemann;  at  Holiday  Inn;  7  hrs.  ea. 
jay;  3  days;  21  hrs.  AAGP  credit  requested;  $125 
ee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont. 
•due.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
3hiladelphia 

PG/AMA —  Tutorial  Courses:  Clinical  Neurophy¬ 
siology  (2  hrs.  per  day;  1  day  per  week; 
ee  =  $250);  Neuropathology;  Adult  Neurology;  Pe¬ 
diatric  Neurology  (5-6  hrs.  per  day;  60  days; 
ee=  $1,000);  at  Hahnemann.  Contact  Frederick  K. 
death,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
3road  St.,  Philadelphia  19102. 


PATHOLOGY 

November  19-20,  1971;  Philadelphia 
C/S/AMA —  Cytology;  at  Jefferson;  7  hrs.  per 
day;  14  hrs.  AAGP  credit  requested;  minimum  reg- 
istration  =  25;  maximum  registration  =  50; 
fee=$200.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


PEDIATRICS 

April  13,  1972;  Hershey 

O  —  Maternal  and  Child  Health  Institute;  by 
PMS  and  Pa.  Dept,  of  Health;  at  M.S.  Hershey;  7 
hrs.  AAGP  credit  requested;  min.  enroll- 
ment=100,  fee  =  $15.  Contact  PMS  (Matern. 
Health),  20  Erford  Rd.,  Lemoyne  17043. 


May  9-12,  1972;  Philadelphia 
C  —  Twenty-first  Pediatric  Postgraduate  Semi¬ 
nar;  by  Temple;  at  St.  Christopher’s  Hosp.  for 
Children;  6  hrs.  ea.  day;  24  hrs.  AAGP  credit 


requested;  $100  fee.  Contact  John  B.  Bartram, 
M.D.,  St.  Christopher’s  Hosp.  for  Children,  2600  N. 
Lawrence  St.,  Philadelphia  19133. 


RADIOLOGY 

Continuous;  Philadelphia 

PG/AMA — Cardiac  Radiology;  at  Hahnemann; 
8  hrs.  per  day;  5  days  per  week;  3  weeks;  fee  = 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


SURGERY 

January  23-29,  1972;  Pittsburgh 

C  —  Concepts  of  Soft  Tissue  Surgery;  at  Mercy 
Hospital;  by  Amer.  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.;  fee  =  $400  (special 
rates  for  residents  and  military  personnel).  Con¬ 
tact  John  T.  Dickinson,  M.D.,  D.Sc.,  G-2  M.D. 
Bldg.,  1501  Locust  St.,  Pittsburgh  15219. 
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PHYSICIANS  WANTED 

To  head  Child  Psychiatric  Services  in 

irogressive  expanding  comprehensive 
Ylental  Health  Center  in  the  city  of 
Jhiladelphia.  Dynamic,  creative,  imag- 
native  and  daring  individual  wanted. 
Ihould  be  willing  to  explore  group 
pproaches  to  treatment  and  partici- 
>ate  in  related  services  of  consultation 
o  the  community.  Familiarity  with 
he  work  of  comprehensive  mental 
lealth  centers  desirable  but  not  man- 
latory.  Fringe  benefits.  Northeast 
Community  Mental  Health  Center, 
toosevelt  Blvd.  &  Adams  Ave.,  Tel: 
215)  743-1600,  Personnel  Depart¬ 
ment. 

Emergency  Room  Physician  —  Full 
Time;  Accredited  325  bed  general  hos¬ 
pital  active  approved  internship  and 
■esidency  programs;  excellent  benefits, 
iubmit  resume  to:  Administrator, 
Robert  Packer  Hospital,  Sayre,  Pa. 
18840. 

General  or  Family  Practitioners 

leeded —  to  locate  in  Northeastern  Pa. 
Excellent  opportunity  to  join  a  five- 
nan  group  practicing  comprehensive 
nedicine.  Located  in  Endless  Moun- 
ains.  Hunting,  fishing,  boating  and 
;kiing.  Three  hours  from  metropolitan 
ireas.  Affiliated  with  private  hospital, 
fully  accredited,  and  modern  extended 
pare  facility.  Contact  Eudora  S.  Ben¬ 
nett,  R.N.,  Administrator,  Montrose 
beneral  Hospital,  Montrose,  Pa. 
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18801.  Telephone  collect:  (717)  278- 
3801. 

Pediatrician  —  Board  eligible  or  cer¬ 
tified.  Licensed  in  Pennsylvania  or  eli¬ 
gible.  Geographically  full  time  with 
teaching  and  patient  care  responsi¬ 
bilities.  Affiliated  with  medical  school 
and  nearby  children's  hospital.  Salary 
open.  Send  resume  to  N-79,  P.O.  Box 
2069,  Philadelphia,  Pa.  19103. 

Coatesville  -  Internist  or  General  Prac¬ 
titioner  needed  for  appointment  on  the 
Medical  Infirm  section  on  Medical 
Services  in  accredited  VAH  -  38  miles 
west  of  Philadelphia.  Affiliated  with 
Thomas  Jefferson  University  School  of 
Medicine.  License  any  state.  Salary 
range  $17,761  through  $29,907,  com¬ 


mensurate  with  training  and  experi¬ 
ence.  Excellent  fringe  benefits.  Contact 
chief  of  staff,  VAH,  Coatesville,  Pa. 
19320  —  Equal  Opportunity  Employ¬ 
er. 

Wanted  —  family  physicians,  internist, 
pediatrician,  and  orthopedist  for  solo 
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obituaries 

O  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O  Thomas  H.  Llewellyn,  Philadel¬ 
phia;  University  of  Pennsylvania 
School  of  Medicine,  1912;  age  87;  died 
August  10,  1971.  He  was  a  general 
practitioner  for  more  than  60  years.  His 
wife,  one  brother,  and  three  sisters  sur¬ 
vive  him. 

O  Edwin  R.  Raymaley,  Pittsburgh; 
College  of  Physicians  and  Surgeons, 
Baltimore,  Md.,  1904;  age  93;  died 
August  8,  1971.  He  is  survived  by  a 
daughter  and  a  son,  Edwin  R. 
Raymaley,  Jr.,  M.D.,  Plattsburgh,  N.Y. 
O  Oscar  E.  Salter.  Fort  Lauderdale, 
Fla.;  Medico-Chirurgical  College  of 
Philadelphia,  1909;  age  89;  died 
August  15,  1971.  Dr.  Salter  had  been  a 
practicing  physician  in  Shamokin.  A 
son  and  a  daughter  survive  him. 

O  Albert  G.  Santarelli,  West 
Chester;  University  of  Pennsylvania 
School  of  Medicine,  1961 ;  age  36;  died 
August  1,  1971.  He  was  a  member  of 
the  American  College  of  Surgeons  and 
of  the  American  Academy  of 
Orthopaedic  Surgeons.  In  addition  to 
his  wife,  a  daughter,  two  sons,  three 
brothers,  and  a  sister  survive  him. 

O  Markley  R.  Seibert,  Reading; 
Hahnemann  Medical  College,  1928; 
age  68;  died  July  27,  1 97 1 .  A  daughter, 
a  son,  a  brother,  and  a  sister  survive 
him. 

O  James  M.  Steele,  Lehighton;  Jef¬ 
ferson  Medical  College,  1933;  age  63; 
died  July  31,  1 97 1 .  He  was  chief  of  staff 
and  chief  of  surgery  at  Coaldale  State 
General  Hospital  and  was  a  fellow  in 
the  American  College  of  Surgery.  His 
wife  and  two  sons,  one  of  whom  is  John 
E.  Steele,  M.D.,  Lehighton,  survive 
him. 

O  Alfred  G.  Zangrilli,  Pittsburgh; 
Jefferson  Medical  College,  1955;  age 
44;  died  August  4,  1 97 1 .  He  is  survived 
by  his  wife,  three  daughters,  and  a  son. 
O  Joseph  L.  Bryant,  Washington; 
Western  Reserve  University  School  of 
Medicine,  1941;  age  59;  died  Sep¬ 
tember  12,  1971.  He  served  on  the  fac¬ 
ulty  of  Washington  Hospital  School  of 
Nursing  and  was  physician  at  Washing¬ 
ton  and  Jefferson  College  for  fifteen 
years.  He  is  survived  by  his  wife,  two 
daughters,  two  sons,  and  two  brothers. 
O  J.  Loomis  Christian,  Harrisburg; 


University  of  Pittsburgh  School  of 
Medicine,  1926;  age  74;  died  Sep¬ 
tember  5,  1971.  He  was  a  general  prac¬ 
titioner,  an  instructor  of  nurses  at  Har¬ 
risburg  Hospital,  and  chairman  of  med¬ 
ical  examiners  of  the  Dauphin  County 
Board  of  Public  Assistance.  He  is  sur¬ 
vived  by  his  wife. 

O  Harold  B.  Cooper,  Scranton;  Hah¬ 
nemann  Medical  College,  1 924;  age  76; 
died  August  20,  1971.  His  wife,  a 
daughter,  and  a  son  survive  him. 

O  Vincent  D.  Gallizzi,  Kingston; 
University  of  Naples,  Italy,  1921;  age 
74;  died  September  12,  1971.  He  was  a 
diplomate  of  the  American  Board  of 
Otolaryngology,  the  American  Board 
of  Ophthamology,  and  of  the  Interna¬ 
tional  College  of  Surgeons.  He  is  sur¬ 
vived  by  his  wife,  three  sisters,  and  a 
brother. 

O  John  S.  Gates,  Mt.  Joy;  University 
of  Pennsylvania  School  of  Medicine, 
1 934;  age  64;  died  September  11,  1971. 
He  was  chief  medical  officer  of  the  U.S. 
Armed  Forces  Induction  Station,  Bal¬ 
timore,  Md.,  post  surgeon  at  the  New 
Cumberland  Army  Depot,  and  chief 
medical  officer  at  Fort  Meade  Per¬ 
sonnel  Center.  He  was  also  a  Lt.  Com¬ 
mander  with  the  U.S.  Public  Health 
Service. 

O  James  W.  Gilchrest,  Greensburg; 
University  of  Pittsburgh  School  of 
Medicine,  1944;  age  50;  died  Sep¬ 
tember  21,  1971.  Dr.  Gilchrest 

belonged  to  the  American  College  of 
Surgeons,  the  International  College  of 
Surgeons,  and  the  American  Society  of 
Abdominal  Surgeons.  He  was  a 
diplomate  of  the  American  Board  of 
Surgery.  He  is  survived  by  his  wife,  his 
father,  three  daughters,  and  a  son. 

O  Edward  A.  Haegele,  Mechanics- 
burg;  Maryland  Medical  College,  1913; 
age  82;  died  August  25,  1971.  He  had 
been  a  practising  physician  and  Cum¬ 
berland  County  coroner  since  1934.  He 
was  director  of  Seidle  Memorial  Hospi¬ 
tal,  Mechanicsburg.  He  is  survived  by  a 
brother. 

O  Esquire  Hawkins,  Ambler;  Me- 
harry  Medical  College,  1928;  age  70; 
died  September  9,  1971.  He  is  survived 
by  his  wife,  a  step-daughter,  and  two 
sisters. 


O  William  H.  Hollis,  Annville;  Hah¬ 
nemann  Medical  College,  1 966;  age  33; 
died  August  30,  1971.  He  was  a  general 
practitioner  in  Annville.  He  is  survived 
by  his  parents,  his  wife,  a  daughter,  a 
son,  and  a  brother,  Robert  A.  Hollis, 
M.D.,  Lebanon. 

O  James  H.  Householder,  Butler; 
University  of  Pittsburgh  School  of 
Medicine,  1944;  age  51;  died  August 
30,  1971.  He  had  been  pathologist  at 
the  Butler  County  Memorial  Hospital 
for  the  past  five  years.  He  was  a  fellow 
of  the  American  College  of  Patholo¬ 
gists  and  the  American  Society  of 
Clinical  Pathologists.  He  is  survived  by 
his  wife,  a  daughter,  and  a  son. 

O  Clark  L.  Markel,  Zelienople;  Uni¬ 
versity  of  Pennsylvania  School  of  Med¬ 
icine,  1937;  age  60;  died  September  5, 
1971.  He  is  survived  by  his  wife,  a 
daughter,  and  a  son. 

Landislaus  Adamkiewicz,  Folcroft; 
Marquette  University  School  of  Medi¬ 
cine,  1916;  age  77;  died  July  14,  1971. 
He  had  been  a  member  of  the  American 
College  of  Physicians  and  Surgeons  and 
a  founding  fellow  of  both  the  American 
Society  of  Clinical  Hypnosis  and  the 
American  Society  of  Pathologists.  In 
addition  to  his  wife,  he  is  survived  by  a 
brother,  Joseph  Adamkiewicz,  M.D., 
Marquette  University,  and  two  sisters. 

Norman  E.  Anderson,  Tucson, 
Ariz.;  New  York  Medical  College, 
1954;  age  41;  died  July  26,  1971.  He 
was  a  psychiatrist  in  Philadelphia.  He  is 
survived  by  his  wife,  two  daughters,  a 
son,  a  brother,  and  his  parents. 

Robert  R.  Eidlemann,  Freeland; 
Temple  University  School  of  Medicine, 
1955;  age  43;  died  April  5,  1971.  He 
was  a  member  of  the  American  College 
of  Radiology  and  the  North  American 
College  of  Radiology.  Information  con¬ 
cerning  survivors  is  lacking. 

Gloria  Grzybicki,  Bryn  Mawr;  Hah¬ 
nemann  Medical  College,  1971;  died 
August  9,  1971.  She  was  an  intern  at 
Bryn  Mawr  Hospital.  Besides  her 
parents,  she  is  survived  by  a  sister  and  a 
brother. 

Aaron  L.  Holstein,  Broomall;  Uni¬ 
versity  of  Maryland  School  of  Medi¬ 
cine,  1.914;  age  80;  died  April  2,  1971. 
He  is  survived  by  a  niece. 
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cardiovascular  brief 


Anesthesia  in  Patients  with  C-V 

Part  2 


Disease 


James  M.  Fenstermacher,  M.D., 
director  of  anesthesiology,  Reading 
Hospital,  Reading,  Pennsylvania,  is 
questioned  by  William  G.  Leaman,  Jr., 
M.D. 

How  can  the  internist  prepare  the  pa¬ 
tient  with  congestive  failure  for  sur¬ 
gery? 

Mild  to  moderately  severe  conges¬ 
tive  heart  failure  is  a  common  finding 
in  the  elderly  patient  who  has  a  sur¬ 
gical  problem.  This  must  be  treated 
with  digitalis,  diuretics,  serum  electro¬ 
lyte  balancing  measures,  etc.,  before 
surgery  is  attempted.  Preparation  can 
be  accomplished  in  8  to  24  hours, 
using  I.V.  therapy  as  required,  guided 
by  frequent  laboratory  determinations 
of  serum  electrolytes  and  other  in¬ 
dicated  studies. 

Is  steroid  therapy  of  value  pre-  or  post- 
operatively? 

The  use  of  intermittent  steroid  ther¬ 
apy  in  many  elderly  patients  has 
created  a  serious  pitfall  for  the  anes¬ 
thetist.  He  must  suspect  such  problems 
and  not  hesitate  to  use  a  large  single 
I.V.  dose  of  steroid  in  the  treatment  of 
shock-like  states,  either  during  or  after 
operation.  The  equivalent  of  one  to 
three  grams  of  hydrocortisone  is  an  ac¬ 
ceptable  pharmacologic  dose  for  this 
purpose. 

How  do  you  manage  the  anesthetic  in 
patients  who  have  undergone  congeni¬ 
tal,  valvular,  or  coronary  operations 
and  now  face  an  unrelated  surgical 
procedure? 

Many  of  these  patients  have  an  al¬ 
ready  embarrassed  cardiac  output,  at 
best,  so  this  must  not  be  further  jeop¬ 
ardized.  Therefore.  a  narcotic- 
tranquilizer,  nitrous  oxide  and  tubo- 
curarine  sequence  appears  to  offer  the 
least  disturbance  to  myocardial  func¬ 
tion.  Again,  many  patients  may  be  on 


some  type  of  continuous  anticoagulant 
therapy.  Consequently,  an  increased 
tendency  to  blood  loss  must  be  ex¬ 
pected  and  proper  preparation  for 
transfusion  should  be  made  in  ad¬ 
vance. 

Should  a  cardiac  patient  undergoing 
surgery  be  constantly  monitored? 

Electrocardiographic  and,  if  pos¬ 
sible,  intra-arterial  blood  pressure 
monitoring  should  be  carried  out 
before  the  patient  is  anesthetized. 
During  the  operation  continuous  elec¬ 
trocardiogram  monitoring  should  also 
be  done.  If  a  ventricular  arrhythmia 
appears  (multiple  premature  ven¬ 
tricular  contractions,  ventricular  ta¬ 
chycardia,  or  ventricular  fibrillation), 
an  intravenous  infusion  of  lidocaine  (1 
mg  per  kilogram  up  to  100  mg),  with 
or  without  DC  countershock,  is  in 
order.  For  recurrent  or  lidocaine-resis- 
tant  ventricular  arrhythmias,  propran¬ 
olol  in  1  mg  increments  to  a  total  dose 
of  3  to  5  mg  may  be  indicated. 

What  about  the  appearance  of  multiple 
atrial  contractions  or  paroxysmal  atrial 
arrhythmias? 

Multiple  atrial  contractions  or 
paroxysmal  atrial  tachycardia  in  these 
patients  probably  results  from  inade¬ 
quate  therapy  for  heart  failure  or 
digitalis-resistant  myocardiopathy. 
Here  treatment  with  lidocaine  is 
usually  unsuccessful  while  the  use  of 
propranolol  may  increase  the  intensity 
of  the  heart  failure.  However,  in  all 
these  cases,  it  appears  that  a  rapid, 
competent  surgical  operation  con¬ 
ducted  under  the  least  anesthetic  load 
consistent  with  good  surgical  condi¬ 
tions  is  well  tolerated  by  most  patients 
with  heart  disease  with  the  exception 
of  those  suffering  from  an  acute 
myocardial  infarction. 

Suppose  a  middle-aged  patient  who 
has  an  acute  mitral  insufficiency  de¬ 


velops  an  urgent  surgical  problem. 
What  is  the  anesthetic  risk? 

Certainly  a  mitral  insufficiency 
presents  an  added  risk,  but  these  pa¬ 
tients  today  can  be  offered  relatively 
safe  anesthesia. 

What  about  the  appearance  of  malign 
nant  hyperpyrexia  in  the  pre-  or  postn 
operative  patient? 

This  complication  is  fortunately 
rare.  Our  aim  should  always  be 
prevention.  Frequent  temperature 
readings  and  constant  monitoring 
should  be  routine.  Since  the  mortality 
is  high  (70  to  75  per  cent),  operation 
should  be  postponed  unless  it  is  an 
emergency,  when  spinal  anesthesia  is 
the  best  choice. 

When  the  patient  gives  a  history  of  a 
previous  myocardial  infarction,  does 
anesthesia  increase  the  possibility  of 
recurrence  of  this  lesion? 

Not  necessarily,  but  if  it  does  occur,  ] 
it  is  usually  about  the  third  postopera¬ 
tive  day.  Therefore,  electrocardiogram 
monitoring  should  be  continued  daily  < 
to  try  to  detect  even  the  "silent  in-i 
farct"  since  narcotics  and  sedatives  i| 
often  may  mask  chest  pain. 

How  long  a  time  should  elapse  after  an 
acute  myocardial  infarction  before  an¬ 
esthesia? 

Surgery  of  any  type  should  be  post- 1 
poned,  if  possible,  for  six  months.  1 
Among  older  patients  today  the  sur¬ 
geon  is  bound  to  have  many  who  give 
a  history  of  angina  and  previous 
myocardial  infarction.  Usually  the 
more  recent  the  infarction,  the  more 
likely  it  is  that  a  second  lesion  of  this 
type  will  occur  during  the  first  post¬ 
operative  week. 

William  G.  Leaman,  Jr.,  M.D.,  edited 
this  Brief  for  the  Council  on  Educa¬ 
tion  and  Science,  in  cooperation  with 
the  Pennsylvania  Heart  Association. 


86 


PENNSYLVANIA  MEDICINE 


TepanilTen-ta 

®  (continuous  release  form) 

(dieHiylpropion  hydrochloride,  N.  F.) 
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When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a  rela¬ 
tively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  'n  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur¬ 
ing  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un¬ 
pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a  few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio¬ 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain. 


arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a  healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A  variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended. 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con¬ 
ditions  such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —  Composition:  Each  white,  beveled,  com¬ 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  Including  those  associated  with  ar¬ 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi¬ 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad¬ 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon¬ 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur¬ 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

MERRELL- NATIONAL  LABORATORIES 
Division  of  Richardson- Merrell  Inc. 

Cincinnati,  Ohio  45215 
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1-3326  (2877) 


Specific  therapy  for  night  leg  cramps 


(bvierrelb) 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a  membership  of 
14,000  medical  assistants  in  more  .than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa¬ 
tional  opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a  short  decade  and  a  half  the 
association  has: 

•  Established  and  conducted  a  certification  program  as  an  incen¬ 
tive  to  self-education. 

•  Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

•  Carried  on  a  continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a  professional  bi-monthly 
journal. 

•  Published  career  materials  and  established  a  scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

•  Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a  whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a  member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I  wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri¬ 
can  Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name  _ 

Business  Address  _  Phone _ 

(Street) 

City _ State _ Zip _ 

Member  of  county  medical  society:  Yes _  No _ 

County _ 

Name  of  Assistants:  Address: 


P.$.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be¬ 
come  a  trade  union  or  collective  bargain¬ 
ing  agency." 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 


anxiety: 
a  time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over¬ 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctivelyi 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium® 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a  sum¬ 
mary  of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma¬ 


chinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon¬ 
tinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re¬ 
ported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal  or  he¬ 
patic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em¬ 
ploy  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend¬ 


ing  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec¬ 
essary.  Variable  effects  on  blood  coagula¬ 
tion  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti¬ 
coagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 
cially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion¬ 
ally  observed  at  the  lower  dosage  ranges. 
In  a  few  instances,  syncope  has  been  re¬ 
ported.  Also  encountered  are  isolated  in¬ 
stances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con¬ 
stipation,  extrapyramidal  symptoms,  in¬ 
creased  and  decreased  libido— all  infre¬ 
quent  and  generally  controlled  with  dos¬ 
age  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re¬ 
ported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad¬ 
visable  during  protracted  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Patients  fell  asleep  quick! 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  -  by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.12 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7  to  8  hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a  limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang¬ 
over”  have  been  relatively  infrequent;  paradoxi¬ 
cal  reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded¬ 
ness  and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 

should  be  prescribed  for  these  patients.) 

■  .  -  - 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz¬ 
ing  Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo¬ 
graphic  recordings. 


Before  prescribing  Daimane  (flurazepam 
HCI),  please  consult  Complete  Product 


Information,  a  summary  of  which  follows: 
indications:  Effective  in  ail  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 


generally  not  necessary  or  recommended. 


Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert¬ 
ness  (e,g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 


only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho¬ 


logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad¬ 
ministering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre¬ 
clude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 


Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres¬ 
ence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall¬ 
ing  have  occurred,  particularly  in  elderly  or 


|  rage  sleep  laboratory  measurements  in  cited  studies 


,1  ameter 

I  e  required  to  fall  asleep 
|<e  t  me  after  onset  of  sleep 
I  nber  of  wakeful  periods  after 
1  nset  of  sleep 
111  sleep  time 
1  il  sleep  percent 


Before  Daimane  On  Daimane 

33.6  min.  17.6  min. 

48.7  min.  22  6  min. 


12.2 

420.0  min. 
88  6 


8.4 

447.5  min. 
94.5 


debilitated  patients.. Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  G!  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak¬ 
ness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 


linical  effectiveness  as 
oven  in  the  sleep  laboratory 


ness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con¬ 
fusion,  restlessness,  hallucinations,  and  ele¬ 
vated  SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac¬ 
tions,  e.g.,  excitement,  stimulation  and  hyper¬ 
activity,  have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


lurazepam  HQ) 


e  30-mg  capsule  h.s. —usual  adult  dosage, 
e  15-mg  capsule  h.s. — initial  dosage  for 
lerly  or  debilitated  patients. 


PENNSYLVANIA 


N 


©  1971  PENNSYLVANIA  MEDICAL  SOCIETY 


Journal  of  the  Pennsylvania  Medical  Society 


PENNSYLVANIA  MEDICINE 


20  Erford  Road 
Lemoyne,  Pennsylvania  17043 


DECEMBER  1971 


VOLUME  74,  NUMBER  12 


Telephone  (717)  238-1635 


GENERAL 


9  Medigram 

1 1  Newsfronts 

1 1  Interview  with  Chairman  of  the  Board 

of  Trustees  David  S.  Masland,  M.D. 

39  Book  Review:  Management  of  Diabetes  Mellitus 
17  Special  Report:  The  Freeze  Affects  You! 

70  Proceedings  of  the  1971  Annual  Session  of  the 
House  of  Delegates 

EDITORIALS 

40  Time  to  Change  the  Law 

40  Let  George  Say  It:  Responsibility 

ARTICLES 

49  Carotid  Cavernous  Sinus  Fistulas 

William  Silvernail,  Jr. 

53  Felty’s  Syndrome  —  The  Role  of  Neutrophils  in  Inflammation 
Leonard  J.  Perloff  and  Francis  E.  Rosato 

55  Serous  Otitis  Media 

E.L.  McKenna 

56  The  Hospital  Library  —  An  Emerging  Partner  for  Education 

Wendy  Ratcliff  Fink  and  Norman  S.  Stearns 

DEPARTMENTS 

37  M.D.'s  in  the  News 

39  New  Members 

41  Correspondence 

39  Advertisers’  Index 

59  Cardiovascular  Brief 

60  Cancer  Forum 

65  Continuing  Education 

69  Classified  Advertising 


PUBLICATION  COMMITTEE 

H.  Thompson  Dale,  M.D.,  State  College 
Chairman 

Leroy  A.  Gehris,  M.D.,  Reading 
George  A.  Rowland,  M.D.,  Millville 
William  C.  Ryan,  M.D.,  Somerset 
Robert  S.  Sanford,  M.D.,  Mansfield 


STAFF 

David  A.  Smith,  M.D.,  Medical  Editor 
Polyclinic  Hospital,  Harrisburg  17105 
Mary  L.  Uehlein,  Managing  Editor 
20  Erford  Rd.,  Lemoyne  17043 
Jeannette  H.  Stevens,  Editorial  Assistant 
20  Erford  Rd.,  Lemoyne  17043 


CONTRIBUTING  EDITORS 

Harry  E.  Bacon,  M.D.,  Philadelphia 
William  C.  Beck,  M.D.,  Sayre 
Mario  N.  Fabi,  M.D.,  Scranton 
Paul  Jay  Fink,  M.D.,  Philadelphia 
M.  Louise  Gloeckner,  M.D.,  Conshohocker 
Samuel  B.  Haddon,  M.D.,  Philadelphia 
A.M.  Hostetter,  M.D.,  Hershey 
Robert  H.  Kough,  M.D.,  Danville 
William  Likoff,  M.D.,  Philadelphia 
Anthony  E.  Maas,  M.D.,  Harrisburg 
Nicolas  M.  Nelson,  M.D.,  Hershey 
Lewis  T.  Patterson,  M.D.,  Harrisburg 
Eugene  P.  Pendergrass,  M.D.,  Philadelphia 
James  R.  Watson,  M.D.,  Pittsburgh 


PENNSYLVANIA  MEDICINE,  established  in  1897,  is  published  representative  is  The  State  Medical  Journal  Advertising  Bureau, 


monthly  as  the  official  publication  of  the  Pennsylvania  Medical  1010  Lake  St.,  Oak  Park,  III.  60301.  A  subscription  is  $5.00  a  year. 


Society.  All  original  papers,  address  changes  and  correspondence 
should  be  directed  to  the  Managing  Editor.  The  advertising  policy 
conforms  with  principles  governing  advertising  in  the  American 
Medical  Association  scientific  publications.  The  national  advertising 


Single  copies  are  fifty  cents.  Second  class  postage  is  paid  at 
Lemoyne,  Pennsylvania.  Send  subscription  requests  and  changes 
of  address  to  PENNSYLVANIA  MEDICINE,  20  Erford  Road, 
Lemoyne,  Pennsylvania  17043. 


2 


PENNSYLVANIA  MEDICINE 


DU-7019 


Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  —  except  look  scary. 

Just  one  suppository  usually  assures  a  predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a  suppository  the  next  morning  usually  cleans  the  bowel  thor¬ 
oughly.  Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


GEIGY  PHARMACEUTICALS,  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION,  ARDSLEY,  NEW  YORK  10502  UNDER  LICENSE  FROM  80EHRINGER  INGELHEIM  G.  M.  B.  H. 


An  epidemic  that's  striking  home. . . 


There  were  more  than  16,000  reported  cases  of 
gonorrhea  in  the  Keystone  State  last  year... 
almost  75  percent  of  them  in  Philadelphia  alone 


In  Pennsylvania . . .  and  everywhere  else . . . 
a  new  alternative 


Irobkin 


SPECTINOMYCIN 
E. 


LORIDE, 


single-dose  treatment  for 
intramuscular  use  only 

a  chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 
and  cure  are  defined  on  page  3  of  advertisement). 

Assurance  of  a  single-dose,  physician-controlled 
treatment  schedule 

No  allergic  reactions  occurred  in  patients  with 
an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin 
antibody  studies  were  not  performed 
Active  against  most  strains  of 
Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A  single  two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  15  mcg/ml 
present  8  hours  after  dosing). 


*Data  compiled  from  reports  of  14  investigators. 


NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Since  the  treatment  of  syphilis  demands  prolonged 
therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  of  syphilis,  patients  being  treated  for  gonorrhea 
should  be  closely  observed  clinically.  Monthly  serological  follow-up 
for  at  least  3  months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  of  this  advertisement. 


liobicin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a  decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica¬ 
ble  disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeoe  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a  few  years  ago  now 
result  in  a  significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeoe 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G  remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a  non¬ 
penicillin,  intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a  single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a  new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  of  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer¬ 
vicitis  and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeoe. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a  single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2  gram  dose  I.M.  in  acute  gonorrheal 
urethritis. Single  4  gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4  grams  intra¬ 
muscularly  is  preferred. 

Adult  female:  Single 4  gram  dose  I.M.  (should  be  divided  be¬ 
tween  two  gluteal  injection  sites)  in  acute  gonorrheal  cer¬ 
vicitis  and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  Intramuscularly* (Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2  grams 

475 

457 

96% 

4  grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4  grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon¬ 
orrhoeoe  on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2  days  post-treatment 
in  males  and  at  least  7  days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi¬ 
dence  of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re¬ 
lapses  or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single¬ 
dose  clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norma 
human  volunteers,  the  following  were  noted:  a  decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mul¬ 
tiple-dose  studies  in  normal  volunteers,  a  reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon¬ 
strated  no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

**Medical  Research  Files,  The  Upjohn  Company 


a  chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 

""Trobkin 


single-dose  treatment  for  intramuscular  use  only 


erileTrobicin® 

oectinomycin  di hydrochloride  penta- 
'drate)— For  Intramuscular  injection: 
gm  vials  containing  5  ml  when  reconsti- 
ed  with  diluent.  4  gm  vials  containing 
!  ml  when  reconstituted  with  diluent. 
t  aminocyclitol  antibiotic  active  in  vitro 
gainst  most  strains  of  Neisseria  gonor- 
oeae  (MIC  7.5  to  20  mcg/ml).  Defini- 
e  in  vitro  studies  have  shown  no  cross 
distance  of  N.  gonorrhoeae  between 
abicin  and  penicillin. 

dications:  Acute  gonorrheal  urethri- 
i|  and  proctitis  in  the  male  and  acute 
onorrheal  cervicitis  and  proctitis  in  the 
ifnale  when  due  to  susceptible  strains 
*  N.  gonorrhoeae. 

^ntraindications:  Contraindicated  in 
pitients  previously  found  hypersensitive 
f  Trobicin.  Not  indicated  for  the  treat- 
tent  of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
crhea  may  mask  or  delay  the  symp- 
ijns  of  incubating  syphilis.  Patients 
$ould  be  carefully  examined  and 
ninthly  serological  follow-up  for  at  least 
(months  should  be  instituted  if  the  diag- 
rsis  of  syphilis  is  suspected. 

Zfety  for  use  in  infants ,  children  and 
CKtnant  women  has  not  been  estab- 
Iked. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ¬ 
uals.  Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel¬ 
opment  of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re¬ 
actions  were  observed  during  the  single¬ 
dose  clinical  trials:  soreness  at  the  injec¬ 
tion  site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler¬ 
ance  studies  in  normal  human  volun¬ 
teers,  the  following  were  noted:  a  de¬ 
crease  in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka¬ 
line  phosphatase,  BUN  and  SGPT.  In 
single  and  multiple-dose  studies  in  nor¬ 
mal  volunteers,  a  reduction  in  urine  out¬ 
put  was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 

changes  indicative  of  renal  toxicity. 

* 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Male—  single  2  gram  dose  (5  ml)  intra¬ 
muscularly.  Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther¬ 
apy  should  receive  4  grams  (10  ml).  In 
geographic  areas  where  antibiotic  re¬ 


sistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramus¬ 
cularly  is  preferred. 

Female  —  single  4  gram  dose  (10  ml)  in¬ 
tramuscularly. 

How  supplied:  Vials ,  2  and  4  grams 
—  with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5  and  10  ml 
respectively  with  a  concentration  of  spec- 
tinomycin  dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  —  for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab¬ 
sorbed  after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8  hours.  A  four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8  hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b  i  s(lwb) 
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ITS  NO  SECRET... 

that  the  Pennsylvania  Medical 
Society’s  professional  liability  insurance 
program  is  off  to  a  flying  start... 


with  YOU  aboard,  its  success  will  be  assured ! 


The  Pennsylvania  Medical  Society 
is  gratified  and  encouraged  by  the  ex¬ 
traordinary  success  to  date  of  the  So¬ 
ciety-sponsored  Professional  Liability 
Insurance  Program  which  went  into  ef¬ 
fect  June  1,  1971 .  The  unfavorable  in¬ 
surance  market  conditions  which 
prompted  the  Society’s  sponsorship  of 
such  a  program,  including  arbitrary 
cancellations,  non-renewals  or  refusals 
to  write  newly  licensed  physicians,  still 
exist.  Under  the  circumstances,  it  is 
still  in  the  best  long-term  interests  of 
all  PMS  members  to  transfer  their  indi¬ 
vidual  malpractice  insurance  coverage 
as  promptly  as  possible. 

The  PMS  Program  is  completely 
“doctor-oriented,”  having  been  design¬ 
ed  to  provide  long-term  coverage  and 
adequate  limits  at  the  best  possible 
cost,  in  addition  to  giving  the  Society, 
on  behalf  of  its  members,  an  opportu¬ 
nity  to  participate  in  all  important  pol¬ 
icy-making,  administration  and  loss 


prevention  aspects  vital  to  the  Pro¬ 
gram’s  success. 

The  program  is  being  underwrit¬ 
ten  by  the  Argonaut  Insurance  Com¬ 
pany,  a  well  established,  “A+AAAA” 
rated  casualty  insurance  carrier  with 
assets  in  excess  of  $180,000,000  and 
considerable  experience  in  the  medical 
liability  field.  The  exclusive,  full-time 
administrator  of  the  program  is  Parker 
&  Co.  Inc.  of  Pennsylvania,  one  of  the 
country’s  leading  insurance  brokerage 
firms. 

In  review,  the  major  points  of  the  pro¬ 
gram  are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 
Parker  &  Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a  minimum  of  five 


years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis¬ 
trict  committees. 

4.  No  member’s  application  will  be  de¬ 
clined  except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre¬ 
gate  limit  of  $300,000  with  excess 
limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res¬ 
idents  and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil¬ 
ity  insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur¬ 
ance  coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a  unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover¬ 
age  on  a  long  term  basis.  However,  a 
broad  based,  high  degree  of  member¬ 
ship  involvement  is  essential  to  make 
this  program  a  success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro¬ 
gram  when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

i - 1 

I  Mail  to: 

Parker  &  Co.,  Inc.  of  Pennsylvania 

1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103 

Attention:  Mr.  A.  John  Smither,  Vice  President 

I  Name _ 

Office  Address _ 

|  Telephone  No. _  I 

Medical  Specialty _ 

|  Date  your  professional  liability  insurance  expires _ 

Present  Carrier _ 

I  am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance 
Program.  Please  send  me  an  application.  □  i 


An  insurance  program  sponsored  and  supported  by  the  PMS. 
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Welfare  Department  Rescinds  72-Hour  Review 

The  Department  of  Public  Welfare  has  reported  to 
Society  officials  that  it  has  rescinded  the  72- 
hour  hospitalization  review  requirement  of  its 
controversial  Memorandum  1 6.  The  action  followed 
meetings  with  Pennsylvania  Medical  Society  repre¬ 
sentatives.  Apparently  the  other  provisions  of 
Memo  16  are  unaffected.  The  change  is  being 
announced  in  detail  in  a  Medical  Assistance  bulle¬ 
tin  being  mailed  by  the  Welfare  Department. 


DR.  MARSHALL  TESTIFIES  The  House  Ways  and  Means  Committee  has  con¬ 

cluded  public  hearings  on  National  Health 
Insurance  and  is  holding  closed  sessions  from  which  will  come  the 
committee’s  bill  for  House  consideration.  Matthew  Marshall,  Jr.,M.D., 
of  Pittsburgh,  a  member  of  the  PMS  Council  on  Medical  Service  and 
chairman  of  the  Medical  Care  Appraisal  Project,  testified  during  the 
final  week  of  hearings  and  urged  that  the  "Bennett  Amendment,"  call¬ 
ing  for  establishment  of  Professional  Standards  Review  Organizations, 
be  included  in  the  legislation.  Dr.  Marshall’s  testimony  supported 
the  AMA  Medicredit  plan.  It  explained  the  Society’s  research  and  de¬ 
velopment  project  as  a  means  to  establish  comprehensive,  computerized 
claim  processing,  medical  audit,  and  utilization  review,  with  the  aim 
of  "improving  the  productivity  of  the  health  dollar  and  the  quality 
of  health  services."  Dr.  Marshall  also  testified  at  Insurance  Depart¬ 
ment  hearings  in  Pittsburgh  on  a  request  for  a  rate  increase  by  Blue 
Cross  of  Western  Pennsylvania.  John  Helwig,  Jr.,  M.D.,  of  Philadel¬ 
phia,  represented  the  State  Society  at  similar  hearings  in  Harrisburg. 
lBoth  urged  that  maintenance  of  high  quality  in  hospital  care  must  not 
ibe  overlooked  in  an  effort  to  cut  costs. 

| STATE  ATTACKS  SICKLE-CELL  ANEMIA  The  first  state-funded  attack  on 

sickle-cell  anemia  was  authorized 

j recently  when  Governor  Milton  J.  Shapp  signed  into  law  an  appropria¬ 
tion  bill  providing  $77^630  to  fight  the  disease.  The  Department  of 
Health  will  establish  a  program  of  detection,  treatment,  counseling, 
public  education  and  research,  which  will  operate  out  of  Children’s 
Hospital  in  Philadelphia.  Congress  is  considering  legislation  that 
would  add  federal  support  to  the  program. 

METHADONE  USE  SUPPORTED  The  Food  and  Drug  Administration  and  the 

Bureau  of  Narcotics  and  Dangerous  Drugs 
have  testified  in  support  of  the  use  of  Methadone  in  maintenance 
treatment  of  heroin  addiction  in  hearings  before  the  House  Commerce 
Committee’s  subcommittee  on  health  and  environment,  but  cautioned  that 
strict  controls  must  be  maintained  to  prevent  diversion  and  misuse. 

DECEMBER,  1971 
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VITAMIN  C  AND  THE  COMMON  COLD  Physicians  can  be  prepared  for  a  new, 

bombardment  of  questions  on  the  use  jl 
of  vitamin  C  to  prevent  colds.  December  1  was  the  publication  date 
of  a  book  written  for  laymen  by  Edme  Regnier,  M.D.,  entitled  "There  ii| 
a  Cure  for  the  Common  Cold."  The  book  advocating  vitamin  C  use  follow 
publication  in  "Review  of  Allergy"  in  1968  of  the  doctor’s  scientific  I 
findings  based  on  ten  years  of  research.  There  are  growing  questions  I 
--pro  and  con--  about  the  use  of  vitamin  C. 

MANPOWER  BILL  SENT  TO  PRESIDENT  A  conference  committee  of  the  U.S. 

Senate  and  House  of  Representative 
has  reached  agreement  on  provisions  for  the  Comprehensive  Health  Man¬ 
power  Training  Act  of  1971*  and  it  has  been  signed  by  President  Nixon. 
The  act  authorized  appropriations  of  $2.9  billion  over  fiscal  years 
1972j  1973  and  1974  tor  health  manpower  programs.  Included  are  grants 
for  the  construction  of  research  and  teaching  facilities  including 
new  schools  of  medicine,  institutional  support,  special  project  grants U 
and  contracts,  aid  for  schools  in  financial  stress,  student  loans  and  ti 
special  grants  for  training  in  family  medicine.  Id 

■r 

NEW  LAWS  CHANCE  NAME  Governor  Shapp  has  signed  into  law  three  bill 

amending  where  necessary  laws  already  in  ex-  1 11 
istence  in  order  to  change  the  name  of  the  State  Anatomical  Board  to 
the  Humanity  Gifts  Registry.  The  next  step  is  expected  to  be  legisla¬ 
tion  establishing  the  Registry  as  a  clearing  house  for  anatomical  gift  1 , 
body  parts  for  transplant  as  well  as  whole  bodies.  Until  such  legis-  L 
lation  can  expand  the  function  of  the  Humanity  Gifts  Registry,  the  jr 
Pennsylvania  Medical  Society  has  established  through  the  Council  on  t 
Public  Service  a  Humanity  Gifts  Center  to  answer  questions,  distribute] t 
donor  cards  and  conduct  a  general  educational  campaign  on  the  need  for  1 
bodies  and  body  parts.  PMS  members  may  obtain  further  information  by  1 
contacting  the  Humanity  Gifts  Center,  20  Erford  Rd.,  Lemoyne  17043. 

AWAITING  THE  SIGNATURE  Both  houses  of  the  Legislature  now  have  past ' 

ed  a  bill  permitting  physicians  to  treat 
consenting  minors  who  have  venereal  disease  without  parental  consent 
and  exempting  them  from  liability  for  properly  administering  appropri¬ 
ate  treatment.  It  becomes  effective  as  soon  as  the  governor  signs  it. 

SPEAKERS’  SEMINAR  PLANNED  A  two-day  workshop  for  officers  of  the 

State  Society  and  members  of  its  Speaker; 
Bureau  has  been  planned  for  PMS  headquarters  Dec.  8  and  9.  In  additioi 
to  speaking  techniques,  the  seminar  will  provide  background  on  the 
various  national  health  insurance  plans  pending  in  the  Congress. 

DR.  SIGEL  ACTING  PRESIDENT  Bernard  Sigel,  M.D.,  dean  of  the  Medi¬ 

cal  College  of  Pennsylvania,  became 
acting  president  of  that  institution  December  1.  He  succeeds  Marion 
Fay,  Ph.D.,  who  retired.  Dr.  Sigel  has  been  on  the  faculty  since  I960, 

DR.  DAVIS  APPOINTED  J.  Mostyn  Davis,  M.D.,  Shamokin,  past  president 

of  the  Pennsylvania  Academy  of  Family  Practice 
and  active  in  PMS  affairs,  has  been  appointed  vice-chairman  of  Susque¬ 
hanna  Valley  Regional  Medical  Program's  Regional  Advisory  Group  by 
Chairman  George  C.  Williams  of  Wellsboro. 
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newsfronts 


Dr.  Masland  puts  dues  increase  in  perspective 


In  order  to  clarify  the  philosophy  and  make  known  the  hard  facts  studied  by  the 
PMS  Board  of  Trustees  and  its  Finance  Committee  prior  to  their  recommending  a 
dues  increase  in  1972,  the  staff  of  PENNSYLVANIA  MEDICINE  interviewed  Chairman 
of  the  Board  David  S.  Masland,  M.D.,  at  his  Carlisle  office.  Dr.  Masland  formerly 
was  Board  vice-chairman  and  chairman  of  the  Finance  Committee.  He  was  elected 
chairman  of  the  Board  to  fill  the  unexpired  term  of  Park  M.  Horton,  M.D.,  New  Mil¬ 
ford,  who  was  elected  president-elect  of  the  Society  at  the  1971  Annual  Session. 


“Dues  increase”  is  a  dreaded  term  in 
the  association  world.  What  made  you 
decide  to  go  for  one  in  1972? 

“We  were  confronted  with  a  very  basic 
financial  problem —  that  of  balancing 
the  budget.  Based  on  current  income, 
we  would  have  run  $121,569  in  the 
red.” 

I  understand  that  the  Pennsylvania 
[Medical  Society  receives  reimburse- 
( ment  from  the  federal  government  for 
the  management  services  it  performs  on 
behalf  of  the  Susquehanna  Valley 
Regional  Medical  Program.  Does  your 
projected  deficit  figure  for  1972 


DR.  MASLAND 


include  reimbursement  from  the  federal 
government? 

"Unfortunately,  it  does.  Without  that 
reimbursement  the  projected  deficit 
for  1972  would  run  closer  to 
$225,000.” 

Why  did  you  decide  to  go  for  a  $25 
dues  increase —  an  increase  of  33- V3 
percent?  Couldn’t  you  have  made  it  a 
smaller  amount  and  still  balance  your 
budget? 

"You  have  to  put  this  in  perspective. 
The  last  time  we  had  a  dues  increase 
was  in  1964.  At  that  time  we  went 
from  $60  to  $75  dues,  an  increase  of 
25  percent.  In  the  years  since  we  expe¬ 
rienced  an  inflation  rate  of  32.8  per¬ 
cent,  so  actually  during  the  period 
since  we  last  increased  our  dues,  the 
Society  has  experienced  a  decrease  in 
purchasing  power  of  roughly  the 
amount  of  dues  increase  which  we 
asked  for.  Now  it  is  true  that  we  could 
have  balanced  the  budget  without 
asking  for  $25  dues  increase  if  we 
could  really  count  on  the  projected 
federal  reimbursement  for  manage¬ 
ment  of  SVRMP.  But  the  rate  of  reim¬ 
bursement  for  these  services  has  been 
going  down;  it  is  our  understanding 
that  the  government  is  looking  very 
carefully  at  the  accounting  formulas 
which  are  used  to  determine  the  rate  of 
reimbursement  and  that  it  is  possible 
that  rate  will  decrease  again.  I  also 
have —  and  1  believe  several  other 
members  of  the  Board  have  the  same 
feeling —  reservations  about  the  Soci¬ 
ety  becoming  dependent  on  federal 
dollars  in  order  to  balance  its  budget.  I 
question  whether  or  not  we  are  really 
going  to  maintain  our  independence 


and  integrity  in  such  a  situation.  So  it 
has  been  my  philosophy  all  along,  even 
from  the  beginning  days  of  our  in¬ 
volvement  in  the  Regional  Medical 
Program,  that  the  Society  should  not 
lean  on  reimbursement  from  the  feder¬ 
al  government.  I  would  like  to  see  us 
maintain  our  complete  and  total  finan¬ 
cial  independence  of  the  federal  gov¬ 
ernment.  The  dues  increase  makes  that 
possible.” 

There’s  a  wage-price  freeze  on.  This 
dues  increase  was  voted  by  the  House 
of  Delegates  in  October  in  the  middle 
of  the  wage-price  freeze.  How  was  that 
possible? 

"It’s  quite  simple.  The  dues  increase 
will  not  be  effective  until  January  1, 
1972 —  after  the  expiration  of  the 
wage-price  freeze.  Of  course,  by  that 
time  we  will  have  examined  the 
guidelines  governing  the  post-freeze 
wage-price  climate  of  the  country  and 
we  will  know  whether  or  not  we  have 
the  right  to  invoke  the  entire  $25  dues 
increase  which  was  authorized  by  the 
House.  The  guidelines  may  not  permit 
us  to  go  for  the  full  amount.  In  that 
case  we  will  tailor  the  dues  increase  to 
fit  the  specifications  of  the  guidelines. 
This  would  be  unfortunate  if  this  were 
the  case,  since  this  is  our  first  dues 
increase  in  eight  years  and,  as  I  said, 
we’ve  suffered  the  effects  of  heavy 
inflation  during  that  period.” 

You  mean  that  the  dues  increase  could 
actually  turn  out  to  be  less  than  the 
$25  authorized  by  the  House  of  Dele¬ 
gates? 

"Yes,  that’s  right.  It’s  possible.  We’ll 
have  to  look  at  the  guidelines  and  be 

(Continued  on  page  12) 
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governed  by  them.  What  we  sought 
and  got  from  the  House  of  Delegates 
in  Pittsburgh,  without  a  dissenting 
vote,  was  the  authorization  to  go  to  a 
$25  dues  increase.  That  was  the 
amount  the  Finance  Committee,  the 
Board  of  Trustees,  and  the  House  of 
Delegates  felt  would  give  the  Society 
the  kind  of  fiscal  stability  which  it 
should  have.*” 

I  understand  the  Society  has  a  contin¬ 
gency  reserve  fund.  Why  didn’t  the 
Board  use  this  to  balance  the  budget  in 
1972? 

“That  could  be  done.  That’s  true. 
There’s  $423,155  in  our  contingency 
reserve  fund  but,  frankly,  that  doesn’t 
make  sense.  If  we  use  this  money  to 
meet  everyday  operating  costs  it 
wouldn’t  be  a  contingency  reserve 
fund.  Generally  accepted  business 
practice  says  that  an  association 
should  have  sufficient  financial 
strength  to  withstand  an  unforeseen 
decline  in  income  or  increase  of  ex¬ 
penses.  That’s  what  a  contingency 
reserve  fund  is  about.  It’s  also  the  kind 
of  fund  that  you  use  when  you  are  sud¬ 
denly  confronted  with  the  problem  of 
financing  emergency-type  projects  oc¬ 
casioned  by  unexpected  developments, 
say,  for  example,  some  sort  of  legisla¬ 
tive  problem  which  we  haven’t  antici¬ 
pated.  That’s  the  way  a  contingency 
reserve  fund  is  used.  For  that  reason, 
the  Finance  Committee  didn’t  think  it 
was  wise  to  use  these  funds  to  pay  the 
electric  bill  and  so  on.  Because  if  you 
did  that,  you  wouldn’t  have  money  left 
to  meet  a  real  emergency.” 

What  caused  the  projected  deficit  in 
1972?  Is  it  an  increase  in  expenses  or 
programs? 

“Primarily,  it  is  because  of  inflation. 
As  I  mentioned,  we  haven’t  had  a  dues 
increase  in  eight  years  and  there  has 
been  an  awful  lot  of  inflation  in  that 
period.  However,  the  Society  is 
moving  ahead  on  some  very  critical 


*  Since  the  interview,  the  Cost  of  Liv¬ 
ing  Council  has  announced  that  the 
dues  of  nonprofit  organizations  are  ex¬ 
empt  under  the  Phase  II  guidelines  of 
the  President’s  Wage  Price  Control 
Program. 


programs.  The  one  that  comes  imme¬ 
diately  to  mind  is  the  Medical  Care 

Foundation  which  is  the  Society’s 
response  to  holding  down  medical 
costs.  We  are  in  the  developmental 
phase  at  this  point  but  we  have  to  be  in 
a  position  to  give  it  the  kind  of  finan¬ 
cial  support  that  it  needs  to  succeed. 
This  is  one  of  the  most  exciting  things 
that  the  Society  has  done,  in  my 
opinion,  in  the  last  decade  or  so.  There 
is  also  a  new  institute  for  postgraduate 
medical  education  which  the  Society  is 
forming.  The  institute  will  get  into  pin¬ 
pointing  physicians’  postgraduate  de¬ 
velopmental  needs  and  into  the 
problems  of  coordinating  postgraduate 
education  among  the  many  institutions 
which  are  in  that  field.  This  also  is  a 
critical  need.  So  it  is  a  combination  of 
two  things —  we’re  on  the  brink  of  a 
whole  new  era  in  medicine,  the  way  it 
is  going  to  impact  on  the  economics  of 
the  country,  the  priority  that  the  peo¬ 
ple  in  the  country  are  giving  it,  the 
kind  of  dollars  that  the  federal  govern¬ 
ment  is  ready  to  spend  on  health  care. 
There  are  going  to  be  changes  in  the 
delivery  of  health  care,  obviously, 
there’s  going  to  be  a  new  emphasis  on 
controlling  the  quality  of  care,  and  the 
Society  has  to  be  ready  and,  in  fact,  in 
the  vanguard  in  developing  these 
changes.  Now  to  be  in  that  sort  of 
position,  it’s  going  to  take  money.” 

During  this  changeover  that  you’re 
talking  about,  are  we  seeing  a  lot  more 
staff  people  being  hired? 

“No.  This  is  one  of  the  things  that  I 
find  personally  gratifying.  As  a  matter 
of  fact,  since  1963  our  intramural  staff 
has  actually  decreased  by  one.  There 
are  staff  people  assigned  to  the 
Susquehanna  Valley  Regional  Medical 
Program  who  are  paid  out  of  federal 
funds  but  I’m  talking  about  the  people 
who  are  paid  directly  from  dues 
dollars.  That  number  has  actually 
decreased  by  one.  So  I  don’t  think  that 
we  can  say  that  this  money  is  being 
spent  to  hire  more  people  to  do  more 
work  which  they  have  perhaps  manu¬ 
factured  themselves  through  some  in¬ 
sidious  exercise  of  Parkinson’s  law.” 

How  did  the  House  of  Delegates  react 
to  this  request? 

“Quietly.  Frankly,  I  wish  there  had 
been  more  open  discussion  about  it. 
My  hope  is  that  the  delegates  under¬ 


stood  the  reasons  for  the  dues  increase  I 
and  will  give  the  members  back  home  i 
the  answers  they  need  to  support  it.  Ei- 1 
ther  we  did  the  job  very  well  or  the  j 
delegates  were  too  stunned  to  react.  My 
personal  feeling  is  that  all  of  the  trust¬ 
ees  were  aware  of  the  need  and  the 
reasons  for  the  dues  increase  and  in 
their  District  Councilor  meetings  they 
did  a  very  able  job  of  telling  the 
delegates  why  this  was  necessary.  I 
think  another  big  factor  in  this  is  the 
fact  that  Bill  Limberger  (William  A. 
Limberger,  M.D.,  Chester  County, 
Past  President)  during  his  year  as 
president  visited  some  44  county  medi¬ 
cal  societies.  He  explained  the  pro¬ 
grams  of  the  Medical  Society,  what  we 
are  doing.  He  also  mentioned  at  sever¬ 
al  of  those  meetings  that  it  looked  as 
though  we  would  have  to  go  for  a  dues 
increase  in  order  to  balance  the  budget 
and  expand  in  these  critical  areas 
which  have  been  authorized  by  the 
House  of  Delegates.  My  hope  is  that 
the  membership  is  better  informed 
than  ever  before  concerning  the 
reasons  for  this  dues  increase.” 

Do  you  anticipate  that  the  Society  will 
lose  very  many  members  as  a  result  of 
the  dues  increase? 

“That’s  impossible  to  say.  I  don’t  think 
we’ll  lose  any  members  who  are  really 
aware  of  what  their  Society  is  doing 
for  them.  We  have  a  new  malpractice 
insurance  program,  for  example, 
which  is  guaranteed  renewable  for  five 
years.  No  other  society  in  the  country 
offers  a  better  program.  We  have  a 
voice  in  the  underwriting  procedure. 
For  the  first  time,  the  Society  really 
has  some  input  in  guaranteeing  its 
members  malpractice  protection.  It 
takes  the  whimsicality  out  of  the  un¬ 
stable  insurance  climate.  That  alone, 
in  my  opinion,  is  worth  the  cost  of 
dues. 

The  benefits  and  the  kind  of  efforts 
which  the  Society  is  undertaking  on 
behalf  of  the  membership  are  really 
startling  in  their  scope.  I  feel  that  any¬ 
one  who  uses  the  benefits  will  pay  his 
dues  willingly.  Those  who  take  the 
time  to  find  out  what  the  Society  is 
doing  are  proud  to  be  members.  You 
know,  this  is  a  good  and  useful  organi¬ 
zation.  There  are  many  around  that 
are  not  so  good  and  not  so  useful.  But 
this  is  a  good  one.  I  think  our 
members  know  it.” 
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rotogravure 


Camera  watches  Scientific  Assembly 


EDWARD  J.  KOWALEWSKI,  M.D.,  Akron,  left,  past  president  of  the  American 
Academy  of  Family  Practice,  addresses  the  PAFP  meeting  on  “ The  Emergency 
in  the  Delivery  of  Medical  Care —  Family  Practice,  America's  Urgent  Need.” 
Below  are  shown  members  of  the  panel  which  discussed  medicine’s  role  in  envi¬ 
ronmental  health.  Left  to  right  are  Drs.  Joseph  J.  Schwerha,  Finleyville;  C.  Merle 
Bundy,  M.D.,  Pittsburgh;  Robert  E.  Eckhardt,  Linden,  N.J.;  Walter  A.  Lyon,  Penn¬ 
sylvania  Department  of  Environmental  Resources  and  Joseph  A.  Sataloff, 
Philadelphia. 


PROGRAMS  FOR  SPECIALTY  SOCIETIES 
drew  large  audiences  each  day  of  the  1971 
Scientific  Assembly.  To  the  left,  below,  is  the 
panel  which  presented  a  program  for  the  Penn¬ 
sylvania  Society  of  Internal  Medicine  on  sexual 
adequacy  and  inadequacy.  Left  to  right  are: 
Drs.  Paul  Jay  Fink,  Philadelphia;  Ephraim  T. 
Lisansky,  Baltimore,  Md.;  Jerome  Chamovitz, 
Sewickley;  and  Albert  M.  Biele,  Philadelphia. 
The  top  photograph  to  the  left  shows  members 
of  the  panel  which  presented  a  program  on 
preparation  and  transport  of  the  injured  for  the 
Pennsylvania  Committee  on  Trauma  of  the 
American  College  of  Surgeons.  They  are,  left 
to  right,  Drs.  John  H.  Harris,  Jr,  Carlisle;  L. 
Allan  Erskine,  Palmerton;  William  F.  Bouzarth, 
Philadelphia  and  William  E.  DeMuth,  Jr., 
Carlisle. 


MORE  THAN  A  THOUSAND  professionals  in  the  health  care  field  attended  school  last  month  at  the  PMS  Scientific  Assembly. 
A  faculty  of  over  160  presented  courses  designed  to  meet  specific  needs  of  physicians  and  other  health  professionals  in 
various  fields.  General  theme  of  the  assembly  was  ‘‘Clinical  Therapeutics,  1971 —  Emergency  Medicine.”  Shown  above,  left, 
is  the  audience  at  a  session  for  nurses  and  allied  professionals.  At  the  right  Vernon  E.  Wilson,  M.D.,  HEW’s  administrator  for 
Health  Services  and  Mental  Health  Administration,  addresses  a  general  session  on  ‘‘Quality  Medical  Care.” 
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PMS  PRESIDENT  GEORGE  P.  ROSEMOND, 
M.D.,  left,  is  shown  directly  below  conferring 
with  Vernon  E.  Wilson,  M.D.,  administrator  of 
HEW's  Health  Services  and  Mental  Health  As¬ 
sociation,  who  spoke  at  one  of  the  general  ses¬ 
sions  open  to  the  public.  In  the  photograph  to 
the  right,  below,  Robert  H.  Craig,  Jr,  PMS 
director  of  governmental  relations,  appears 
before  the  Pennsylvania  Orthopaedic  Society 
to  discuss  recent  legislative  and  political  pro¬ 
posals  for  orthopaedic  surgeons.  The  photo¬ 
graphs  to  the  right  show  panelists  who 
addressed  various  specialty  meetings.  At  the 
top  is  the  group  which  discussed  aspects  of 
geriatric  medicine.  Shown  left  to  right  are 
Joseph  T.  Bittenbender,  M.D.,  Harrisburg; 
Joseph  T.  Freeman,  M.D.,  Philadelphia;  Paul  J. 
Poinsard,  M.D.,  Philadelphia;  Nathan  Sussman, 
M.D.,  Harrisburg  and  Raymond  C.  Wing,  M.D., 
Easton.  In  the  center  are  panelists  who 
addressed  themselves  to  emergencies  due  to 
pulmonary  problems  in  a  program  prepared  by 
the  Pennsylvania  State  University  College  of 
Medicine,  Hershey  Medical  Center.  They  are, 
left  to  right,  Drs.  Allen  E.  Yeakel,  Frank  G. 
Tyers,  William  Pierce  and  George  T.  Harrell, 
dean  and  director.  The  bottom  of  the  three 
shots  is  of  the  panel  which  participated  in  the 
program  prepared  by  the  University  of  Pennsyl¬ 
vania  School  of  Medicine  on  emergencies  as¬ 
sociated  with  renal  and  electrolyte  disorders. 
They  are,  left  to  right,  Drs.  Donna  K.  McCurdy, 
Lee  W.  Henderson,  and  Martin  Goldberg,  with 
Session  Chairman  James  A.  Collins,  M.D.,  Dan¬ 
ville. 


STUDENTS  at  one  of  the  numerous  programs  offered  for  nurses  and  allied  professionals  at  the  1971  Scientific  Assembly  are 
shown  above.  The  four-day  school  attracted  more  than  1,000  physicians  and  allied  health  professionals. 
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Allegheny  County  opens  second  VD  center 


The  steady  rise  in  reported  cases  of 
gonorrhea  and  a  growing  number  of  pa¬ 
tients  seeking  help  at  its  Oakland  clinic 
caused  the  Allegheny  County  Health 
Department  to  open  a  second  venereal 
disease  clinic  recently  on  the  North 
Side. 

Harold  H.  Cashman,  M.D.,  deputy 
director  for  medical  services,  says  the 
facility  will  be  equipped  to  perform  the 
Darkfield  test  for  early  syphilis  and  that 
blood  tests  and  cultures  will  be  taken 
for  laboratory  analysis. 

From  January  through  August,  there 
were  1967  reported  cases  of  gonorrhea 
in  the  county,  up  37  percent  from 


A  search  committee  to  recommend 
candidates  for  dean  of  the  College  of 
Medicine  of  Pennsylvania  State  Uni¬ 
versity  to  succeed  George  T.  Harrell, 
M.D.,  who  will  retire  in  1973,  has 
been  formed  by  PSU  President  John 
W.  Oswald. 

He  has  named  John  A.  Waldhausen, 
M.D.,  professor  and  chairman  of  sur¬ 
gery,  to  head  the  committee. 

Other  members  are  Drs.  C.  Wayne 
Bardin,  associate  professor  of  medicine 


1,435  cases  reported  for  the  same 
months  last  year. 

The  number  of  patients  attending  the 
department's  venereal  disease  clinic  at 
3441  Forbes  Ave.,  Oakland,  rose  27 
percent  from  8,482  patients  who  at¬ 
tended  the  clinic  in  the  first  three 
quarters  of  1970  to  10,740  from 
January  through  August,  1971. 

Dr.  Cashman  said,  "Gonorrhea 
presents  a  special  control  problem 
because  of  its  short  incubation 
period —  3-5  days  compared  to  21-90 
days  for  syphilis.  It  is  difficult  to  reach 
the  gonorrhea  victim  in  time  to  prevent 
development  and  spread  of  the  disease. 


and  chief  of  endocrinology;  Elsworth 
R.  Buskirk,  director  of  the  Human  Per¬ 
formance  Laboratory  and  professor  of 
applied  physiology  at  the  University 
Park  campus;  Charles  W.  Hill,  assistant 
professor  of  biological  chemistry;  How¬ 
ard  E.  Morgan,  professor  and  chairman 
of  physiology;  Nicholas  M.  Nelson, 
professor  and  chairman  of  pediatrics; 
and  Mr.  John  M.  Field,  president  of  the 
Student  Assembly  of  the  College  of 
Medicine. 


"The  Health  Department  is  making  a 
special  effort  to  control  gonorrhea 
through  careful  interviewing  of  all 
males  treated  at  the  clinic  and  intensive 
follow-up  of  contacts.” 

U.  of  Pennsylvania 
plans  health  center 

The  University  of  Pennsylvania  will 
establish  its  first  model  urban  health 
care  organization  at  Graduate  Hospi¬ 
tal,  staffed  by  faculty  members  of  the 
school  of  medicine.  The  emphasis  will 
be  on  keeping  people  well  and  out  of 
the  hospital,  spokesmen  said. 

Scheduled  to  open  during  the 
summer  of  1972,  it  will  be  operated  by 
multi-specialty  groups  of  doctors  with 
the  main  emphasis  on  preventive  medi¬ 
cine.  Alfred  Gellhorn,  M.D.,  dean  of 
the  University  of  Pennsylvania  Medi¬ 
cal  School  and  director  of  the  Univer¬ 
sity  Medical  Center,  will  be  the  coor¬ 
dinator. 

Initially  it  will  operate  as  a  paid 
service  facility  providing  round-the- 
clock  service  and  utilizing  the 
resources  of  both  Graduate  Hospital 
and  the  Hospital  of  the  University  of 
Pennsylvania.  Later  it  is  anticipated 
that  alternate  financing  methods 
including  prepaid  group  insurance 
may  be  incorporated  in  the  program. 

Faculty  selected  to  establish  the 
service  and  direct  its  operation  are: 
Edward  J.  Stemmier,  M.D.,  associate 
professor  of  medicine;  Aaron  D. 
Freedman,  M.D.,  and  Harry  M. 
Woske,  M.D.,  associate  deans. 

Artists  urged  to  join 

Physicians  who  have  as  a  hobby  the 
production  of  art  in  one  of  its  many 
forms  are  being  invited  to  join  the 
American  Physicians  Art  Association, 
which,  as  part  of  its  activities,  has  a  na¬ 
tional  exhibition  including  painting, 
sculpture,  photography,  and  other  art 
works  produced  by  physicians.  The 
exhibition  is  held  each  year  in  conjunc¬ 
tion  with  the  AMA  annual  meeting. 
For  further  information  contact  APAA 
President  A.M.  Gottlieb,  M.D.,  3801 
Miranda  Ave.,  Palo  Alto,  Calif.  94304. 


\  LINEAR  ACCELERATOR,  a  new  machine  in  radiotherapy,  is  shown  above  being 
lelivered  to  the  Hospital  of  the  Medical  College  of  Pennsylvania.  The  device  propels 
) articles  in  a  straight  line  and  receives  successive  increments  of  energy  through  the 
\pplication  of  alternating  potentials  to  a  series  of  electrodes  and  gaps.  It  is  said  to 
w  highly  successful  in  treating  cancer. 


PSU  President  Oswald  appoints 
committee  to  choose  new  dean 
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More  volunteer  blood  donors 
aim  of  educational  plan 


The  American  Association  of  Blood 
Banks  (AABB)  has  announced  a  new 
public  education  program  aimed  at 
recruiting  more  volunteer  blood 
donors.  The  aim  is  two-fold:  to  elimi¬ 
nate  the  high  hepatitis  risk  from  paid 
donors,  and  to  decrease  and  eventually 
eliminate  the  commerical  aspect  of 
paying  for  blood,  a  practice  which  dis¬ 
courages  voluntary  donations. 

William  G.  Battaile,  M.D.,  AABB 
president,  and  Mrs.  Bernice  M. 
Hemphill,  treasurer  and  chairman  of 
the  National  Clearinghouse  Program, 
estimate  that  7  million  pints  of  blood 
will  be  needed  this  year.  They  point 
out  that  only  3  percent  of  the  100 
million  potential  donors  in  the  country 
have  given  voluntarily. 

The  public  education  program  is  to 
be  a  joint  effort  of  the  AABB  and  the 
American  Red  Cross,  each  of  which 
supply  about  half  of  the  blood  not 
purchased  from  blood  banks.  They  are 
seeking  help  from  the  National  Adver¬ 
tising  Council,  the  American  Medical 

Daily  pollution  count 
issued  by  Allegheny 

Allegheny  County  has  begun  issuing 
a  daily  pollution  index  on  the  24-hour 
average  concentration  of  sulphur 
dioxide  and  particulates  in  the  air. 

Automatic  air  monitoring  stations 
located  throughout  the  area  collect 
data  every  three  minutes  which  is 
sampled  by  sensors.  The  information  is 
carried  via  telephone  line  to  a  com¬ 
puter  at  the  air  pollution  control 
center. 

The  result  is  an  air  pollution  index 
rated  numerically  from  0  pollution  to 
300,  which  is  the  emergency  stage. 
Evaluated  in  terms  of  air  quality  stand¬ 
ards  set  by  the  U.S.  Environmental 
Protection  Agency,  the  index  is  rated 
excellent,  unsatisfactory,  poor,  or 
unhealthy,  with  a  possible  culmination 
at  the  emergency  level.  Any  level 
below  25,  which  is  the  Federal  Air 
Quality  Standard  for  an  annual 
average,  is  rated  excellent.  Any  level 
above  200  will  cause  the  Department 
of  Health  to  issue  warnings  for  suscep¬ 
tible  individuals. 


Association,  the  American  Hospital 
Association,  the  Blue  Cross  Associa¬ 
tion,  the  National  Association  of  Blue 
Shield  Plans,  and  the  Health  Insurance 
Council. 

HAP  announces 
election  results 

The  Hospital  Association  of  Penn¬ 
sylvania  has  announced  the  election  of 
new  officers  who  will  begin  their  terms 
of  office  on  January  1,  1972.  Bernard 
F.  Carr,  administrator  of  the  Altoona 
Hospital,  has  been  named  president  of 
the  association,  succeeding  Edwin  L. 
Taylor,  Narberth,  executive  director  of 
the  Graduate  Hospital  of  the  Universi¬ 
ty  of  Pennsylvania. 

President-Elect  will  be  Carl  I. 
Bergkvist,  president  of  Bryn  Mawr 
Hospital.  Vice-President  will  be 
Milton  H.  Appleyard,  executive 
director  of  the  Harrisburg  Hospital, 
and  Harold  W.  Luebs,  administrator  of 
Children's  Hospital  of  Pittsburgh,  will 
be  the  new  treasurer. 

James  R.  Neely  will  become  execu¬ 
tive  vice  president  and  director  of  the 
association.  He  will  replace  John 
Worman,  who  is  retiring. 

ACP  schedules 
postgraduate  workshops 

The  American  College  of  Physicians 
will  present  postgraduate  workshops  in 
physiology,  diagnosis,  and  treatment 
of  electrolyte  and  acid  base  disorders 
on  January  3-7,  1972,  at  the  Universi¬ 
ty  of  Pennsylvania  School  of  Medi¬ 
cine. 

Each  half-day  workshop  will  be 
preceded  by  a  lecture  in  which  an  ex¬ 
pert  will  discuss  basic  principles  and 
new  developments  in  the  areas  of  acid- 
base  metabolism,  hyponatremia,  hy¬ 
pernatremia,  dehydration,  edema,  and 
specialized  problems  of  fluid  and 
electrolyte  balance  in  diuretic  therapy, 
renal  disease,  surgery,  and  endocrine 
diseases. 

Thirty-five  hours  of  credit  is 
allowed  toward  the  AMA  Physicians’ 
Recognition  Award  and  for  the  mem¬ 
bership  qualification  of  the  American 
Academy  of  Family  Practice. 


STUDENTS  from  Pennsylvania's 
medical  schools  met  with  represent¬ 
atives  of  the  Council  on  Public  Serv¬ 
ice  and  officers  of  the  State  Society 
during  the  recent  Annual  Session  in 
Pittsburgh.  Shown  above  are  Richard 
G.  Dudley,  Jr.,  a  Temple  student  who 
is  a  member  of  the  SAMA  Board  of 
Trustees  representing  Region  Three, 
and  Margaret  Mullins,  president  of 
the  SAMA  chapter  at  Medical  College 
of  Pennsylvania.  Among  topics  dis¬ 
cussed  was  an  apprenticeship  pro¬ 
gram  for  medical  students  which 
would  permit  them  to  work  with 
doctors  caring  for  patients  early  in 
their  medical  training. 

Jefferson  boasts 
rooftop  helipad 

Philadelphia's  first  hospital  rooftop 
helipad  at  Thomas  Jefferson  Universi¬ 
ty  Hospital  was  recently  dedicated 
with  Peter  A.  Herbut,  M.D.,  president 
of  Thomas  Jefferson  University, 
delivering  the  keynote  speech. 

The  $85,000  facility,  which  ac¬ 
commodates  a  3,000  pound  chopper 
ambulance,  was  underwritten  by  the 
Women’s  Board  of  the  hospital.  It  will 
be  used  for  serious  emergency  accident 
victims  and  for  premature  and  high- 
risk  infant  transportation  from  com¬ 
munity  hospitals  to  Jefferson’s  regional 
treatment  center  for  high-risk  new¬ 
borns. 

Beaver  County  honors 
U.S.  Surgeon  General 

U.S.  Surgeon  General  Jesse  Stein- 
feld  became  the  first  honorary  member 
of  the  Beaver  County  Medical  Society 
recently  at  a  dinner  held  by  the  society 
for  the  benefit  of  the  City  of  Hope. 

The  surgeon  general  is  a  native  of 
Aliquippa  and  received  his  early  edu¬ 
cation  there.  He  received  a  plaque 
commemorating  the  event  from  John 
Shugert,  M.D.,  county  society  secre¬ 
tary  and  master  of  ceremonies  at  the 
dinner. 
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The  Freeze  Affects  You! 


President  Nixon’s  wage/price  con¬ 
trols  have  headed  into  "Phase  II”  with 
aspects  affecting  all  practicing  physi¬ 
cians.  The  initial  (Phase  I)  rules,  which 
were  extremely  inflexible  and  in  many 
cases  inequitable,  have  been  carried 
over  and  will  continue  in  effect  until 
and  unless  modified  by  one  of  the 
Wage  Board,  the  Price  Commission,  or 
the  Health  Services  Cost  Commission. 
What  these  commissions  may  decide, 
and  when  any  such  decisions  might 
come  into  effect,  is  entirely  uncertain.* 
As  a  result,  physicians  and  their  ad¬ 
visors  should  consider  the  Phase  I 
freeze  as  still  in  effect,  modified  only 
by  limited  increases  allowed  by  the  ini¬ 
tial  Phase  II  rules;  and  they  should 
keep  well  in  mind  what  effects  it  will 
have  on  their  practices. 

No  advisor  can  have  all  the  answers 
to  questions  on  this  subject.  The  ap¬ 
propriate  governmental  units  them¬ 
selves  have  had  extreme  difficulty  in 
laying  down  workable  guidelines,  with 
the  unfortunate  result  that  difficult 
questions  have  too  often  been  met  with 
a  reply  that  they  "will  be  studied  fur¬ 
ther.”  Recognizing  the  difficulty,  how¬ 
ever,  this  article  will  attempt  to 
describe  those  elements  of  wage/price 
controls  which  may  affect  medical 
practices. 

1.  Fees  and  Other  Prices:  The  most 
obvious  rule  relates  to  medical  fees. 
The  Cost  of  Living  Council  has 
expressly  stated  that:  "All  medical  fees 
for  individual  services,  including  those 


*  At  this  writing,  the  initial  Phase  II 
guidelines  have  been  issued.  They 
would  permit  wage  increases  of  5.5 
percent  annually.  Professional  fees 
may  be  increased  only  enough  to  offset 
any  wage  or  other  cost  increases.  The 
term  ‘ freeze ”  refers  in  this  article  to 
the  controls  under  these  new  guide¬ 
lines. 
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covered  by  medicare,  are  frozen.” 
Similarly,  fee  schedules  for  services 
provided  under  medicaid  programs  are 
frozen.  As  a  result,  a  physician’s  fee 
schedule  cannot  be  any  higher  than  it 
was  during  the  "base  period” —  the  30 
days  from  July  16  through  August  14, 
1971.** 

On  the  other  side  of  the  coin,  of 
course,  the  various  fees,  rents,  and 
other  charges  paid  by  a  practicing 
physician  are  likewise  frozen  to  what 
they  were  during  the  base  period.  It 
should  be  noted  that  even  if  the 
physician’s  fee  increase  had  been  de¬ 
termined  before  the  freeze  began  on 
August  15,  or  even  if  he  had  agreed  to 
pay  a  higher  charge  or  rent  prior  to  the 
freeze,  the  increase  would  not  be  per¬ 
mitted  if  it  had  not  taken  sufficient  ef¬ 
fect  before  August  15.*** 

2.  Wages: 

(a)  On  Employees  Gen¬ 
erally:  The  general  rule  as  to  wages  is 
just  as  obvious.  Even  if  a  nurse  or 
other  employee  was  regularly  sche¬ 
duled  to  receive  a  pay  raise,  it  could 
not  properly  begin  during  the  freeze. 
Nor  can  she  be  paid  any  bonuses, 
vacation  pay,  or  fringe  benefits  which 
would  increase  her  overall  compensa¬ 
tion  package  over  the  level  in  effect 
during  the  base  period. 

The  initial  Phase  II  permission  of  a 
5.5  percent  increase  must  also  be  kept 
in  perspective.  If,  for  example,  an  em¬ 
ployee  has  already  had  that  much  of  a 


**  The  regulations  contain  an  alter¬ 
nate  measurement  of  the  price,  rent, 
wage,  etc.  level  in  effect  on  May  25, 
1970,  the  date  the  basic  presidential 
authority  was  enacted. 

***  Despite  the  Phase  II  permission  of 
what  might  be  a  minimal  fee  or  price 
increase,  the  initial  guidelines  permit 
no  increase  in  rents. 


pay  raise,  it  appears  that  he  or  she 
cannot  be  increased  again  (not  even  by 
5.5  percent)  until  the  anniversary  of 
the  prior  raise.  This  will  presumably 
become  clearer  as  rulings  are  issued  to 
interpret  the  new  guidelines. 

Several  of  my  clients  have  raised  a 
special  problem.  They  had  hired  new 
employees  at  lower  rates  of  pay  for  the 
first  few  months  with  the  under¬ 
standing  that  they  would  remain  at  the 
lower  levels  only  while  the  employees 
are  learning  their  new  jobs.  The  ques¬ 
tion  is  simply  whether  the  rate  of  pay 
may  properly  be  raised  when  an  em¬ 
ployer  has  decided  to  accept  the 
person  as  a  permanent  employee.  The 
Cost  of  Living  Council  has  ruled  that 
such  a  pay  raise  may  be  granted 
provided  the  initial  test  period  did  not 
exceed  three  months  and  was  an  es¬ 
tablished  practice  of  the  employer.  I 
have  encouraged  my  clients  who  fit 
this  situation  to  expressly  mark 
"probationary”  or  a  similar  designa¬ 
tion,  on  any  new  employee’s  payroll 
sheet  if  they  follow  such  pay  policies. 

(b)  On  Incorporated  Physi¬ 
cians:  The  freeze  plays  particular 
havoc  with  professional  corporations. 
As  demonstrated  below,  it  is  serious 
enough  that  a  physician  with  even  one 
full-time  employee  should  probably 
defer  incorporating  until  the  situation 
clears  up  somewhat. 

Since  the  controls  apply  to  employee 
fringe  benefits  as  well  as  to  "direct” 
wages,  and  since  a  new  professional 
corporation  is  considered  the  "suc¬ 
cessor”  to  the  old  private  practice,  the 
total  compensation  of  a  nurse  or  other 
employee  cannot  be  higher  after  the 
incorporation  than  it  was  during  the 
base  period.  A  physician  normally 
chooses  to  incorporate  in  order  to 
adopt  a  more  generous  fringe  benefit 
retirement  plan,  which  under  tax  law 
must  apply  to  his  employees  in  the 
same  manner  as  to  himself.  This 
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benefit  for  his  employees  would,  how¬ 
ever,  violate  the  freeze  by  increasing 
their  total  compensation  packages 
(straight  salary  plus  fringe  benefits) 
above  their  pre-incorporation  levels. 
Hence,  since  he  might  not  be  per¬ 
mitted  to  adopt  such  favorable  retire¬ 
ment  plans  the  physician  with  any  em¬ 
ployees  would  usually  be  unwise  to  in¬ 
corporate. 

Most  experts  believe  the  freeze  on 
fringe  benefits  will  be  one  of  the  first 
items  to  be  removed.  No  one  can, 
however,  confidently  predict  when  and 
in  what  form  exemption  will  be 
granted.  Although  such  an  exemption 
will  generally  revive  the  desirability  of 
incorporating  (if  it  is  otherwise  eco¬ 
nomically  and  practically  justified),  I 
am  strongly  against  one’s  incorpo¬ 
rating  until  it  has  in  fact  been  granted. 
Not  until  then  can  he  assure  that  the 
desired  benefits  will  be  available. 

In  addition  to  discouraging  new  in¬ 
corporations,  the  freeze  is  playing 
havoc  with  existing  professional  cor¬ 
porations  simply  by  preventing  physi¬ 
cians  from  raising  their  own  salaries. 
While  an  incorporated  practice  is  all 
too  often  discovered  to  be  producing 
more  net  income  than  had  been 
predicted  for  the  fiscal  year,  the  tradi¬ 
tional  solution  was  simply  to  raise  the 
physician’s  salary  level  (or  pay  him  a 
bonus,  which  involved  a  greater  tax 


risk).  The  increased  compensation 
would  lower  the  corporation’s  taxable 
income  and  thus  avoid  a  double  tax 
situation.  Since  all  wages,  including 
the  physician’s  own  compensation,  are 
now  frozen,  however,  he  cannot  resort 
to  such  self-serving  adjustments.  Thus, 
the  incorporated  physician  may  find 
his  additional  earnings  '  locked  in”  his 
corporation  at  considerable  tax  loss. 

There  are  other  "horror  stories”  of 
freeze  effects  on  professional  corpora¬ 
tions.  Consider,  for  instance,  the  two- 
man  practice  in  which  the  younger 
physician’s  share  of  income  was 
scheduled  to  increase  from  40  percent 
to  50  percent  on  October  1,  1971. 
Since  the  practice  was  incorporated, 
his  salary  was  simply  scheduled  to  rise 
accordingly  on  that  date.  The  freeze 
has  made  him  most  unhappy.  Consider 
also  the  physician  or  physicians  who 
incorporated  on  January  1,  1971  and 
delayed  adopting  retirement  plans 
until  near  the  year’s  end —  a  generally 
sound  procedure.  The  freeze  would 
now  make  such  plans  illegal,  thus 
locking  into  their  corporations  the 
thousands  of  dollars  earmarked  for  re¬ 
tirement. 

Physicians  who  are  locked  into 
these  dilemmas  have  only  limited  solu¬ 
tions,  but  their  advisors’  immediate 
and  extended  attention  may  make  the 
best  of  the  bad  situations.  Armed  with 


the  freeze  regulations  and  daily) 
rulings,  and  using  other  tax  planning 
devices  sometimes  available,  they  may 
use  their  ingenuity  to  save  the  day  iflj 
given  as  much  time  and  information  asj  I 
possible. 

3.  Enforceability:  Some  people  have! 
suggested  that  the  government  will  not 
detect  individuals’  violations.  In  addi-|j 
tion  to  a  basic  obligation  of  obeying 
valid  laws,  the  physician  may  find  the! 
risk  of  discovery  far  greater  than  in-j 
dicated.  Similarly,  the  statutory! 
penalty  of  up  to  $5,000  “for  eachl 
violation”  is  sufficient  to  deter  anyonefi 
thinking  the  freeze  rules  are  without 
teeth. 

The  Internal  Revenue  Service  has! 
primary  responsibility  to  enforce  the! 
wage/price  controls,  and  it  is  pursuing 
this  job  very  deliberately.  The  freeze 
has  become  a  standard  item  of  con¬ 
cern  in  tax  audits,  with  early  i ndica- ! 
tions  that  perhaps  one-third  of  a  reve- i 
nue  agent’s  time  normally  devoted  to  a 
taxpayer’s  income  tax  records  is  in¬ 
stead  being  spent  on  payroll  sheets,  fee 
schedules  or  price  lists,  etc.  Thus  the 
likelihood  of  determining  one’s  com¬ 
pliance  with  the  controls  may  be  the 
same  as  the  odds  of  his  tax  return 
being  audited.  Since  the  odds  are  fairly 
substantial  in  the  case  of  moderate  and 
high  income  physicians,  and  even 
more  substantial  in  the  case  of  profes¬ 
sional  corporations,  the  freeze  is  far 
more  than  an  academic  matter. 

As  required  by  the  rules,  each  prac¬ 
tice  should  be  sure  it  has  available 
good  records  (payroll  sheets,  fee  sched¬ 
ules,  etc.)  showing  the  items  at  their 
base  period  levels  and  at  all  times 
during  the  freeze.  This  should  cause 
far  less  harassment  for  both  the 
physician  and  the  tax  officials  upon 
audit. 

4.  Conclusion:  The  wage/price  con¬ 
trols  are  real,  and  for  the  foreseeable 
future  they  affect  medical  practices 
just  as  they  concern  giant  corporations 
and  labor  unions.  Practicing  physi¬ 
cians  and  their  advisors  must  con¬ 
sequently  recognize  the  rules  and  be 
alert  to  any  developments  permitting 
sound  decisions  as  to  fee  changes, 
wage  increases,  professional  incorpo¬ 
ration,  and  retirement  planning. 

Mr.  Beck  is  president  of  Manage¬ 
ment  Consulting  for  Professionals, 

Inc.  of  Bala  Cynwyd. 
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Still  serving... 

Miltown 

(meprobamate) 


WALLACE  PHARMACEUTICALS  m 
Cranbury,  N.J.  08512 


With  QUI-A-ZONE  —  you  can  sedate  ef¬ 
fectively.  A  balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a  rapidly  disintegrat¬ 
ing  tablet  —  sedation  is  provided  within  a  few 
minutes  .  .  .  followed  by  sound  restful  sleep 
.  .  .  usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu¬ 
rate  retention,  and  minimize  depression. 


QUI-A-ZONE 

WWWWWWAWWWl 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar¬ 
bital,  25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1  to  2  tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen¬ 
sitive  to  barbiturates,  or  in  cases  of  known  previous  addic¬ 
tion.  Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  &  CO.,  INC. 
Syracuse,  New  York  13201 


t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein¬ 
binding  sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid 

(sodium  levothyroxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS  I 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 

(1 )  The  onset  of  action  of  T4  is 
gradual.  It  has  a  long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  le; 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  on 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients,  j 
Drug  Intelligence  &  Clin.  Pharm.  3:270-7, 196' 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4  meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3  meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-11  meg  % 

Gtipose 
dje  Smootii 
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PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a  working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman2. 

T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

i 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage.  : 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read1 
the  accompanying  prescribing 
information  for  additional  data  or  i 
write  Flint  Laboratories. 
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FREE  TAB-MINDER  medication 
dispensers— color-coded  in  4  dos¬ 
age  strengths— get  patients  off  to 
a  good  start  and  encourage  reg¬ 
ular  habit  patterns.  Contain  free 
4-weeks’  supply  of  SYNTHROID, 
and  are  reusable  for  maintenance 
dosage. 


TOLL 

AHEAD 


VHY  DOES  SYNTHROID 
:OST  LESS  THAN 
YNTHETIC  DRUGS 
CONTAINING  T3? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN¬ 
ING  DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


ery  simple.  T3  costs  more  to  make 
/nthetically  than  does  T4.  So  it  is 
conomically  necessary  for  a 
/nthetic  thyroid  medication 
cntaining  T3  to  cost  more  than 
ne  containing  T4  alone.  Synthetic 
Dmbinations  cost  patients  nearly 
D%  more  than  SYNTHROID1 2 3 4 5 
ecause  the  T3  costs  more  to  start 
ith;  also  there  is  the  additional 
xpense  of  formulating  a  tablet 
Dntaining  two  active  ingredients. 

American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a  penny  a  day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a  year  buy  the  patient?  Quite  a  bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a  simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILITY,  SERVICE-COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal.  12.3,4,5 

Synthetically  derived  pure  crystalline  hormone. 

Because  no  animal  protein  is  present,  no  objection¬ 
able  odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

"Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content.”8 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  2  6  Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

"T3  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.”3 

“Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid.”7 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine.”* 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature.8’  9.10.11. 

12. 13. 14, 15. 16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  .  .  oral  potency 
of  this  material  is  attested  to  by  a  uniformly  good 
clinical  response  corroborated  by  a  prompt  and 
sustained  increase  in  the  serum  PBI  levels.”*6 
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See  next  pages  for  prescribing  information. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 

Desiccated 


CYTOMEL 

(Sodium  liothyronine) 
Synthetic  T3 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 

(Liotrix) 

Synthetic  T3-T4 

(Thyroid,  USP) 

Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unscored  5  meg. 

N.A. 

N.A. 

unscored  AA  gr. 

Va  gr. 

0.025  mg. 

N.A. 

Vz 

Vz 

unscored  Vz  gr. 

Vz  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1  gr. 

1  gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

1  Vz  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2  gr. 

2  gr. 

0.2  mg. 

N.A. 

■i 

3 

unscored  3  gr. 

3  gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5  gr. 

5  gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 


^Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a  patient  to  SYNTHROID.  This  is  particu¬ 
larly  important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

**Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

***Thyro!ar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


Synthroid 

(sodium  levothyroxine) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  oi 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de 
feet,  surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo 
thyroxine)  Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg 
nancy,  pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo 
thyroxine)  for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroic 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicatec 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a  rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps; 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begir 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear 
discontinue  medication  for  2-6  days,  then  resume  at  a  lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis 
ease  (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROIC 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovasculai 
disease  requires  a  reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN 
THROID  (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  dc 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  oi 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  beer 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  oi 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a  reduction  of  dosage  followed  by  a  more  gradual  adjustmenl 
upward  will  result  in  a  more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a  0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLE1 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a  single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adull 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal 
ance  is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  ever) 
90  days.  Final  maintenance  dosage  will  usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  week' 
and  to  0.1  mg.  at  the  end  of  a  second  two  weeks.  The  daily  dose  may  be  further  increased  at  two 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  anc 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredieni 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5  ml.  vial  of  Sodium  Chloride  Injec 
tion,  U.S.P.,  as  a  diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administerec 
intravenously  utilizing  200-400  meg.  of  a  solution  containing  100  meg.  per  ml.  If  significant  im 
provement  is  not  shown  the  following  day,  a  repeat  injection  of  100-200  meg.  may  be  given. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FLINT  LABORATORIEE 

DIVISION  OF  TRAVENOl.  LABORATORIES,  INC. 
Morton  Grove.  Illinois  60053 

f  OFFER:  AA 

j  Free  TAB-MINDER  medication 
I  dispensers  to  start  or  convert  all 
|  your  hypothyroid  patients  to 
j  SYNTHROID.  Free  information  to 
I  physicians  on  role  of  thyroid 
J  function  tests  in  a  new  booklet 
I  titled:  “Guideposts  to  Thyroid 
j  Therapy.”  Ask  us. 


I  Name 

I 

I  Address 

|  City  State  Zip 

I - 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin* 

capsules/elixir 

A  Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■  Cerebro-Nicin 
Q  Placebo 


FAIR 


GOOD 


POOR 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


The  treatment  of 


Available  in  a  tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazols . 100  mg. 

Nicotinic  Acid .  100  mg. 

Ascorbic  Acid .  100  mg. 

Thiamine  HCI .  25  mg. 

1 -Glutamic  Acid .  50  mg. 

Niacinamide .  5  mg. 

Riboflavin .  2  mg. 

Pyridoxine.. .  3  mg. 

DOSAGE:  One  capsule  f.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Aleo  elixir  8oz.  bottle*. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentytenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a  low  convulsive  threshold. 

Most  persons  experience  a  flushing  or  tingling  sensation  after 
taking  a  higher  potency  niacin-containing  compound,  As  a  sec¬ 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa¬ 
tions  of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a  cause  ot  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

kEIISitfflfcP 2500  W.  6th  St., Los  Angeles, Calif ,90057 
Write  for  Product  Catalog 


impotence 

\  due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
wMM  as  effective  therapy. 


fS&f 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  —  Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4  strengths: 

Android  Android-HP 


flndroifl-x  Android-Plus 


Each  yellow  tablet  contains : 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  .  .5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid . .50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1  tablet  3  times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ....  64  mg. 

Glutamic  Acid  . 50  mg. 

Thiamine  HCL . 10  mg. 

Dose:  1  or  2  tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains 
Methyl  Testosterone  ..2.5  mg 
Thyroid  Ext.  (Va  gr.)  ...  15  mg 
Ascorbic  Acid  (Vit.  C)  .250  mg 

Thiamine  HCL  . 25  mg 

Glutamic  Acid  . 100  mg 

Pyridoxine  HCI . 5  mg 

Niacinamide  . 75  mg 

Calcium  Pantothenate  .  10  mg 

Vitamin  B-12  . 2.5  meg 

Riboflavin . ...5  mg 

Dose:  2  tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a  favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi¬ 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo¬ 
therapy  (Android)  cannot  be  disputed. 


i  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos¬ 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Monteseno,  P..  end  Evengeliste,  I.  Methyitestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyitestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyitestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima;  D.  K.,  and  Gallafcher,  T.  F. 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J  Clin  Endocr  19:936, 
1959.  5.  Farris.  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J  Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila¬ 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


BUCCAL  Tabs 


Android f  5 

Methyltestosterone  N.F.-5  mg. 

Android!  10 

Methyltestosterone  N.F.-10  mg. 

Android  1 25 

Methyltestosterone  N  F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/;-Hydroxy-17-Methylandrost-4  en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SGOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a  problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas¬ 
ing  the  nervous,  mental, 'and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s'us 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breasl 
Contraindicated  in  the  presence  of  severe  liver  damage, 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastir. 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  •  Oligospermia  and  de¬ 
creased  ejaculatory  volume.  •  Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases  •  Sodium  and  water  retention.  •  Priapism  •  Virilr 
ration  in  female  patients  •  Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Average  JJaHy^  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60,  250 
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She  has  a  plan  that  works. 

She  has  one  plan  for  the 
class.  And  they  really  respond. 

She  has  another  plan  just 
for  herself.  A  medication  plan 
for  her  hypertension.  And  she's 
also  responding  beautifully. 

More  than  just  another 
antihypertensive,  Ser-Ap-Es 
can  be  a  whole  medication  plan 
for  living  with  hypertension. 

Does  it  get  good  marks  for 
comfort? 

Excellent.  Because 
Ser-Ap-Es  controls  blood  pres¬ 
sure  effectively,  dosage  of  each 
component  is  lower  than  if  pre¬ 
scribed  alone,  usually  minimiz¬ 
ing  side  effects.  However,  side 
effects  may  occur  (see  prescrib¬ 
ing  information). 

Designed  with  the  kidney 
in  mind? 

Hydralazine  maintains 
or  increases  renal  blood  flow. 

And  the  brain  too? 

Hydralazine  also  relaxes 
cerebral  vascular  tone.  And 
reserpine  has  beneficial  calm¬ 
ing  action. 


Is  strict  dietary  discipline 
necessary? 

Hydrochlorothiazide 
eliminates  excess  salt  and 
water.  So  dietary  salt  restric¬ 
tions  can  be  relaxed  a  bit. 

Practical  on  a  teacher's 
salary? 

Ser-Ap-Es  means  single¬ 
prescription  economy. 

Will  she  do  her 
"homework"? 

More  than  likely. 
Ser-Ap-Es  offers  all  the  anti¬ 
hypertensive  medication 
many  patients  need  in  a  single 
tablet.  It's  easier.  Encourages 
cooperation. 

Ser-Ap-Es  supplies  many 
kinds  of  benefits . . . 

Only  Ser-Ap-Es  adds 
Apresoline*  (hydralazine)  to 
rauwolfia-thiazide. 

Please  turn  page  for  brief 
prescribing  information. 

c  I  B  A 


Ser-Ap-Es 

reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

a  plan  for  living  with  hypertension 


p  A  T1  ® 

Ser-Ap-hs 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

INDICATIONS:  All  cases  of  hypertension 
except  the  mildest  and  the  most  severe. 
CONTRAINDICATIONS 
Reserpine:  Known  hypersensitivity;  mental 
depression,  especially  with  suicidal  ten¬ 
dencies;  active  peptic  ulcer;  ulcerative 
colitis. 

Hydralazine:  Hypersensitivity;  coronary 
artery  disease;  mitral  valvular  rheumatic 
heart  disease. 

Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 
WARNINGS 

Reserpine:  Withdraw  reserpine  2  weeks 
before  surgery,  if  possible.  For  emergency 
surgical  procedures,  give  vagal  blocking 
agents  parenteral ly  to  prevent  or  reverse 
hypotension  and/or  bradycardia. 
Electroshock  therapy  should  not  be  given  to 
patients  receiving  rauwolfia  preparations, 
since  severe  and  even  fatal  reactions  have 
been  reported.  Discontinue  for  2  weeks 
before  giving  electroshock  therapy. 
Hydralazine:  Hydralazine,  particularly  if 
given  for  prolonged  periods,  may  produce 
an  arthritis-like  syndrome,  leading  in  rare 
instances  to  a  clinical  picture  simulating 
acute  systemic  lupus  erythematosus.  Most 
of  these  reactions  are  reversible  upon  with¬ 
drawal  of  therapy.  These  side  effects  are  not 
anticipated  even  with  maximal 
recommended  dosage  of  Ser-Ap-Es. 
Hydrochlorothiazide:  Small  bowel  stenosis, 
with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple¬ 
mentation  is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Pay  special  attention  to  electrolyte  balance 
of  patients  with  severe  renal  or  hepatic 
insufficiency.  In  patients  with  cirrhosis  and 
ascites,  watch  for  symptoms  of  impending 
hepatic  coma.  Thiazides  may  decrease 
glucose  tolerance;  use  cautiously  in  dia¬ 
betics.  Hyperuricemia  may  occur  but  is 
generally  reversed  by  a  uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes 
result  in  nitrogen  retention,  particularly  in 
patients  with  impaired  renal  function.  Dos¬ 
age  titration  is  necessary  in  such  patients. 
Thiazides  may  decrease  arterial  responsive¬ 
ness  to  norepinephrine  and  increase 
responsiveness  to  tubocurarine;  if  possible, 
withdraw  therapy  two  weeks  prior  to 
surgery.  Hypotensive  episodes  under  anes¬ 
thesia  have  been  observed.  If  emergency 
surgery  is  indicated,  preanesthetic  and 
anesthetic  agents  should  be  administered 
in  reduced  dosage. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Reserpine:  The  safety  of  rauwolfia  prepara¬ 
tions  for  use  in  pregnancy  or  lactation  has 
not  been  established;  therefore,  this  drug 
should  be  used  in  pregnant  patients  only 
when,  in  the  judgment  of  the  physician,  its 
use  is  deemed  essential  to  the  welfare  of 
the  patient. 

Hydralazine:  Although  there  has  been  no 
adverse  experience  with  hydralazine  in 
pregnancy,  there  have  been  no  systematic 
animal  reproduction  studies  to  support  the 


idea  of  safety  in  pregnancy.  The  drug  should 
be  used  in  pregnancy  only  when,  in  the 
judgment  of  the  physician,  it  is  deemed 
essential  to  the  welfare  of  the  patient. 
Hydrochlorothiazide:  Thiazides  should  be 
used  with  caution  in  pregnant  or  lactating 
patients  since  this  drug  crosses  the 
placental  barrier  and  appears  in  breast  milk 
and  may  result  in  fetal  hyperbilirubinemia, 
thrombocytopenia,  or  altered  carbohydrate 
metabolism.  It  is  therefore  possible  that  the 
adverse  reactions  seen  in  the  adult  may 
occur  in  the  newborn. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with 
history  of  peptic  ulcer,  ulcerative  colitis,  or 
other  Gl  disorders.  May  precipitate  biliary 
colic  in  patients  with  gallstones. 

Discontinue  at  first  sign  of  mental  depres¬ 
sion,  keeping  in  mind  possibility  of  suicide. 
Use  with  extreme  caution  in  those  with 
history  of  mental  depression.  Take  special 
care  with  asthmatics  and  in  hypertensives 
with  renal  insufficiency.  Use  cautiously 
with  digitalis,  quinidine,  and  guanethidine. 
Not  recommended  for  aortic  insufficiency. 
Hydralazine:  Use  cautiously  in  suspected 
coronary  artery  disease,  cerebral  vascular 
accidents,  and  advanced  renal  damage. 
Peripheral  neuritis,  evidenced  by  paresthe¬ 
sias,  numbness,  and  tingling,  has  been 
observed.  Published  evidence  suggests  an 
antipyridoxine  effect  and  addition  of  pyri- 
doxine  to  the  regimen  if  symptoms  develop. 
Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been 
reported  rarely.  If  such  abnormalities 
develop,  discontinue  therapy. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 
Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomiting, 
receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo¬ 
natremia,  hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Reserpine:  Increased  salivation,  increased 
gastric  secretions,  nausea,  vomiting, 
anorexia,  aggravation  of  peptic  ulcer  or 
ulcerative  colitis,  increased  intestinal 
motility,  diarrhea,  angina-like  syndrome, 
ectopic  cardiac  rhythms  particularly  when 


used  concurrently  with  digitalis,  brady¬ 
cardia,  flushing,  and  mental  depression, 
drowsiness,  lassitude,  nervousness,  para¬ 
doxical  anxiety,  nightmares  (which  may  be 
an  early  sign  of  mental  depression),  rarely 
atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis, 
and  optic  atrophy),  pruritus,  skin  rash, 
dryness  of  mouth,  dizziness,  headache, 
syncope,  epistaxis,  purpura  due  to  thrombo¬ 
cytopenia,  asthma  in  susceptible  persons, 
nasal  congestion,  weight  gain,  impotence  or 
decreased  libido,  enhanced  susceptibility 
to  colds,  dysuria,  conjunctival  injection, 
dyspnea,  muscular  aches. 

Hydralazine:  Common:  Headache,  palpita¬ 
tions,  anorexia,  nausea,  vomiting,  diarrhea, 
tachycardia,  angina  pectoris. 

Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  paresthesias; 
edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  de¬ 
pression,  disorientation,  or  anxiety;  hyper¬ 
sensitivity  reaction  including  skin  rash  and 
vascular  collapse;  constipation;  difficulty  in 
micturition;  arthralgia;  dyspnea;  paralytic 
ileus;  lymphadenopathy;  splenomegaly. 
Hydrochlorothiazide:  Anorexia,  gastric  irri¬ 
tation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intra- 
hepatic  cholestatic),  pancreatitis,  hyper¬ 
glycemia,  glycosuria,  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia,  pur¬ 
pura,  photosensitivity,  rash,  urticaria,  necro¬ 
tizing  angiitis,  leukopenia,  thrombocytopenia, 
agranulocytosis,  aplastic  anemia,  muscle 
spasm,  weakness,  restlessness.  Orthostatic 
hypotension  may  occur  and  may  be  poten¬ 
tiated  by  alcohol,  barbiturates,  or  narcotics. 
Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw 
therapy. 

DOSAGE:  One  or  2  tablets  t.i.d.  To  initiate 
therapy,  1  tablet  t.i.d.  is  recommended. 

For  maintenance,  adjust  dosage  to  lowest 
patient  requirement.  When  necessary,  more 
potent  anti  hypertensives  may  be  added 
gradually  in  dosages  reduced  by  at  least 
50  percent. 

SUPPLIED:  Tablets  (salmon  pink,  dry- 
coated),  each  containing  0.1  mg  reserpine, 

25  mg  hydralazine  hydrochloride,  and 
15  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before 
prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901  -2/4624-1  17 


she  has  a  plan 
that  works 
for  living  with 
hypertension 

Ser-Ap-Es 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

CIBA 


Sprigg  Subber  Awtubb  Widder 


codes  hayfeber  allerdgies  “flu” 


relieve  them  all  with 
all  -  season  ISOCLOR 

timesule®  tablet  liquid 


WO  ACTIVE  COMPONENTS 

live  “four  season”  sufferers  dependable  relief 

Chlorpheniramine  Maleate  dries  runny  noses  and  eyes,  quiets 
neezing,  wheezing,  soothes  itching  and  reduces  postnasal  drip — 
ill  with  a  particularly  low  index  of  side  effects  such  as  drowsiness. 
>seudoephedrine  HCI:  decongests  throughout  entire  respiratory 
ract,  opening  nasal  passages,  dilating  bronchioles,  relaxing 
tight  chest” — as  effectively  as  ephedrine,  but  with  much  less 
CNS  or  cardiovascular  stimulation. 

COMPOSITION:  Each  tablet  or  10  cc.  (2  teaspoonsful)  of  liquid 


:ontains: 

Chlorpheniramine  Maleate .  4  mg. 

’seudoephedrine  HCI  . I. . . . . . 25  mg. 

Each  Isoclor  Timesule  contains: 

Chlorpheniramine  Maleate . 10  mg. 

'seudoephedrine  HCI  . .65  mg. 


i  a  special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  relief  of  upper  respiratory  and  bronchial  con- 
lestion  associated  with:  the  common  cold,  hay  fever  and  aller- 
iies,  sinusitis,  influenza,  and  vasomotor  and  allergic  rhinitis. 
CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sym¬ 


pathomimetic  agents.  Severe  hypertension  or  severe  cardiac 
disease. 

PRECAUTIONS:  Use  with  caution  in  patients  with  hyperthyroid¬ 
ism.  Patients  susceptible  to  the  soporific  effects  of  chlorphenira¬ 
mine  should  be  warned  against  driving  or  operating  machinery 
should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100;  Liquid:  Pints  and  gallons; 
Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1  q.  3-4  h. 

2  tsp.  q.  3-4  h. 

1  q.  12  h. 

Children  6-12  years 

1  tsp.  q.  3-4  h. 

40-50  pounds 

%- 1  tsp.  q.  3-4  h. 

30-40  pounds 

1/2 -%  tsp.  q.  3-4  h. 

20-30  pounds 

1/4-1/2  tsp.  q.  3-4  h. 

15-20  pounds 

1/8-V4  tsp.  q.  3-4  h. 
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ARNAR-STONE  LABORATORIES,  INC. 

Mount  Prospect,  Illinois,  U.S.A.  60056 
Subsidiary  of  American  Hospital  Supply  Corporation 


Facts 

about 

ToridineLM. 

JL <  cephaloridine 


Facts  about  activity 


Facts  about  dosage 


Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g.,  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
coliform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A  streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 


In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1  Gm.  every 
eight  hours  (1.5  to  3  Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administration  of 
Single  Doses  (250  mg.  to  1  Gm.)  to  Normal  Human  Volunteers  (Six  to 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephalori¬ 
dine:  Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supplement]: 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  within 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hour 
after  a  500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceeded. 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  moderate, 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  the 
maximum  recommended  dosage  is  1  Gm .  every  twelve 
hours  during  the  period  of  reduced  function. 


'  Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


Facts  about  administration 

The  following  guidelines  for  therapy  with 
Loridine  are  recommended. 


Before  Administration  of  Loridine 


1.  Establish  susceptibility 
of  the  pathogen. 

2.  Determine  patient’s  renal 
status;  Loridine  is  contraindicated 
in  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper 
hydration. 

2.  Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and/or 
serum  creatinine. 

3.  Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4  Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1  to  3  Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1  Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


f  loridine  I.M. 

T  ■“cephaloridine 


101553 


(Please  turn  page  for  prescribing  information.) 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti¬ 
ble  to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul¬ 
ture  and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail¬ 
able  before  antibiotic  treatment  of  gonor¬ 
rhea  is  given. 

Contraindications:  Azotemia.  Hypersensi¬ 
tivity  to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C  DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI¬ 
CAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4  Gm.  daily  (see  Adverse  Reac¬ 
tions),  recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus¬ 
pected  impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos¬ 
pitalized.  If  impaired  renal  function  devel¬ 
ops  during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a  rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro¬ 
toxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti¬ 
biotics  are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer¬ 
ulonephritis  in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con¬ 
comitant  syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a  minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or¬ 
ganisms  not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc¬ 
cur,  take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A  few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a  positive 
Coombs  test  may  be  due  to  the  drug. 

A  false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy¬ 
sis  paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3  percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a  rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A  few  instances  of  drug  fever  have 
been  reported. 

A  few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a  small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a  single  determination  when  other  param¬ 
eters  of  liver  function  were  normal,  and 
only  rarely  was  a  level  of  100  units  reached. 
In  a  few  cases,  similar  elevations  of  alka¬ 
line  phosphatase  were  found.  The  signif¬ 
icance  of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2  Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic¬ 
ulocyte  count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a  ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in.free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a  small  number  of  patients.  The  po: 
sibility  of  this  complication  seems  to  b 
greater  in  seriously  ill  patients  given  mor 
than  recommended  doses.  Acute  tubuk 
necrosis  has  been  found  in  affected  p< 
tients  coming  to  autopsy.  Rare  cases  c 
nausea  and  vomiting  have  occurred.  Pai 
in  association  with  intramuscular  injectio 
was  noted  in  less  than  3  percent  of  p< 
tients.  In  only  one  patient  in  a  series  c 
623  was  the  route  changed  on  this  accoun 
Phlebitis  at  the  site  of  intravenous  injec 
tion  has  been  rare. 

Administration  and  Dosage:  Important- 
Before  administering  Loridine,  see  pack 
age  insert  for  details  on  dilution. 

Intramuscular  Injection  —  Loridine  i 
usually  injected  into  a  large  muscle  mass 

The  usual  adult  dosage  for  many  infec 
tions  of  moderate  severity  is  500  mg.  t 
1  Gm.  three  times  a  day  at  equally  space< 
intervals.  Milder  and  more  susceptibl 
infections  have  been  treated  with  250  t 
500  mg.  given  two  or  three  times  a  day 
More  severe  infections  may  be  treate< 
with  500  mg.  to  1  Gm.  four  times  a  day 
A  single  2-Gm.  dose  is  recommended  fo 
the  treatment  of  acute  gonorrhea.  Earl) 
syphilis  may  be  treated  with  500  mg.  to  ] 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  wit) 
high  doses  for  life-threatening  condition; 
has  been  reported,  it  has  been  shown  tha 
excessive  dosages  (above  4  Gm.  daily) 
may  cause  serious  nephrotoxic  reactions. 
For  this  reason,  Keflin®  (sodium  cephalo¬ 
thin,  Lilly)  may  be  preferred  when  doses 
larger  than  4  Gm.  daily  are  considered  for 
life-threatening  situations.  If  more  than  2 
Gm.  of  cephaloridine  is  injected  daily,  the! 
patient  should  be  under  close  clinical 
observation  for  changes  in  renal  function 
or  be  hospitalized.  In  addition,  reduced 
dosage  should  be  employed  in  patients 
with  known  or  suspected  renal  impairment. 

In  children,  a  daily  total  of  30  to  50 
mg.  per  Kg.  (15  to  25  mg.  per  pound)  of 
body  weight,  given  in  divided  doses,  has 
been  found  effective  for  mild  to  moder¬ 
ately  severe  infections.  A  daily  total  of  100 
mg.  per  Kg.  (50  mg.  per  pound)  of  body 
weight  (not  to  exceed  recommended  adult 
doses)  may  be  needed  for  very  severe 
infections. 

Intravenous  Injection—  In  the  presence 
of  extremely  serious  infections  (such  as 
bacteremia)  or  when  any  infection  seems 
overwhelming,  intravenous  administration 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscep¬ 
tible  organisms,  500  mg.  to  1.5  Gm.  per 
day  may  suffice;  for  less  susceptible 
organisms  and  for  serious  infections,  2  to 
4  Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha¬ 
loridine,  Lilly),  500  mg.,  5-ml.  size, 
rubber-stoppered;  1  Gm.,  10-ml.  size, 

rubber-stoppered  .  1082169) 


Additional  information 
available  to  the  profession 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Upjohn  again 
reduces  the  price 
of  E-Mycin 
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Once  again  Upjohn  has 
been  able  to  reduce  the 
price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Upjohn 


E-Mycin 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


©  1971  The  Upjohn  Company 

JA71-1711 


Ulcer 

Re¬ 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab¬ 
lets  in  1 2  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


PHYSICIANS  WANTED 

Residency  in  Physical  Medicine  and  Rehabili¬ 
tation —  dynamic,  young  program  with  bal¬ 
anced  academic  and  clinical  emphasis  under 
the  supervision  of  5  physiatrists.  Three-year 
program  with  opportunity  for  research  and 
pursuit  of  special  interests  both  in  medical 
school  and  private  hospital  settings.  One 
year’s  credit  for  4  years  of  general  practice  ex¬ 
perience  or  training  in  another  specialty.  Gl 
schooling  benefits  available  for  veterans. 
Berry  Plan  deferments  are  usually  obtainable 
for  physicians  anticipating  military  service. 
We  will  pay  for  visits  in  selected  cases.  Tele¬ 
phone  or  write  for  information  to:  John  F.  Di- 
tunno,  Jr.,  M.D.,  Director,  Department  of  Re¬ 
habilitation  Medicine,  Thomas  Jefferson  Uni¬ 
versity  Hospital,  11th  &  Walnut  Streets, 
Philadelphia,  Pa.  19107  Telephone:  (215) 
829-6573. 


UPO-NICM 


RELEASES  NICOTINIC  ACID 
2  WAYS 

QUICKLY  o*  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  •  TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 


ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN®/100mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  . 100  mg 

Niacinamide  .  75  mg 

Ascorbic  Acid  . 150  mg 

Thiamine  HCI  (B-1)  . .  25  mg 

Riboflavin  (B-2)  .  2  mg 

Pyridoxine  HCI  (B-6) . .  10  mg 

DOSE:  1  to  5  tablets  daily. 
AVAILABLE:  Bottles  of  100 
500,  1000. 


NOT  TIMED 

LIPO-NICIN®/250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  . 250  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCI  (B-1)  .  .  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCI  (B-6)..  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500,  1000. 


GRADUAL  RELEASE 


TIMED  RELEASE  6  to  8  HOURS 

LIPO-NICIN®/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  . 300  mg. 

Vitamin  C  (Ascorbic  Acid).  150  mg. 
Vita.  B1  (Thiamine  HCI)..  25  mg. 
Vitamin  B2  (Riboflavin)  .  .  2  mg. 

Pyridoxine  HCI  (B-6)  ....  10  mg. 
DOSE:  1  to  2  capsules  daily. 
AVAILABLE:  Bottle  of  100,  1000. 

In  a  special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a  period  of  6  to  8  hours. 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  —  Interview  Med. 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D.,  JAMA,  Aug.  6,  1960,  Vol.  173,  No.  14,  P.  1563. 


Write  for  Literature  and  Samples 

(BRollWfc  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 


2500  West  6th  Street,  Los  Angeles,  California  90057 


. . .  that  call  for  strong  medicine 
...the  kinds  that  potent  DRIXORAL  is  reserved  for. 
INoses  under  1  2  years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a  tablet  for  the  day  keeps  congestion  away, 
a  tablet  at  night,  sleeper's  delight. 


brand  of  dexbrompheniramine  maleate  6  mg.  and  d-isoephedrine  sulfate  120  mg. 

The  round-the-clock  oral  deconge/tant 


Clirsl  Considerations:  Indications:  DRIXORAL  is  indicated  for  round-the- 
dorrelief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
andlerennial  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachian 
tub«i|ockage. 

Coirsindications:  DRIXORAL  should  not  be  given  to  children  under  12  years 
of  c>.  DRIXORAL  should  not  be  administered  tp  pregnant  women  or  nursing 
moM-s  until  the  safety  of  this  preparation  for  use  during  gestation  and  lacta¬ 
tion'  established.  The  preparation  is  contraindicated  also  in  patients  with 
sever  hypertension  and  coronary  artery  disease.  Warnings:  As  in  the  case  of 
oth«preparations  containing  central  nervous  system  acting  drugs,  patients 
reeding  DRIXORAL  should  be  cautioned  about  possible  additive  effects  with 
olcol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
tramilizers).  For  the  same  reason  they  should  be  cautioned  against  hazardous 
ocqptions  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a  motor  vehicle.  Precautions:  Isoephedrine-containing  preparations 
should  be  used  with  caution  in  the  presence  of:  hypertension;  coronary  artery 
disease;  any  other  cardiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions:  The  physician  should  be  alert 
to  the  possibility  of  all  possible  adverse  reactions  which  have  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  include:  drowsiness,- 
confusion;  restlessness;  nausea,-  vomiting,-  drug  rash;  vertigo,-  palpitation,- 
anorexia;  dizziness;  dysuria  due  to  vesicle  sphincter  spasm;  headache;  in¬ 
somnia;  anxiety,-  tension,-  weakness;  tachycardia,-  angina,-  sweating;  blood 
pressure  elevation;  mydriasis;  gastric  distress;  abdominal  cramps;  central  ner¬ 
vous  system  stimulation,-  circulatory  collapse.  For  more  complete  details,  con¬ 
sult  package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  SCH.2654 


\ 


With  EVAC-U-GEN  your  patients  with  functional 
constipation  can  evacuate  gently.  This  is  highly 
desirable  for  those  sensitive  to  harsh  laxatives 
. . .  particularly  children,  pregnant  women ,  and 
geriatric  patients 


FVAf-I  I-r,FN 

Y  U  VJLjI  Y  economical 

A  highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose:  Chew  1  or  2  tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A  citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP  &  CO.,  INC.  Syracuse,  New  York  13201 


PENNSYLVANIA 

MEDICINE 


m.d.'s  in  the  news 


A.  Curtis  True,  M.D.  has  been  ap¬ 
pointed  director  of  medical  services  at 
Merck,  Sharp  and  Dohme. 

John  H.  Dossett,  M.D.,  Mobile, 
Ala.,  has  been  named  assistant 
professor  of  pediatrics  at  Milton  S. 
Hershey  Medical  Center  of  Pennsyl¬ 
vania  State  University.  Most  recently. 
Dr.  Dossett  was  staff  pediatrician  at 
Malcolm  Grow  U.S.A.F.  Medical 
Center,  Andrews  Air  Force  Base,  in 
Washington,  D.C. 

Luther  L.  Terry,  M.D.,  has  resigned 
as  vice-president  for  medical  affairs  of 
the  University  of  Pennsylvania,  a  post 
he  had  held  since  1965,  in  order  to 
devote  his  full  time  to  teaching  in  the 
Department  of  Community  Medicine. 
Robert  D.  Dripps,  M.D.,  professor  and 
chairman  of  anesthesiology,  will  serve 
as  acting  vice-president  until  a  perma¬ 
nent  successor  can  be  found. 

Milton  J.  Freiwald,  M.D.,  Philadel¬ 
phia,  has  written  a  paper  entitled 
"Chalazion?  Suspect  Cancer.”  It  has 
received  wide  recognition  since  its 
publication  in  the  February  1971  issue 
of  Medical  Times. 

Marvin  Clark,  M.D.,  and  his  wife, 
Sandra  Clark,  M.D.,  Brookville,  have 
volunteered  to  give  two  months  of 
medical  service  to  the  Mettu  Hospital 
in  Ethiopia,  a  65-bed  government  hos¬ 
pital  serving  600,000  people. 

Robert  B.  Greer,  III,  M.D.,  has  ac¬ 
cepted  a  position  as  associate  professor 
of  surgery  and  chief  of  the  division  of 
orthopedic  surgery  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl¬ 
vania  State  University.  His  most 
recent  position  was  as  a  member  of  the 
orthopedic  surgery  faculty  at  the  Uni¬ 
versity  of  Pittsburgh. 

Bruce  H.  Carney,  M.D.,  Norris¬ 
town,  who  has  completed  fifteen  years 
as  editor  of  the  Bulletin  of  the  Mont¬ 
gomery  County  Medical  Society,  has 
been  appointed  director  of  the  Depart¬ 
ment  of  Obstetrics  and  Gynecology  at 
Montgomery  Hospital  in  Norristown. 

Harriet  C.  Jones,  M.D.,  Philadel¬ 
phia,  has  been  appointed  director  of 
Temple  University’s  West  Nicetown- 
Tioga  Family  Neighborhood  Health 
Center.  She  was  formerly  chief  of  the 
school  health  division  in  the  Bureau  of 


Maternal  and  Child  Health  in  Wash¬ 
ington,  D.C. 

Paul  Shallenberger,  M.D.,  Waverly, 
president  of  the  Bradford  County 
Medical  Society,  presented  a  complete 
copy  of  the  minutes  of  the  Bradford 
County  Medical  Society  from  1849- 
1961  to  the  State  Society.  The  original 
volumes  are  in  the  medical  library  at 
Robert  Packer  Hospital,  Sayre. 

Robert  J.  White,  M.D.  has  been  ap¬ 
pointed  associate  in  the  department  of 
community  medicine  at  Geisinger 
Medical  Center,  Danville. 


DR.  WHITE  DR.  MOSS 


N.  Henry  Moss,  M.D.,  associate 
clinical  professor  of  surgery  and  at¬ 
tending  surgeon  at  Temple  University 
Health  Sciences  Center  and  Albert 
Einstein  Medical  Center,  is  the  new 
president  of  the  American  Medical 
Writers  Association. 


Several  appointments  have  been  an¬ 
nounced  by  the  University  of  Pitts¬ 
burgh  School  of  Medicine.  Peter  J. 
Jannetta,  M.D.  was  named  professor 
of  neurological  surgery  and  director  of 
the  division  of  neurological  surgery. 
Prior  to  this  appointment,  he  was 
professor  of  surgery  at  the  Louisiana 
State  University  Medical  School.  Rob¬ 
ert  R.  Carpenter,  M.D.,  was  promoted 
to  associate  professor  of  medicine  and 
associate  professor  of  community  med¬ 
icine.  He  is  director  of  the  Western 
Pennsylvania  Regional  Medical  Pro¬ 
gram. 

John  J.  Peters,  Jr.,  M.D.,  formerly 
assistant  director  of  the  VA  Hospital 
at  Richmond,  Va.,  has  been  named 
director  of  the  Altoona  VA  Hospital. 

Alexander  M.  Minno,  M.D.,  was 
appointed  to  the  Professional  Advisory 
Committee  of  Harmarville  Rehabili¬ 
tation  Center,  Pittsburgh.  He  has 
served  the  center  as  a  consultant  in 
rheumatolgy. 

Temple  University  School  of  Medi¬ 
cine  has  announced  that  an  alumnus 
and  a  faculty  member  have  been 
elected  to  Alpha  Omega  Alpha  honor¬ 
ary  society.  Angelo  M.  DiGeorge, 
M.D.,  Philadelphia,  is  the  alumnus 


AT  THE  FIRST  annual  meeting  of  the  Susquehanna  Valley  Regional  Medical  Program 
are,  left  to  right,  George  P.  Rosemond,  M.D.,  PMS  president;  Ellsworth  R.  Browneller, 
M.D.,  Danville,  retiring  chairman  of  the  SVRMP  Regional  Advisory  Group;  George  C. 
Williams,  Esq.,  a  Wellsboro  attorney  and  RAG  vice-chairman,  who  became  chairman; 
and  Harold  Magulies,  M.D.,  director  of  the  RMP  service  of  the  Department  of  Health, 
Education,  and  Welfare. 
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member.  R.  Robert  Tyson,  M.D., 
Philadelphia,  the  faculty  member,  is  a 
member  of  the  Council  on  Medical 
Service  and  chairman  of  the  Com¬ 
mittee  on  Constitution  and  By-Laws  of 
PMS. 


DR.  BUCHERT 


Walter  I.  Buchert,  M.D.,  medical 
director  of  the  Geisinger  Medical 
Center,  has  been  installed  as  president 
of  the  American  Association  of  Medi¬ 
cal  Clinics  (AAMC).  He  is  one  of  the 
originators  of  AAMC’s  Trusteeship  for 
Health  Program,  a  new  group  practice 
concept  which  is  being  implemented  as 
a  pilot  project  at  the  Geisinger  Medi¬ 
cal  Center. 

William  A.  Sodeman,  Sr.,  M.D., 
dean  and  vice-president  of  Jefferson 
Medical  College,  received  the  Distin¬ 
guished  Alumni  Award  of  the  Univer¬ 
sity  of  Michigan  for  1971  for  his  work 
in  medical  education.  Dr.  Sodeman  is 
president-elect  of  the  American  Col¬ 
lege  of  Physicians. 

Commander  George  E.  Ehrlich, 
M.D.,  Philadelphia,  was  unanimously 
chosen  as  recipient  of  the  Philip  S. 
Hench  Award  of  the  Association  of 
Military  Surgeons  of  the  U.S.  for  his 
role  as  a  teacher  in  the  field  of 
rheumatology. 

Harry  A.  Smith,  M.D.,  Wilkes- 
Barre,  was  chosen  Pennsylvania 
Physician  of  the  Year  by  the  Gover¬ 
nor’s  Committee  on  Employment  of 
the  Handicapped.  Dr.  Smith  has  been 
an  orthopedic  surgeon  in  Wyoming 
Valley  for  more  than  forty-five  years 
and  was  one  of  the  founders  of  the 
Wyoming  Valley  Crippled  Children’s 
Association. 

E.  O.  Moehlmann,  M.D.,  Rich¬ 
mond,  was  honored  with  a  parade  and 


dinner  by  the  townspeople  in  apprecia¬ 
tion  of  thirty-eight  years  of  service, 
during  which  time  he  has  been  the 
only  physician  in  town. 

George  E.  Way,  M.D.,  Hellertown, 
has  been  appointed  chief  of  general 
practice  at  St.  Luke’s  Hospital, 
Bethlehem.  He  succeeded  Paul  Bu- 
dura,  M.D.,  who  has  resigned  from  the 
post  but  will  remain  on  the  staff. 

Stephen  E.  Matsko,  M.D.,  Allen¬ 
town,  was  named  a  member  of  the 
Coaldale  Hospital  surgical  staff.  He  is 
a  fellow  of  the  American  College  of 
Surgery. 

George  E.  Gittens,  M.D.,  Mount 
Airy,  was  promoted  from  assistant 
director  to  director  of  the  Temple  Uni¬ 
versity  School  of.  Medicine  unit  at 
Philadelphia  State  Hospital  (Byberry). 
Frank  W.  Johnson,  M.D.,  was 
promoted  to  clinical  director  of 
Byberry. 


DR.  JOHNSON 


DR.  WALDMAN 


Sydney  Waldman,  M.D.,  has  been 
appointed  a  staff  physician  in  pediat¬ 
rics  to  the  Daroff  Division,  Albert 
Einstein  Medical  Center,  which  is 
being  reopened  after  a  four-year  lapse. 
He  has  also  joined  the  Philadelphia 
Medical  Group,  a  private  practice 
group  based  at  the  hospital  to  serve  the 
South  Philadelphia  area. 

S.P.  Barua,  M.D.,  Greensburg,  has 
been  appointed  associate  director  of 
orthopedic  surgery  at  Monsour  Hospi¬ 
tal  and  Clinic,  Jeannette. 

Albert  H.  Bucher,  M.D.,  and  Hugh 
R.  Gilmore,  Jr.,  M.D.,  both  of  Hum- 
melstown,  received  plaques  from  PMS 
honoring  fifty  years  of  service.  Dr. 
Bucher  is  an  orthopedic  consultant  at 
Polyclinic  and  Holy  Spirit  Hospitals, 
Harrisburg.  Dr.  Gilmore  is  chief  of  the 
cancer  control  section  of  the  Pennsyl¬ 
vania  Department  of  Health. 

Charles  A.  Laubach,  Jr.,  M.D.,  En¬ 
terprise,  has  been  awarded  the  Ameri¬ 
can  Heart  Association  Distinguished 


Service  Medallion.  He  is  the  immedi¬ 
ate  past  president  of  the  Pennsylvania 
Division. 

James  R.V.  Heller,  M.D.,  Beth¬ 
lehem,  received  a  fifty-year  award  for 
service  in  the  borough  of  Coplay. 

C.  Reed  Gennaria,  M.D.,  Blooms- 
burg,  has  retired  after  forty-eight  years 
of  medical  service,  forty  of  which  were 
to  the  community  of  Shamokin. 

John  F.  Wilson,  M.D.,  associate 
professor  of  dermatology  at  Jefferson 
Medical  College  has  been  elected  pres¬ 
ident  of  the  Pennsylvania  Academy  of 
Dermatology. 

The  Pennsylvania  Heart  Association 
has  announced  new  officers.  Harry  F. 
Zinsser,  M.D.,  Gladwyne,  is  president, 
Lawrence  F.  Blackburn,  M.D., 
Greensburg,  president-elect;  and  Al¬ 
bert  J.  Cross,  M.D.,  Scranton,  vice- 
president.  Fred  D.  Fister,  M.D.,  Allen¬ 
town,  was  reelected  chairman  of  the 
board  of  directors  of  the  Heart  Associ¬ 
ation  of  Mideastern  Pennsylvania. 

L.  Clair  Burket,  M.D.,  Altoona,  was 
elected  president  of  the  Easter  Seal  So¬ 
ciety  for  Crippled  Children  and  Adults 
of  Blair  County. 

William  A.  Yates,  M.D.,  Johnstown, 
will  head  the  professional  healing  arts 
division  of  the  Greater  Johnstown 
Community  Chest  —  Red  Cross  Fund 
Drive. 


A  CENTENARIAN  AWARD  from  the 
Pennsylvania  Medical  Society  is 
presented  to  Otto  Glace,  Selinsgrove, 
on  the  occasion  of  his  one  hundredth 
birthday  by  Francis  P.  Sayers,  M.D., 
president-elect  of  the  Northum¬ 
berland  County  Medical  Society.  Mrs. 
Sayers  watches  the  presentation  to 
the  retired  lumberman  and  district 
caretaker  for  the  Department  of 
Highways. 
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book  review 


Management  of  Juvenile  Diabetes  Mellitus.  by  Howard  S. 
Traisman,  2d  ed.  223  pp.  Ulus.  St.  Louis:  C.  V .  Mosby  Co., 
1971.  $19.75 

As  stated  in  the  preface,  "the  purpose  of  this  book  is  to 
provide  a  concise,  practical  method  of  management  of  juve¬ 
nile  diabetes  mellitus.”  The  material  is  arranged  in  an  or¬ 
derly  manner  beginning  with  the  etiology,  pathogenisis,  and 
diagnosis  of  juvenile  diabetes  mellitus.  In  this  way,  a  basic 
approach  is  furnished  for  those  whose  knowledge  of  the 
disease  may  be  superficial  because  of  infrequent  contact. 

The  chapters  on  the  diagnosis  of  juvenile  diabetes 
mellitus,  instruction  of  patients  and  parents,  psychologic 
aspects  of  juvenile  diabetes  mellitus  and  hypoglycemia  are 
particularly  worthwhile.  Many  of  the  procedures  and  in¬ 
structional  materials  utilized  at  the  Children’s  Memorial 
Hospital  of  Chicago  are  presented  in  detail. 

The  author  is  a  believer  in  the  "strict  control”  school  of 
diabetes,  which  is  amply  demonstrated  in  the  chapter  on 


dietary  treatment.  On  reading  the  chapter  on  the  psy¬ 
chologic  aspects  of  diabetes  in  childhood,  there  appears  to 
be  some  inconsistency  in  the  claim  that  rigid  adherence  to  a 
strict  diabetic  regimen  leads  to  better  emotional  adjustment 
while  advocating  flexibility  for  some  teenagers.  It  is  de¬ 
batable  whether  the  near  perfectionistic  personality  as  the 
end  result  of  rigid  diabetic  control  is  as  desirable  as  the  au¬ 
thors  claim. 

Short  bibliographies  are  included  at  the  end  of  each 
chapter  for  further  reading.  The  book  embraces  several  ap¬ 
pendices,  useful  for  the  student  and  graduate  nurse  engaged 
in  the  care  of  juvenile  diabetics.  It  is  a  well  indexed  volume. 

The  author  and  his  six  contributors  have  accomplished 
their  goal  of  providing  a  comprehensive  monograph  in¬ 
tended  for  pediatricians,  family  physicians  and  medical 
students. 

David  A.  Smith,  M.D. 

Medical  Editor 
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Time  to  change  the  law 


The  recent  recommendation  by  the  Public  Health  Service 
Advisory  Committee  on  Immunization  Practices  to  discon¬ 
tinue  the  routine  Smallpox  vaccinations  in  this  country  has 
been  brought  to  the  attention  of  Pennsylvania  physicians  by 
the  Secretary  of  Health,  Dr.  J.  Finton  Speller. 

The  formal  recommendation  contained  in  a  booklet 
"Vaccinations  Against  Small  Pox  In  The  U.S.”  prepared  by 
the  Public  Service,  reads  as  follows: 

The  Committee  has  reviewed  the  success  achieved  so 
far  by  the  World  Health  Organization-sponsored 
smallpox  eradication  effort  and  fully  expects  that  it 
will  continue.  It  now  believes  that  the  risk  of 
smallpox  in  the  United  States  is  so  small  that  the 
practice  of  routine  smallpox  vaccination  is  no  longer 
indicated  in  this  country. 

The  Committee  believes  that  public  health  efforts 
should  be  devoted  to  assuring  adequate  immunization 
of  all  personnel  involved  in  health  service  and  of  all 
travelers  to  and  from  continents  where  smallpox  has 
not  been  eradicated. 

Because  of  the  rapidly  declining  incidence  of 
smallpox  in  the  world  and  the  vastly  reduced  risk  of 
its  being  imported  into  the  United  States,  health  of¬ 
ficials  in  the  United  States  should  consider  the  discon¬ 


tinuation  of  compulsory  measures  as  they  relate  to 
routine  smallpox  vaccination. 

Finally,  physicians  and  public  health  agencies  should 
intensify  efforts  to  assure  that  all  adverse  vaccine  re¬ 
actions  are  reported  and  that  the  following  contrain¬ 
dications  to  smallpox  vaccination  are  scrupulously 
observed: 

(1)  Eczema  and  other  forms  of  chronic  derma¬ 
titis  in  the  person  to  be  vaccinated  or  in  a 
household  contact 

(2)  Pregnancy 

(3)  Altered  immune  states  from  disease  or 
therapy. 

Much  data  has  been  accumulated  to  support  this  recom¬ 
mendation  of  selected  vaccinations.  To  implement  this  rec¬ 
ommendation  in  Pennsylvania,  it  will  be  necessary  to  repeal 
that  section  of  the  Pennsylvania  School  Code  that  requires 
compulsory  Smallpox  vaccination  to  school  children. 

Pennsylvania  physicians  must  assume  an  active  role  in 
eliminating  the  unnecessary  risks  of  Smallpox  vaccinations 
to  children.  Such  positive  action  will  once  again  demonstrate 
to  the  public  the  medical  profession’s  continuing  ability  to 
respond  to  the  changing  medical  needs  of  society. 

DAS 


r Let  George  say  it 9  n  •  i  •  i  • 

- £ — L —  Responsibility 


As  Walter  Cronkite  put  it,  the  Attica  prison  riots  and 
their  tragic  outcome  have  polarized  public  opinion  to  a 
marked  degree.  The  cations  and  the  anions  have  reported  to 
their  respective  poles  closely  and  faithfully.  One  group  is 
ready  to  re-open  the  Bastille,  complete  with  rack  and 
thumb-screw;  the  other  wants  to  turn  each  jail  into  a 
country  club. 

Your  correspondent,  with  no  answers  to  the  many  ques¬ 
tions  involved,  is  inspired  to  pity  for  all  concerned.  By  his 
own  light  each  did  the  best  he  could  in  an  impossible  situa¬ 
tion.  After  first  assuming  that  Commissioner  Oswald  had 
acted  with  harsh  haste,  I  have  concluded  that  he  made  an 
executive  type  decision.  Damned  on  either  side,  he  took  a 
calculated  risk. 

If  the  commissioner,  at  the  first  news,  had  taken  a  large 
sheet  of  paper  and  written  at  the  top  the  best  possible  out¬ 
come  and  at  the  bottom  the  worst  that  could  happen,  it 
might  have  given  him  pause.  His  most  hoped  for  eventuality 
would  have  been  a  rapid  and  amicable  settlement  with 
release  of  all  the  hostages,  unharmed.  At  the  bottom  of  the 
page  would  have  been  a  grizzly  picture  of  dead  and 
wounded  hostages  and  convicts.  Certainly  the  outcome 
came  close  to  the  worst. 

I  am  sure  this  blood  will  be  on  Mr.  Oswald’s  conscience 
for  a  long  time,  but  he  was  accountable  and  he  took  what 


appeared  to  him  to  be  appropriate  action.  No  one  can  prove 
for  certain  that  other  measures  would  have  been  more  suc¬ 
cessful.  Many  worse  results  are  conceivable. 

Governor  Rockefeller  does  not  come  off  so  easily,  in  my 
opinion.  Although  Oswald  was  the  delegated  official 
responsible  for  this  situation,  Rockefeller,  in  the  final  analy¬ 
sis,  has  responsibility  for  the  whole  state.  Attica  was  a  disas¬ 
ter  area.  The  death  toll  was  comparable  to  major  floods  and 
hurricanes. 

Nobody  knows  what  effect  the  Governor’s  presence 
would  have  had  at  Attica.  It  is  hard  to  see  that  it  would 
have  in  any  way  worsened  the  situation.  It  would  have 
given  the  involved  people  on  both  sides  the  assurance  the 
state  was  taking  the  matter  seriously.  It  would  have  given 
Oswald  the  certainty  that  the  Governor  understood  what 
the  commissioner’s  plan  was.  It  would  have  given  the  Gov¬ 
ernor  a  clear  picture  of  what  was  really  going  on  in  the  bat¬ 
tlefield,  the  knowledge  that  the  action  proposed  was  appro¬ 
priate  to  the  situation.  Oswald  is  like  the  doctor  who  went 
to  the  bedside  of  his  patient,  could  not  get  a  consultant  to 
come,  made  a  decision  of  his  own,  and  had  a  result  which 
was  not  entirely  successful.  He  used  his  best  judgment. 
Rockefeller  is  the  surgeon  who  from  bed  approved  the  in¬ 
tern’s  plan  of  treatment  and  found  himself  next  day  less 
than  happy  about  the  outcome.  He  could  have  done  more. 

GAR 
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omment  on  CV  Brief 

!  We  are  writing  to  comment  on  the  Cardiovascular  Brief 
anesthesia  in  patients  with  cardiovascular  disease,  Part  1” 
li'ctober,  1971),  in  which  Dr.  James  M.  Fenstermacher 
ites  that  the  neuromuscular  blocking  agents  suc- 
iiylcholine  and  d-tubocurarine  have  no  cardiac  effects.  In 
let,  cardiac  arrythmias  following  administration  of  suc- 
nylcholine  have  been  the  subject  of  many  reports.1'5. 
Bradycardia  after  a  repeated  dose  of  succinylcholine  was 
und  in  88%  of  patients  by  Lupprian  and  Churchill- 
hvidson,3  and  80%  of  patients  by  Mathias  and  Evans- 
Mosser.6  Schoenstadt  and  Witcher7  considered  choline, 
loduced  by  the  hydrolysis  of  succinylcholine,  to  cause  sen- 
:'ization  of  the  patient  to  subsequent  doses  of  suc- 
liiylcholine.  After  sensitization,  the  arrythmias  are 
Koduced  by  the  unaltered  molecules  of  succinylcholine. 
"liopental  appears  to  eliminate  or  reduce  the  incidence  of 
irythmias. 

Dowdy  and  Fabian8  investigated  the  incidence  of  cardiac 
a-ythmias  induced  by  succinylcholine  in  digitalized  pa- 
tnts  and  laboratory  animals.  Their  results  suggested  that 
i  ravenous  succinylcholine  can  produce  serious  ventricular 
a-ythmias  in  fully  digitalized  patients  and  dogs,  and  that 
l;  arrythmias  can  be  abolished  by  d-tubocurarine.  Dowdy, 
Liggar,  and  Fabian  in  1965  and  Dowdy10  in  1970  studied 
eects  of  neuromuscular  blocking  agents  on  isolated 
vitalized  mammalian  hearts,  and  concluded  that  suc- 
oylcholine  increased  the  effect  of  digitalis  on  the  con- 
ccting  system  of  the  heart  and  made  the  ventricles  more  ir- 
rable.  Ventricular  arrythmias  caused  by  digitalis  overdose 
c  by  the  action  of  succinylcholine  on  a  digitalized  heart 
add  be  reversed  by  d-tubocurarine. 

In  view  of  the  protective  effect  of  d-tubocurarine 
ciscribed  above,  it  is  interesting  that  Dowdy  and  her 
cleauges10  have  recently  shown  that  antibacterial  pre- 
ssvatives  in  the  commercial  preparation  of  d-tubocuraine 
aiilable  in  the  United  States  have  a  marked  negative  ino- 
tipic  effect  on  the  heart  and  that  d-tubocurarine  itself  has 
alight  positive  inotropic  effect.  Clarke  and  Lyons11  have 
pinted  out  that-  “Tubarine”,  the  preparation  of  d- 
taocurarine  available  in  Great  Britain,  contains  no  an- 
tacterial  or  antioxidant  preservatives,  yet  has  been  shown 
ticause  highly  significant  decreases  in  blood  pressure  in 
bth  healthy  and  poor-risk  adult  patients.  This  hypotension 
i:iconsidered  due  to  histamine  release,  or,  more  likely, 
giglionic  blockade. 

It  should  also  be  pointed  out  that  gallamine,  a  frequently 
ui:d  non-depolarizing  muscle  relaxant,  has  been  associated 
vh  an  increase  in  heart  rate,  an  effect  due  to  both  a 
vijolytic  effect  similar  to  atropine,  and  to  a  positive  ino- 
t  ipic  effect  which  can  be  blocked  by  propranolol.12 
In  summary,  there  are  several  highly  significant  cardiac 
ejects  of  the  commonly  used  neuromuscular  blocking 
amts.  These  effects  are  especially  important  in  patients 


with  cardiovascular  disease  and  should  be  recognized  by  an¬ 
esthesiologists  when  they  occur. 

R.  Brian  Smith,  M.B.,  B.S. 
David  Solosko,  M.D. 
Department  of  Anesthesiology 
Eye  and  Ear  Hospital 
Pittsburgh,  Pa. 
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Medical  school  —  new  approach 

Of  those  students  who  are  committed  to  the  pre-medical 
preparation  of  three  or  four  years  of  college,  an  alarmingly 
high  percentage  never  reaches  candidacy  for  medical 
school.  Conversations  with  many  of  my  student  acquaint¬ 
ances  lead  me  to  conclude  that  there  is  great  variation  from 
college  to  college  in  the  severity  of  grading  student  perform¬ 
ance,  particularly  in  the  difficult  sciences  of  physics  and 
chemistry.  Indeed,  in  some  colleges,  professors  in  these  sub¬ 
jects  seem  to  “wash  out”  a  significant  proportion  of 
students. 

It  is  common  knowledge  that  for  admission  to  medical 
school  the  student  must  perform  with  uncommon  excellence 
in  these  sciences.  We  would  not  presume  to  know  what  facil¬ 
ities  make  a  good  physician,  but  it  must  be  admitted  that  we 
really  need  those  who  can  and  will  care  for  the  sick  in  the 
communities  across  the  land. 

Perhaps  we  need  to  generate  a  group  of  medical  school 
candidates  who  are  humanities  oriented,  albeit  moderately 
proficient  in  the  pure  sciences.  Obviously  such  candidates 
are  not  likely  to  present  themselves  to  an  admissions  com¬ 
mittee  with  3.5  averages  in  physics  and  chemistry,  but  by 
the  same  token  they  may  demonstrate  uncommon  capabili¬ 
ties  in  philosophy,  social  sciences,  and  languages.  The 
present  system  grinds  the  pre-medical  student’s  powder  too 
finely  and  too  homogeneously,  largely  because  admissions 
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policies  have  imposed  this  need  upon  conscientious  colleges 
which  take  pride  in  getting  their  students  into  medical 
schools. 

In  the  past  decade  100,000  candidates,  all  having  spent 
much  time,  effort,  and  money,  have  been  lost  because  they 
were  refused  admission  to  medical  school.  Members  of  ad¬ 
missions  committees  have  told  me  that  the  differences  be¬ 
tween  those  admitted  and  rejected  are  often  so  slight  that 
the  final  decisions  are  painful.  Of  course,  everyone  realizes 
(and  has  realized  since  the  early  50’s)  that  more  medical 
students  are  needed.  This  means  more  medical  schools  and 
larger  classes. 

The  first  thought,  of  course,  is  to  build  more  medical 
schools.  The  great  cost  simply  to  assemble  bricks,  mortar 
and  physical  plant  is  something  like  $50  million,  if  one 
excludes  erecting  a  hospital  for  teaching  purposes.  Still,  a 
militarily  oriented  economy  can  spend  this  amount  to  con¬ 
struct  one  missile-carrying  submarine.  Dare  we  hope  that 
our  legislators  could  approach  the  building  of  medical 
schools  with  the  same  fervor  they  direct  to  instruments  of 
defense  and  aggression? 

At  any  rate,  the  time  factor  is  of  such  great  magnitude 
that  few  pragmatists  can  see  any  immediate  solution  to  the 
problem  by  building  more  schools.  Yet  the  crisis  in  health 
care  is  immediate,  and  at  the  very  core  is  the  gross 
numerical  shortage  of  physicians. 

By  integrating  existing  facilities,  it  would  be  possible  to 
multiply  our  medical  educational  capabilities  within  a  two- 
year  period,  and  at  a  fraction  of  the  cost  involved  in  con¬ 
structing  new  schools.  By  facilities  for  such  education  we 
mean  buildings,  faculty,  and  hospital  teaching  beds —  the 
three  components  difficult  to  grow  anew. 

There  are  many  excellent  colleges  which  could  develop 
adequate  courses  in  the  medical  sciences,  especially  with 
reasonable  subsidies.  It  ought  to  be  possible  to  move  away 
from  the  concept  that  a  medical  school  must  be  a  place  with 
large  brick  buildings.  Why  not  think  of  the  school  as  an  ad¬ 
ministrative  center  with  the  ability  to  subcontract  its 
courses  among  a  number  of  teaching  facilities?  This 
satelliting  could  take  place  at  all  levels  of  medical  education, 
and  it  would  move  the  students  in  sections  from  school  to 
school  according  to  prior  planning  and  scheduling. 

Another  area  seemingly  ripe  for  use  is  the  clinical  area. 
There  are  a  number  of  board  certified  generalists,  internists, 
surgeons,  and  pediatricians  delivering  care  at  the  communi¬ 
ty  level  across  the  United  States.  Many  of  these  are  alert 
students,  capable  teachers,  experienced  in  the  care  of  the  ill. 
It  might  be  possible  to  organize  these  valuable  people  to 
provide  highly  acceptable  senior  preceptorships  on  an  al¬ 
most  one  to  one  basis.  Not  the  least  attractive  element  is 
that  of  providing  expansion  of  capable  faculty  without  ex¬ 
pansion  of  cost. 

Related  to  all  of  the  foregoing  is  the  very  serious  matter 
of  producing  physicians  to  care  for  those  who  are  ill. 
Reviewing  the  new  physician  listings  in  our  own  county,  I 
am  increasingly  alarmed  at  the  paucity  of  physicians  en¬ 
tering  a  community  for  the  purpose  of  seeing  and  caring  for 
sick  people. 

It  may  be  that  there  are  prejudices  unconsciously  fostered 
while  the  young  student  is  still  in  medical  school.  Operating 
costs  for  medical  education  are  presently  largely  met  by  fed¬ 


eral  and  state  monies  —  obtained  by  grant  seekers  who  in 
turn  direct  and  conduct  medical  research.  In  the  natural 
course  of  events  the  complexion  of  faculty  has  been 
changed  from  community  oriented  clinicians  to  school 
oriented  academicians  and  researchers.  In  no  way  do  I 
degrade  the  need  for  the  latter,  but  there  is  regret  because  of 
the  disappearance  of  the  former. 

There  is  a  great  satisfaction  and  uncommon  privilege  at¬ 
tached  to  the  delivery  of  quality  medical  care  in  a  well- 
operated  community  hospital  and  a  reasonably  well-or¬ 
ganized  office  practice.  Few  medical  students  really  have 
the  opportunity  to  work  with  successful  physicians  under 
both  circumstances.  If  they  did  more  students  might  find 
the  circumstances  attractive  and  rewarding  —  sufficiently 
so  that  more  would  enter  this  kind  of  career.  These  sug¬ 
gested  changes  are  capable  of  increasing  medical  school  en¬ 
rollments. 

There  are  under-utilized  potentials  in  the  pure  sciences 
and  in  clinical  medicine  —  potentials  which  could  be  or¬ 
ganized  to  expand  the  teaching  capabilities  of  medical 
schools.  The  cost  of  such  maneuvers  would  be  a  fraction  of 
that  required  to  build  medical  schools  to  provide  the  same 
expansion.  The  career  of  delivering  medical  care  at  the 
community  level  is  without  peer  in  the  opportunity  for  al¬ 
truism  combined  with  a  life  of  study.  It  is  at  times  arduous 
and  difficult  but  never  dull. 


Charles  E.  Myers,  M.D. 

Kingston 
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Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a  car  liA 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  ONI  Y 

cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  vJINUT 

dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


in  cardiac  edema 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

gets  the  water  out 


spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in¬ 
formation  in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se¬ 
rum  potassium.  Hypersensitivity  to  either  compo¬ 
nent.  Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup¬ 
plements  or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer¬ 
ation.  Hyperkalemia  (>5.4  mEq/L)  has  been  re¬ 
ported  in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as¬ 
sociated  with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par¬ 
ticularly  in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia¬ 
betics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con¬ 
comitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten¬ 
tion  and  Sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex¬ 
ceeded;  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi¬ 
ble  blood  dyscrasias,  liver  damage  or  other  idio¬ 
syncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam¬ 


terene,  sk&f).  Rarely,  leukopenia,  thrombocyto¬ 
penia,  agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar¬ 
rier  and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto¬ 
penia,  altered  carbohydrate  metabolism  and  pos¬ 
sibly  other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti¬ 
hypertensive  effects  may  be  enhanced  in  post¬ 
sympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten¬ 
tion,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau¬ 
tiously  in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak¬ 
ness,  dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 
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DZ-108 


I N  ASTH  M A  optional 

in  emphysema  fgj''  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg¬ 
nancy  (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra¬ 
indications  are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3  or  4  times  a  day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3  or  4  times  a  day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4  mg.  ephe¬ 
drine  HC1.  Dosage:  Children,  1  cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a  50  lb.  child.  Dose  may 
be  repeated  3  or  4  times  a  day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A  counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a  minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  -_a  simpi* 

but  comprehensive  method  for  keeping  a  complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a  patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  with 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A  disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 
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The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a  specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a  group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending'  us  the 
accompanying  coupon. 


ocom  Telephone  System  -  a  oomplete 

!ystem;  one  that  can  be  understood  quickly 
iy  your  newest  office  aide;  one  that  permits 
■our  staff  to  answer  specific  patient  questions 
rith  confidence;  one  that  will  make  your 
•ractice  more  productive  by  assuring  that  you 
ire  interrupted  only  when  you  think  it 
iecessary.  Self-adhesive  backing  assures  that 
ill  incoming  calls  can  become  part  of  the 
latient's  permanent  record. 


Rocom  Appointment  System  __  worked 

out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ¬ 
ualized  to  your  own  requirements.  Can  be 
coordinated  with  your  colleague’s  or  nurse's 
schedule.  Helps  keep  a  steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 
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Carotid  Cavernous  Sinus  Fistulas 


WILLIAM  SILVERN  AIL,  JR.,  M.D.  \ 
Harrisburg 


‘A  case  report  of  the  carotid-cavernous 
fistula  is  described.  A  brief  summary  of 
the  clinical  and  radiographic  findings  and 
a  review  of  the  neurosurgical  literature 
regarding  the  various  surgical  approaches 
is  presented.  This  paper  represents  an  en¬ 
dorsement  of  the  muscle  embolization 
technique  utilizing  the  Jaeger  maneuver.’ 


Surgical  efforts  to  produce  a 
complete  cure  in  cases  of  carotid 
cavernous  sinus  fistula  or  pulsating  ex- 
ophthalmus  (its  leading  symptom)  will 
be  acceptable  only  when  they  fully 
occlude  and  plug  the  fistula,  avoid  ce¬ 
rebral  emboli,  and  result  in  a 
negligible  mortality  rate.  Many  ex¬ 
cellent  studies  have  been  made  and  in¬ 
troduced  through  the  years  attempting 
to  deal  with  this  problem,  starting  with 
Travers’  case  report  in  1811  of  treat¬ 
ment  by  ligating  the  common  carotid 
artery.1  Numerous  procedures  have 


Figure  I 


been  designed  and  developed  based  on 
the  contributions  of  dedicated  sur¬ 
geons  whose  successes,  failures,  and 
preferences  have  been  fully  reported 
and  reviewed  in  the  literature. 2, 3, 4,5, 6 

Case  Report 

L.S.,  a  61 -year-old  white  female,  was 
admitted  to  the  hospital  on  October  24, 
1967,  for  study  and  treatment  of  a  cra¬ 
nial  bruit  of  spontaneous  onset  in  July 
1967.  The  bruit  was  synchronous  with 
her  heartbeat  and  she  was  unable  to  lo- 
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Figure  II 


calize  it.  It  was  loudest  lying  down  and 
had  been  present  continuously  for  three 
months  prior  to  admission.  Just  prior  to 
onset  of  the  bruit  in  1967,  she  experi¬ 
enced  fairly  severe  right  retro  and 
periorbital  headache. 

Past  medical  history  revealed  that 
she  took  a  daily  medication  for  hyper¬ 
tension  and  had  been  treated  for  car¬ 
cinoma  in-situ  of  the  cervix  with  radi¬ 
um. 

Physical  examination  revealed  a 
blood  pressure  of  160/76.  She  had 
hyperemia  and  venous  dilatation  of  the 
conjunctiva  of  both  eyes.  Fundi  were 
normal.  No  pulsation  or  gross  ex- 
ophthalmus  was  apparent.  The  systolic 
bruit  was  generalized,  but  maximal 
over  the  temporal  and  orbital  areas.  It 
disappeared  with  digital  compression  of 
the  right  carotid  artery.  The  bruit  was 
not  heard  over  the  carotids. 

Bilateral  cerebral  angiography  was 
performed  using  a  single  pressure  injec¬ 
tion  of  dye  intothe  right  brachial  artery 
and  two  hand  injections  of  dye  into  the 
left  common  carotid  artery.  The  second 
carotid  injection  was  made  with  pres¬ 
sure  over  the  right  carotid.  The  right 
brachial  injection  (figures  1  &  2)  dem¬ 
onstrated  filling  of  the  middle  and  pos¬ 
terior  cerebral  arteries  and  very  faint 
filling  of  the  anterior  cerebral  artery. 
There  was  opacification  of  the  right 
cavernous  sinus  within  one  second.  The 
sinus  opacified  bilaterally  and  densely. 
The  cavernous  sinus  drained  largely 
through  the  ophthalmic  vein  on  the 
right  which  was  increased  in  size.  This 
vein  then  drained  into  the  facial  vein 


and  subsequently  there  was  filling  of 
the  veins  in  the  neck.  No  definite 
aneurysm  or  precise  localization  of  the 
fistula  between  the  cavernous  portion 
of  the  carotid  artery  and  the  cavernous 
sinus  was  identified.  There  was  no  shift 
of  the  visualized  vessels  and  the  deep 
veins  were  in  normal  position.  The  left 
carotid  injection  was  normal. 

Operative  Report 

Through  a  right  anterior  craniotomy 
the  internal  carotid  artery  was  clipped 
intracranially  proximal  to  the  posterior 
communicating  artery.  Muscle  emboli¬ 
zation  of  the  right  internal  carotid  arte¬ 
ry  with  a  silver  clip  identifying  its  distal 
tip  was  then  performed,  the  muscle 
being  advanced  with  a  ureteral  catheter 
followed  by  ligation  of  the  internal 
carotid  artery  in  the  neck.9  Postopera- 
tively  a  soft  bruit  was  still  heard  but  was 
no  longer  obliterated  by  carotid  artery 
pressure.  The  conjunctival  vessels  re¬ 
turned  to  normal  immediately.  Howev¬ 
er,  by  the  next  day  chemosis  and  a  mod¬ 
est  exophthalmus  developed,  pro¬ 
gressing  to  a  very  marked  degree.  This, 
along  with  her  impaired  vision, 
gradually  improved  over  the  next  sever¬ 
al  months.  The  bilateral  exophthalmus 
and  chemosis  suggested  that  the 
embolus  or  thrombus  had  occluded 
both  cavernous  sinuses. 

Causes 

Trauma  which  produces  a  fracture 
of  the  sphenoid  bone  and  a  tear  in  the 
adjacent  internal  carotid  artery  is  the 


usual  cause. 7-8  The  remainder  are 
spontaneous  and  probably  aneurysmal 
in  origin. 

Clinical  and  Angiographic 
F  eatures 

The  signs  and  symptoms  of  a  carotid 
artery  —  cavernous  sinus  fistula 
are  1 )  a  systolic  bruit  usually  best  heard 
over  the  orbit  and  the  carotid  artery  on 
the  involved  side  and  disturbing  to  the 
patient;  2)  frequently  there  is  a  pul¬ 
sating  exophthalmus  with  engorgement 
of  the  conjunctival  and  periorbital 
veins  and  a  partial  or  total  external  and 
internal  ophthalmoplegia.  These  signs 
result  from  arterialized  blood  entering 
the  cavernous  sinus  and  then  into  the 
orbital  veins  which  normally  drain  the 
cavernous  sinus;  3)  gradual  loss  of 
vision  and  anesthesia  of  the  cornea  may 
occur  on  occasion. 

Pain  is  not  a  prominent  feature  of 
carotid  cavernous  fistula,  although  it 
may  precede  or  be  associated  with  the 
onset  of  the  spontaneous  fistula  from  a 
ruptured  aneurysm.  The  shunting  of 
blood  from  the  internal  carotid  artery 
into  the  cavernous  sinus,  the  walls  of 
which  are  formed  by  the  dura  mater, 
usually  prevents  blood  from  entering 
the  intracranial  cavity  or  the  cerebro¬ 
spinal  fluid.  It  is  the  only  location  in 
which  an  artery  passes  through  a  ve¬ 
nous  channel  and  prevents  blood  from 
gaining  access  to  the  subarachnoid 
space. 

There  are  three  common  an¬ 
giographic  features  of  the  carotid 
cavernous  fistula:  1)  early  dense 
opacification  of  an  unusually  enlarged 
cavernous  sinus;  2)  early  filling  of  the 
ophthalmic  and  other  veins  normally 
draining  into  the  sinus  and  often  also 
the  opposite  cavernous  sinus;  3)  vari¬ 
able  and  poor  filling  of  the  cerebral 
vessels  depending  on  the  size  of  the 
fistula. 

Management 

Many  surgical  methods  have  been 
described  with  varying  degrees  of  suc¬ 
cess.  Multiple  operative  procedures 
were  described  in  many  of  the 
cases.  17‘24,  26'28 

A  composite  of  the  success  rate  of 
some  of  these  procedures  as  reported  by 
various  authors  is  as  follows:  spontane¬ 
ous  cure,  3%,  treatment  by  digital 
compression,  28%,  unilateral  ligation 
of  the  common  carotid,  66%;  internal 
carotid  artery  ligation,  72% ;  and  those 
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treated  by  the  trapping  procedure 
resulted  in  a  94%  cure  rate.  A  review  of 
the  literature  by  Echols  and  Jackson, 
however,  is  not  so  optimistic.  They 
reported:  "There  is  a  false  impression 
among  the  medical  profession  that  the 
rate  of  cure  after  ligation  of  one  or 
more  of  the  arteries  in  the  neck  for 
carotid  cavernous  fistula  is  high.  The 
fact  is  that  the  rate  of  cure  with  this  type 
of  operation  is  less  than  50%. ”10,11 
Muscle  embolization  alone  had  not 
produced  the  100%  cure  rate  hoped 
for,  but  muscle  embolization  with 
proximal  and  distal  ligation  of  the  in¬ 
ternal  carotid  arteries,  suggested  by 
Brooks,11  introduced  by  Jaeger12  and 
advocated  by  Hamby  13>14  and  Dott8  as 
a  single  or  as  a  staged  procedure  has 
produced  a  superb  cure  rate.  A 
recently  introduced  gelfoam  emboliza¬ 
tion  procedure  has  also  produced  fa¬ 
vorable  results  to  date  but  must  await 
more  widespread  use  before  definitive 
evaluation.17 

In  1935  Dandy  concluded  from  his 
experiences  that  total  arterial  occlu¬ 
sion  was  permissible  only  when  all 
other  arterial  ligations  had  failed  to 
cure.  Two  points  were  made  which  are 
especially  valuable  and  pertinent. 
First,  “When  one  analyzes  the  results 
it  is  quite  clear  that  neither  the  cures 
nor  the  failures  are  dependent  on  the 
isolation  of  the  aneurysm  by  occlusion 
of  the  carotid,  but  on  the  development 
of  a  thrombus  in  some  part  of  the 
vascular  apparatus,  that  is  the  fistula 
itself,  the  carotid  artery,  or  the  venous 


tributaries”.  Second,  “When  drainage 
of  the  ophthalmic  vein  has  been  ob¬ 
structed,  acute  and  alarming  inten¬ 
sification  of  the  exophthalmus  and 
chemosis  will  occur”.7-26 

In  1949,  reporting  in  the  Southern 
Surgeon,  Jaeger  noted  Brooks’  attempt 
at  direct  closure  by  introducing  a 
strand  of  muscle,  but  felt  that  the 
procedure,  while  directed  at  a  specific 
cure  by  directly  plugging  the  carotid 
cavernous  opening,  would  be  unwise 
because  of  distal  cerebral  emboliza¬ 
tion.  Jaeger  then  described  a  patient 
that  he  treated  by  a  similar  procedure, 
but  only  after  he  had  clipped  the 
carotid  intracranially  prior  to  insertion 
of  the  muscle  embolus.  This  prevented 
the  embolization  of  the  cerebral 
vessels.  He  performed  a  craniotomy, 
placing  a  silver  clip  on  the  internal 
carotid  as  it  entered  the  cranial  cavity. 
He  then  exposed  the  internal  carotid  in 
the  neck  and  introduced  into  the 
lumen  a  muscle  embolus  to  which  was 
attached  a  silver  slip  for  x-ray  iden¬ 
tification.  The  blood  flow  aided  by  a 
small  ureteral  catheter  propelled  the 
embolus  to  the  fistula.  Its  location  was 
confirmed  by  x-ray  identification  of 
the  silver  clip  at  the  carotid-cavernous 
opening.  His  patient  was  cured. 

The  “vagaries”  of  the  dynamics  of 
the  carotid-cerebral  and  carotid-fistula 
circulation  were  well  illustrated  by 
Hamby  in  1964  when  he  described 
thirty-two  successfully  treated  cases.13 
He  made  special  reference  to  the  direc¬ 
tion  of  the  arterial  flow  distal  to  the 
fistula.  "When  the  fistula  develops,  a 


large  part  of  the  primary  flow  is 
diverted  through  it.  During  the  stage 
of  collateral  development,  the  flow  of 
the  anterior  cerebral  and  ophthalmic 
arteries  reverses  to  supply  the  middle 
cerebral  arteries.  Contributions  from 
the  posterior  communicating  artery  to 
the  collateral  vessels  expand  with  time, 
and  effective  balance  of  pressure  main¬ 
tains  cerebral  flow.  Ligation  of  the 
common  or  internal  carotid  arteries 
breaks  the  balance  and  blood  pre¬ 
viously  supplying  the  middle  cerebral 
artery  is  diverted  into  the  fistula  seg¬ 
ment.  The  volume  of  blood  entering 
the  sinus  is  reduced,  but  the  fistula 
remains  patent.  The  best  protection  for 
cerebral  circulation  is  closure  of  the 
carotid  artery  above  the  fistula.  If  the 
ophthalmic  vein  can  be  clipped  and 
the  proximal  carotid  artery  ligated,  the 
chances  of  closing  the  fistula  are 
improved.” 

The  contributions  of  the  external 
carotid  artery  to  the  cavernous  sinus 
fistula,  postulated  on  the  basis  of  the 
same  five  branches  of  the  cavernous 
portion  of  the  internal  carotid  has  been 
graphically  demonstrated  by  Hayes.25 
The  vessels  which  are  capable  of  devel¬ 
oping  anastomotic  and  retrograde  flow 
to  maintain  the  fistula  include  the  1) 
corticotympanic,  2)  the  cavernous,  3) 
the  hypophyseal,  4)  the  meningeal,  and 
5)  the  ophthalmic.12  With  such  gener¬ 
ous  anastomotic  vasculature,  it  is  im¬ 
perative  that  the  method  undertaken 
produce  clotting  within  the  sinus. 

Hamby  recommended  a  definitive, 
one-stage  operation  consisting  of  clip- 
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ping  the  intracranial  carotid,  followed 
by  embolization  of  the  fistulous 
carotid  segment  with  muscle  and 
occlusion  of  the  common,  the  external, 
and  the  internal  carotid  arteries.  He 
further  reported  that  various  combina¬ 
tions  of  progressive,  proximal,  and 
distal  arterial  ligation  resulted  in  a 
high  rate  of  failure. 

In  1965  Speakman’s  successful  use 
of  a  porridge-like  mixture  of  gelfoam 
chopped  up  gauze,  and  small  metallic 
markers  was  reported  in  one  case  by 
Pool  and  Potts  in  their  monograph  on 
the  surgical  treatment  of  carotid 
cavernous  fistula.  Additional  reports 
by  Ishimori  et  al  using  gelfoam  and 
gold  film  were  published  in  1967. 
Krayenbuhl,19  in  his  paper  published 
in  1967  describing  his  own  experiences 
with  a  review  of  the  literature,  ad¬ 
vocated  muscle  embolization  and  liga¬ 
tion  of  the  cervical  internal  carotid  ar¬ 
tery.  He  avoided  ligation  of  the  distal 
and  proximal  carotid  artery  if  the  an¬ 
giographic  findings  demonstrated  an 
intact  interhemispheric  arterial  com¬ 
munication. 

A  variation  of  the  artificial 
embolization  technique  was  reported 
by  Kosary  in  June  1968. 17  He  ob¬ 
served  that  the  most  effective  treat¬ 
ment  of  carotid  cavernous  fistula  con¬ 
sisted  of  isolation  of  the  cavernous 
portion  of  the  internal  carotid  arteries 
by  ligation  in  the  neck  after  intracrani¬ 
al  clipping  of  its  terminal  portion. 
Because  of  its  hazards,  however,  this 
procedure  is  often  avoided  and  the 
results  correspondingly  poor.  Their 
report  described  the  successful  intralu¬ 
minal  occlusion  of  the  terminal  in¬ 
ternal  carotid  artery  by  embolization 
with  a  porcelain  bead,  thus  eliminating 
the  need  for  craniotomy.  In  this 
procedure  they  relied  on  a  natural 
reduction  in  caliber  of  the  internal 
carotid  artery  which  occurs  in  the 
supraclinoid  portion  to  insure  arrest  of 
the  embolus  distal  to  the  fistula.  The 
size  of  the  bead  was  selected  after 
direct  measurement  of  the  individual’s 
angiogram.  Gelfoam  was  introduced 
subsequently  to  hasten  clotting  in  the 
cavernous  portion  of  the  artery  in  full 
confidence  that  it  would  be  arrested 
there.  It  would  also  prevent  downward 
displacement  of  the  bead  by  the  flow 
from  above.  It  was  their  intent  to  use 
an  adequate  bulk  of  Gelfoam,  which 
would  swell  in  situ,  to  prevent  the  de¬ 


velopment  of  collateral  filling.  Lues- 
senhop  and  Spence  had  previously 
reported  the  use  of  artificial  emboli  in 
the  treatment  of  arteriovenous  malfor¬ 
mations  of  the  brain.28  Wanissorn  has 
discussed  the  mechanism  of  experi¬ 
mental  muscle  embolization  of  the 
carotid-cavernous  fistula  and  the  fate 
of  the  embolism.29 

Summary 

A  case  report  of  the  carotid- 
cavernous  fistula  is  described.  A  brief 
summary  of  the  clinical  and  radio- 
graphic  findings  and  a  review  of  the 
neurosurgical  literature  regarding  the 
various  surgical  approaches  is  pre¬ 
sented.  This  paper  represents  an  en¬ 
dorsement  of  the  muscle  embolization 
technique  utilizing  the  Jaeger  man¬ 
euver.  |  | 
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Felty’s  Syndrome 

The  Role  of  Neutrophils  in  Inflammation 


The  inflammatory  cycle  appears  to 
be  a  regular  sequence  of  events  in¬ 
volving  both  cellular  and  humoral  com¬ 
ponents  and  generally  is  independent  of 
the  nature  of  the  irritant.  Following  the 
identification  of  a  foreign  entity,  the  pe¬ 
ripheral  circulation  responds  with  a 
mobilization  of  inflammatory  cells 
including  neutrophils,  which  have  as 
their  main  functions  phagocytosis,  and 
local  acid  production.  They  are  able  to 
cause  a  marked  decrease  in  local  tissue 
pH  because  of  the  production  of  lactic 
acid,  which  is  capable  of  killing  bacte¬ 
ria  in  vitro  at  concentrations  of  250 
micrograms  percent. 

Any  interference  in  the  normal 
production  of  neutrophils  in  bone 
marrow  or  in  their  transport  to  a  site  of 
inflammation  has  serious  results.  There 
j  is  at  best  an  ineffective  cellular  compo- 
|  nent  to  the  inflammatory  reaction; 

there  is  certainly  less  efficient  handling 
!  and  containment  of  an  invading  popu- 
;  lation  of  microorganisms;  and  lastly, 
with  the  deterioration  of  local  tissue  in¬ 
tegrity,  there  may  be  advancement  of 
j  the  infection  to  systemic  proportions.  A 
recently  encountered  case  of  Felty’s 
syndrome  demonstrates  these  princi¬ 
ples. 

Case  Report 

W.S.,  a  46-year-old  man,  entered 
the  hospital  because  of  a  chronic  leg 
ulcer  of  six  months’  duration.  It  had 
begun  as  a  2  cm  lesion  following 
trauma  to  the  anteromedial  right  leg  5 
inches  distal  to  the  tibial  tubercle. 
Despite  adequate  rest  of  the  extremity, 
elevation,  frequent  warm,  wet  soaks, 
and  the  use  of  topical  and  systemic  an¬ 
tibiotics,  the  ulcer  had  enlarged  so  that 
at  the  time  of  admission  it  measured 
5>/2  inches  in  its  long  axis  and  2  inches 
in  its  transverse  axis.  (Figure  1)  It  was 
painful,  indurated,  and  had  a  foul 
odor. 

Two  other  aspects  of  his  history 
were  considered  significant.  First,  he 
was  a  known  diabetic  since  age  23,  but 
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his  diabetes  had  generally  been  well 
controlled  on  40  units  of  globin  insulin 
a  day.  Second,  for  the  last  two  years  he 
had  noted  gradually  increasing 
weakness  and  had  received  5  units  of 
blood  in  that  time  for  a  “chronic  ane¬ 
mia.” 


Approximately  three  years  pre- 


Figure  I: Right  pretibial  traumatic  ulcer  at 
time  of  admission. 


viously  he  had  a  furuncle  just  anterior 
to  the  right  ear  which  spread  rapidly  to 
involve  the  cheek  and  neck  region  and 
resulted  in  a  protracted  infection  with 
some  loss  of  tissue  and  a  definite  cos¬ 
metic  deformity. 

On  physical  examination,  the 
previously  described  ulcer  was  noted. 
There  was  no  evidence  of  diabetic 
retinopathy.  His  spleen  was  palpable 
2'/2  inches  beneath  the  left  costal 
margin.  His  hematologic  studies  are 
summarized  in  Figure  2;  he  was  noted 
to  have  a  moderate  thrombocytopenia 
and  a  definite  leukopenia.  A  differen- 

Dr.  Rosato  is  associate  professor  of 
surgery  at  the  University  of  Penn¬ 
sylvania  School  of  Medicine, 
Philadelphia.  He  is  also  an  assistant 
attending  physician  at  Philadelphia 
General  Hospital  and  a  member  of 
the  staff  of  the  Hospital  of  the  Uni¬ 
versity  of  Pennsylvania.  Dr.  Perloff 
is  an  assistant  instructor  in  surgery 
at  the  University  of  Pennsylvania 
School  of  Medicine. 


tial  count  revealed  a  persistent 
decrease  in  neutrophils.  His  initial  he¬ 
moglobin  was  8.9  grams  per  cent. 

On  the  fifth  hospital  day  an  ex- 
cisional  debridement  of  the  ulcer  was 
carried  out.  His  leukopenia  persisted 
and  the  ulcer  site  gave  no  evidence  of 
healing.  A  sternal  bone  marrow  aspira¬ 
tion  showed  increased  granulocytic  ac¬ 
tivity;  all  of  the  other  blood  elements 
appeared  normal.  Because  of  the  oc¬ 
currence  of  several  episodes  of  painful 
joints,  particularly  in  the  fingers  and 
toes,  x-rays  were  obtained  of  the  hands 
and  feet  and  showed  typical  changes  of 
rheumatoid  arthritis.  A  diagnosis  of 
Felty’s  syndrome,  splenic  neutropenia 
secondary  to  rheumatoid  arthritis,  was 
made,  and  the  patient  underwent  a 
splenectomy  on  the  twentieth  hospital 
day.  The  spleen  was  approximately 
five  times  normal  size,  weighed  1330 
grams,  and  was  not  adherent  to  any 
adjacent  structures.  The  procedure  was 
accomplished  without  incident,  but 
because  of  his  prolonged  anemia  and 
the  presence  of  a  chronic  infection  of 
the  leg,  two  additional  units  of  whole 
blood  were  given  in  the  recovery  room 
after  the  patient  had  regained  con¬ 
sciousness. 

His  white  blood  cell  count  and 
platelets  showed  an  immediate  post¬ 
splenectomy  rise  and  there  was  a 
marked  increase  in  the  percentage  of 
polymorphonuclear  leukocytes  in  the 
peripheral  blood  smear.  The  pre¬ 
viously  indolent  ulcer  of  the  right  leg 
improved  remarkably.  The  grayish, 
friable  tissue  previously  present  was 
replaced  by  healthy,  red,  clean 

granulations,  and  the  wound  under¬ 
went  substantial  contraction.  The  ulcer 
site  appeared  sufficiently  clean  to  war¬ 
rant  an  attempt  at  split  thickness  skin 
grafting  by  the  thirty-fourth  post¬ 
hospital  day  (fourteen  days  after 

splenectomy).  A  100  percent  “take”  of 
the  graft  resulted.  (Figure  3) 

His  course  thereafter  was  une¬ 
ventful.  His  temperature  remained 

normal.  He  was  discharged  one  week 
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Figure  II:  Summary  of  clinical  and  laboratory  course. 


after  application  of  the  split  thickness 
skin  graft. 

Discussion 

Without  entering  into  controversy 
as  to  whether  the  leukopenia  is  due  to 
increased  systemic  sequestration  of 
neutrophils  or  to  the  presence  of  a 
humoral  marrow  depressant  or  both, 
we  may  safely  say  that  splenectomy 
resulted  in  a  rapid  increase  in 
circulating  neutrophils  and  was  of  im¬ 
mediate  benefit  in  the  improvement  of 
the  chronically  infected  leg.  Review  of 
the  literature  on  Felty’s  syndrome  2'9 
shows  our  case  to  be  typical  in  presen¬ 
tation,  hematologic  and  physical  find¬ 
ings,  and  clinical  response  to  splenec¬ 
tomy.  Many  patients  can  tolerate  a 
leukopenia  with  counts  between  2,000 
and  4,000;  however,  the  invasion  of 
mucous  membranes,  skin,  and  blood 
stream  by  microorganisms  becomes  in¬ 
creasingly  frequent  and  severe  when 
the  white  blood  cell  count  is  less  than 
2,000.  In  our  case,  an  indolent  and  in¬ 
creasingly  severe  ulceration  of  the  skin 
and  subcutaneous  tissue,  the  result  of 
trauma,  failed  to  respond  to  the  rou¬ 
tine  measures  which  prove  effective  in 
the  majority  of  otherwise  normal  pa¬ 
tients.  The  ulcer  remained  necrotic 
and  filled  with  friable,  poorly  formed, 
overgrown  granulation  tissue.  An  addi¬ 
tional  deleterious  factor  in  this  case 
was  that  in  diabetic  patients  the  lower 
pH  of  the  inflammatory  zone  is  main¬ 
tained  not  so  much  by  lactic  acid  as  by 


acetoacetic  and  Beta-Hydroxy-Butyric 
acids,1  which  are  much  inferior  to 
lactic  acid  in  bacterial  suppression  in 
vitro  work. 

In  a  very  interesting  experiment, 
Page  and  Good10  showed  that  neu¬ 
tropenic  rats  challenged  by  subcu¬ 
taneous  injection  of  a  protein  an¬ 
tigenic  irritant  exhibited  a  dramatic 
inhibition  of  the  early  stages  of  the  in¬ 
flammatory  cycle  characterized  by 
minimal  perivascular  round  cell  infil¬ 
trate,  local  deficit  of  macrophages,  and 
delayed  lymphocyte  infiltration  and 
absence  of  edema,  probably  secondary 
to  altered  capillary  permeability.  How¬ 
ever,  when  the  irritant  was  injected 
with  viable  inflammatory  leukocytes,  a 
normal  early  appearance  of  lympho¬ 
cytes  and  macrophages  occurred,  sug¬ 
gesting  that  the  role  of  the  neutrophil 
was  the  production  or  induction  of  a 


Figure  III:  Split  thickness  skin  graft  to 
right  leg.  Picture  taken  on  eighth  day 
after  placement  of  graft. 


specific  chemotactic  substance  which 
marshalled  the  other  components  of 
the  inflammatory  reaction.  Since  the 
methods  available  for  the  study  of 
white  blood  cells  are  largely  morpho¬ 
logic,  n-t2  the  elucidation  of  complete 
descriptions  of  leukocyte  function  is 
still  in  process.  The  importance  of  the 
leukocyte  as  an  essential  element  in  the 
sequence  of  the  ordered  inflammatory 
response  is,  however,  quite  obvious.  Q 
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Serous  Otitis  Media 


Serous  Otitis  Media  is  an  increas¬ 
ingly  serious  problem  in  family 
medical  practice.  There  is  a  remark¬ 
able  lack  of  unanimity  as  to  the  cause 
or  treatment  of  this  disorder. 1-3 

In  the  past,  non-purulent  otitis 
media  was  considered  to  be  a  low 
grade  infection,  not  acute  nor  painful 
enough  to  cause  symptoms  as  in  true 
acute  suppurative  otitis  media. 

Among  the  causes  listed  by  various 
authors  are  hypertrophic  adenoids  or 
adenoid  regrowth  or  remnants.  Other 
causes  are  allergic  conditions,  poor 
humidification  in  the  home,  rhinitis  of 
pregnancy,  idiopathic  eustachial  tubal 
dysfunction,  and  endocrine  diseases. 

The  character  of  the  effusion  varies 
from  a  frothy  serous,  through  tacky 
mucous,  all  the  way  to  “glue” —  aptly 
termed  the  “glue  ear.”  It  is  interesting 
to  note  that  one  large  series  found  over 
one-third  of  the  cultures  of  these 
aspirates  contained  identifiable  organ¬ 
isms.  Are  these  problems,  in  fact,  due 
to  the  use  of  chemotherapy  and  antibi¬ 
otics?  The  incidence  of  the  problem 
has  definitely  increased  in  this  antibi¬ 
otic  era.  Although  a  cause  and  effect 
relationship  has  not  been  established, 
inferential  proof  is  mounting  con¬ 
sidering  the  number  of  acute  earaches 
treated  with  these  agents.  The  stages  of 
the  inflammatory  reaction  have  not 
changed;  only  the  ability  to  kill  the 
organism  has  changed.  The  complica¬ 
tions  of  suppurative  otitis  media  and 
mastoiditis  are  much  more  life-endan¬ 
gering  than  all  the  problems  of  serous 
otitis  media.  There  is  a  rapidly  increas¬ 
ing  problem  of  pre-school  and  school 
age  children  with  potentially  curable 
but  often  stubbornly  difficult  hearing 
losses. 

Treatment 

Medical  measures,  such  as  en¬ 
docrine  system  evaluations,  are  a  rare 
but  definite  consideration  in  treat¬ 
ment.3  A  total  allergic  assessment, 
including  a  careful  history  and  skin 
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test,  is  vital.2  Positive  identification 
and  subsequent  desensitization  is  in¬ 
dicated  for  allergic  patients. 

A  vitally  important  area  in  all  pa¬ 
tients  with  serous  otitis  media  is 
proper  humidity.  All  doctors  should 
alert  patients  with  respiratory  ailments 
in  the  cold  months  of  the  year  to  the 
need  for  adjunctive  humidity  in  the 
home.  A  portable  humidifier  or 
vaporizor  or  a  central  hot  air  heat 
humidifier  will  promote  nasal  physiol¬ 
ogy.  The  avoidance  of  excessive 
mucous  production  is  a  major  key  in 
avoiding  predisposition  toward  serous 
otitis  media  and  other  recurrent  respi¬ 
ratory  inflammatory  afflictions. 

If  decongestant  effect  locally  and/or 
systemically  is  not  successful,  a  myrin¬ 
gotomy  with  aspiration  is  mandatory. 
This  is  done  locally  in  adults,  or  with 
anesthesia  in  children  in  the  inferior 
portion  of  the  drum.  Since  the  consis¬ 
tency  of  the  exudate  varies,  care  must 
be  taken  during  the  procedure  that  the 
aspiration  is  sufficiently  long  to  extract 
all  of  a  potentially  thick  return.  In 
recent  years,  due  to  the  frequent  recur¬ 
rence  rate  of  this  disease  in  the  same 
patient,  otologists  have  used  plastic 
tubes  which  are  inserted  through  the 
drum  for  constant  areation  of  the 
middle  ear.  The  procedure  is  done 
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after  aspiration  under  general  anesthe¬ 
sia  in  children,  and  locally  in  adults. 
The  result  is  a  small  (2-3  mm)  consis¬ 
tent  hole  in  the  drum,  not  to  drain  the 
fluid,  but  to  equalize  pressure  with  the 
outside  environment,  and  so  to  prevent 
the  formation  of  the  secretion.  These 
tubes  may  be  left  in  place  as  long  as  is 
desired,  or  removed  and  replaced  as 
indicated.  Unfortunately,  they  may  ex¬ 
trude  themselves  after  about  six 
months. 

There  remain  two  other  areas  of 
treatment  to  be  considered.  One  is 
quite  major;  namely,  adenoidectomy. 
Lymphoid  tissue  has  a  natural  ability 
to  swell  in  the  presence  of  inflamma¬ 
tion.  In  a  space  such  as  the 
nasopharynx,  already  crowded  with 
adenoids,  it  does  not  take  much  to  clog 
the  orifice  of  the  eustachian  tube.  The 
resultant  absorption  of  air  and  resul¬ 
tant  negative  pressure  cause  transuda¬ 
tion  of  serum  from  the  capillaries.  The 
result  is  like  the  muffler  of  an  au¬ 
tomobile —  it  dampens  the  hearing. 
Adenoidectomy  and  myringotomy  are 
therefore  indicated. 

Regarding  the  use  of  irradiation  of 
the  nasopharynx,  the  consensus  of 
most  otolaryngologists  is  that  this  is 
acceptable  treatment  in  certain  care¬ 
fully  selected  subjects.  However,  most 
do  not  use  this  course  of  therapy.  The 
fear  is  the  possibility  of  incidental 
production  of  malignancy  in  head  or 
face  structures.4  A  published  report  in 
1955  of  fifteen  cases  of  thyroid  car¬ 
cinoma  showed  patients  had  had  x-ray 
treatment  in  childhood.  There  has 
been  no  literature  documentation  to 
substantiate  such  a  result  from  the 
application  of  radium  to  the  naso¬ 
pharynx.  Certainly,  in  the  light  of  in¬ 
sufficient  proof  in  either  direction,  it  is 
reasonable  to  use  this  therapeutic 
modality  as  the  last  resort. 

The  practical  point,  as  Davidson  has 
shown,5  is  that  “the  majority  of  well- 
qualified  otologists  have  discarded  the 
use  of  radium  applicators.”  In  his 
survey  of  ninety-six  otologists,  six  had 
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used  a  radium  applicator  in  the  past 
year,  ninety  had  not.  Of  those  who  had 
not,  the  most  often  given  reason  was 
that  they  "’saw  no  benefit  from  use  of 
the  applicator.”  This  is  an  important 
concept  since  all  other  therapies  have  a 
good  effect  immediately. 

Etiology 

Is  it  an  endocrine  disease  or  is  it  a 
collagen  disease  as  has  been  theorized 
by  some?  What  part  does  allergy  play? 
These  questions  are  all  unanswered, 
and  probably  therein  lies  the  key  to 
treatment.  An  important  consideration 
is  what  the  long  term  result  will  be  if 
this  fluid  is  not  removed  from  the 
middle  ear.  It  is  accepted  by  most  that 
the  end  result  is  dehydration  of  the 
transudate  and  eventual  organization 


into  fibrosis  with  permanent  binding 
of  the  ossicular  chain  and  a  conductive 
hearing  loss  which  is  irreversible. 

Conclusion 

Treatment  of  serous  otitis  media  by 
antibiotics,  eustachian  tube  inflation, 
ear  drops,  nasal  decongestants,  and 
antihistimines,  is  generally  ineffective. 
There  is  the  occasional  “blocked  ear” 
which  will  clear  with  local  or  systemic 
regimes,  but  a  true  serous  effusion 
must  be  aspirated.  Myringotomy 
without  aspiration  is  useless.  Recur¬ 
rence  of  the  fluid  in  children  is 
avoided  in  many  cases  if  a  concurrent 
adenoidectomy  is  performed.  This 
presupposes  proper  subsequent  home 
humidification  and  management  of 
any  concommitant  allergy.  Still,  ap¬ 


proximately  15  percent  of  those  pa¬ 
tients  who  have  had  this  disease  once 
will  have  a  recurrence  despite  these 
measures.  These  cases  will  usually 
require  indwelling  tubes.  These  are  the 
problems  which  many  otologists  con¬ 
sider  a  scourge  and  an  enigma  in  their 
practices.  |  | 
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The  Hospital  Library  — 

An  Emerging  Partner  for  Education 

WENDY  RATCLIFF  FINK 
NORMAN  S.  STEARNS,  M.D. 

Boston,  Mass. 


During  November  1969,  fifteen  newly  trained  library 
supervisors  working  for  the  first  time  in  this  capacity  in  fif¬ 
teen  community  hospitals  in  outlying  areas  in  the  states  of 
Maine,  Massachusetts,  New  Hampshire,  and  Rhode  Island 
requested  163  interlibrary  loans  of  books  and  journals; 
filled  37  interlibrary  loan  requests  for  other  medical 
libraries;  answered  169  general  reference  questions; 
scanned  283  periodicals  for  items  of  interest  to  the  profes¬ 
sional  staff  at  their  hospitals;  compiled  35  bibliographies  by 
subject;  directly  consulted  or  instructed  others  in  the  use  of 
Index  Medicus  208  times;  and  made  1,410  photo-copies.  In 
addition,  these  neophyte  hospital  librarians  helped  staff 
physicians  and  nurses  prepare  educational  programs;  as¬ 
sisted  in  arranging  for  speakers;  scheduled  meeting  rooms; 
obtained  audio-visual  materials;  prepared  audio-visual 
equipment,  and  took  minutes  at  professional  meetings. 

These  same  individuals  also  ordered  books  and  journals; 
received,  processed,  and  notified  staff  of  new  acquisitions; 
developed  card  catalogs;  formalized  and  implemented 
lending  procedures  and  dusted  the  shelves! 

This  information  would  not  warrant  interest  without  the 
knowledge  that  essentially  none  of  the  services  were  being 
performed  in  these  hospitals  prior  to  the  introduction  of  the 


core  library  development  program  for  community  hospitals. 

Core  Library  Program 

The  core  library  program  began  with  the  idea  that  it  must 
be  possible  to  develop  a  small  but  comprehensive  library 
collection  that  would  be  clinically  useful  in  hospitals  where 
busy  practitioners  weren’t  using  existing  materials  because 
they  didn’t  have  the  time  to  rummage  through  the  piles  of 
monographs  stored  in  some  obscure  corner  and  labelled 
“library.” 

Postgraduate  Medical  Institute  (PMI)  in  Boston,  Mass, 
believed  that  hospital  libraries  could  indeed  be  upgraded 
and  that  they  could  grow  to  become  vital  tools  to  support 
all  aspects  of  education  conducted  in  hospitals.  The  recent 
evolution  in  hospital  libraries  from  quiet,  unused  archival 
depositories  to  busy  centers  of  learning  activity  for  use  by 
all  members  of  the  health  care  team  is  indeed  encouraging. 

In  1961,  PMI  undertook  a  developmental  program  whose 
primary  objective  was  to  use  educational  consultation  to  en¬ 
courage  community  hospitals  and  their  professional  staffs  to 
develop  their  own  coordinated  programs.  In  1967  the 
Public  Health  Service  awarded  PMI  a  three-year  contract  to 
implement  a  program  to  train  consultants  to  go  into  com¬ 
munity  hospitals  to  aid  with  education  program  develop- 
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ment.  The  results  of  that  study  were  published  recently  as 
part  of  a  book  entitled:  Continuing  Medical  Education  in 
Community  Hospitals:  A  Manual  for  Program  Develop¬ 
ment.1  The  reports  that  PMI’s  physician  consultants 
brought  back  from  forty  study  hospitals  in  New  England 
were  instrumental  in  launching  PMI’s  activities  in  the  field 
of  hospital  library  development.  The  consultants  reported 
that  libraries  were  virtually  non-existent  in  hospitals,  that 
the  collections  that  did  exist  averaged  twenty  years  in  age, 
that  there  were  no  librarians  working  in  these  hospitals  and 
that  the  only  attention  given  to  most  of  these  facilities  was 
custodial.  They  also  reported  that  physicians,  adminis¬ 
trators,  and  directors  of  medical  education  and  directors  of 
in-service  education  programs  were  concerned  about  these 
inadequate  facilities  and  were  asking  what  could  be  done  to 
change  them. 

The  development  of  the  Core  Medical  Collection2  was 
PMI's  response  to  this  concern,  and  it  served  as  a  basic 
stimulus  for  library  development  programs  in  hospitals  both 
in  New  England  and  in  other  regions  of  the  country.  The 
Core  Library  is  the  result  of  a  thesis  that  a  hospital  library 
should  be  comprehensive  and  balanced  yet  small  enough  to 
be  economically  feasible  as  a  "package”  that  is  an  appealing 
purchase  for  hospitals.  The  Medical  Core  resulted  from  the 
responses  of  321  specialists  representing  42  areas  of  medical 
practice  including  the  basic  sciences.  These  authorities 
made  specific  recommendations  of  books  and  journals  in 
their  own  specialty  fields  appropriate  for  the  use  of  practi¬ 
tioners  in  community  hospitals. 

Integrated  Health  Science  Core  Collection 

The  more  recent  Integrated  Health  Science  Core3  collec¬ 
tion  includes  87  books  and  75  journals  and  represents  the 
recommendations  of  more  than  1,300  specialists  in  medi¬ 
cine,  nursing  and  other  allied  health  professions.  It  is  rec¬ 
ommended  as  the  basic  library  collection  for  every  commu¬ 
nity  hospital.  The  cost  is  about  $4,000  and  its  space 
requirement  is  about  40  linear  feet  of  shelving  for  books 
and  about  90  linear  feet  for  journal  display  and  storage. 

This  expanded  collection  supports  the  concepts  inherent 
in  the  development  of  the  original  core:  that  (1)  all  areas  of 
health  care  practice,  including  the  basic  sciences,  be  cov¬ 
ered  in  the  hospital  book  collection;  (2)  that  a  minimal 
number  of  high  quality  journals  appropriate  to  practice 
i  should  be  included;  and  (3)  that  all  materials  should  be 
readily  accessible,  clearly  labeled  and  logically  arranged  for 
use  by  busy  practitioners. 

Evolution  of  the  Hospital  Library 

Traditionally  books  and  journals  were  contributed  to  the 
doctor’s  library  by  staff  members  who  needed  more  shelf 
space  in  their  offices  or  at  home  or  by  widows  of  doctors. 
Sometimes  books  and  journals  were  purchased  by  the  hospi¬ 
tal  in  response  to  requests  from  the  most  vocal  members  of 
the  staff  or  library  committee.  What  resulted  was  heavily 
weighted  with  materials  that  were  either  antique  or  repre¬ 
sentative  of  the  interests  of  only  a  very  small  portion  of  the 
hospital’s  staff. 

The  "librarian”  was  usually  someone  who  worked 


primarily  in  another  department  of  the  hospital  and  who 
had  the  additional  assignment  of  operating  the  library.  This 
frequently  meant  that  she  went  to  the  library  once  a  week  to 
restack  journals  and  dust  books. 

This  type  of  library  existed  only  because  the  Joint  Com¬ 
mission  on  Hospital  Accreditation  required  that  every  hos¬ 
pital  have  a  library  "commensurate  with  the  needs  of  the 
hospital  staff.”  A  definition  of  a  library  or  any  standards  for 
its  maintenance  or  for  the  services  it  should  provide  were 
vague.  As  recently  as  three  or  four  years  ago  this  picture 
was  reasonably  representative  of  the  status  of  libraries  in 
community  hospitals.  These  facilities  were  called  "medical” 
or  "doctors”  libraries  and  the  use  of  them  by  other  health 
care  personnel  such  as  nurses  and  laboratory  technicians 
was  actually  discouraged. 

It  is  not  fair  to  describe  all  community  hospital  libraries 
so  dismally.  There  were  examples  of  libraries  where  collec¬ 
tions,  services  and  facilities  had  been  viable  and  therefore 
well  used  over  the  years.  Libraries  in  hospitals  at  academic 
centers  had  been  rigorously  developed,  because  teaching 
and  research  took  place  at  these  centers  and  the  library 
users  naturally  demanded  that  everything  they  needed  be 
available  when  they  wanted  it.  Formal  teaching  and 
research  in  the  communities  away  from  the  medical  centers 
was  done  on  a  minimal  scale  and  thus,  theoretically,  the 
library  users  were  not  making  demands  equal  to  those  that 
were  heard  in  academia. 

Medical  Library  Assistance  Act 

Public  Laws  89-239  (for  Regional  Medical  Programs) 
and  89-291  (for  Regional  Medical  Libraries)  made  impor¬ 
tant  impacts  on  the  evolution  of  hospital  libraries.  One  of 
the  major  missions  of  regional  medical  programs  (RMP)  has 
been  to  study  the  availability  of  services,  facilities  and  man¬ 
power  to  deliver  optimal  care  and  preventive  measures  in 
the  categorical  areas  of  heart  disease,  cancer  and  stroke. 
Since  most  RMPs  have  viewed  hospital  libraries  as  sup¬ 
portive  resources  for  education  and  patient  care  programs, 
they  have  initiated  programs  to  improve  hospital  libraries. 

The  Congress  also  recognized  the  problem  of  maintaining 
and  retrieving  the  overwhelming  masses  of  biomedical  liter¬ 
ature  and  sensed  the  urgency  of  making  this  information 
available  to  all  practitioners,  not  just  those  at  medical 
centers.  The  Medical  Library  Assistance  Act  therefore  es¬ 
tablished  regional  medical  libraries  to  serve  as  centers  to 
collect,  maintain  and  disseminate  biomedical  information 
throughout  each  designated  region.  There  are  now  eleven 
regional  medical  libraries,  and  each  of  these  has  a  program 
to  improve  the  libraries  used  by  practitioners  at  the  hospital 
level.  Regional  medical  libraries  and  regional  medical  pro¬ 
grams  have  thus  begun  to  approach  hospital  library  devel¬ 
opment  as  an  important  aspect  of  their  programs,  and  they 
have  done  so  at  about  the  same  time.  Their  cooperative  and 
concerted  approaches  are  making  very  positive  contribu¬ 
tions  to  the  evolution  of  hospital  libraries. 

Revised  Hospital  Accreditation  Requirements 

Another  important  influence  has  been  a  revision  of  the 
Joint  Commission  on  Hospital  Accreditation’s  requirements 
and  expectations  for  hospital  libraries.  The  new  standards, 
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effective  July  1,  1970,  require  these  three  specific  library 
functions:  1)  reference  service,  2)  document  delivery  serv¬ 
ice,  and  3)  audio-visual  services.4  These  activities  obviously 
cannot  be  performed  on  a  casual  basis  by  someone  who  has 
no  special  training  for  the  job  or  who  has  no  special  interest 
in  the  library.  Furthermore,  these  functions  cannot  be  per¬ 
formed  without  certain  basic  and  comprehensive  materials 
that  were  not  usually  included  in  the  hospital  library  of  the 
past. 

The  Vital  Link 

As  a  result  of  the  RMP  and  RML  programs  for  hospital 
libraries,  a  new  health  professional  is  being  trained.  In  the 
New  England  Region  they  are  called  "Library  Supervisors” 
and  they  are  beginning  to  fill  a  critical  manpower  gap. 
Perhaps  hospital  libraries  were  long  neglected  because  there 
weren’t  enough  professional  medical  libraries  to  go  around. 

No  library  can  service  its  patrons  effectively  if  there  is  no 
librarian  responsible  for  doing  so.  A  part-time,  non-profes¬ 
sional,  but  specially  trained  "library  technician,”  "super¬ 
visor,”  or  "assistant,”  becomes  the  vital  link  between  health 
practitioners  in  the  hospital  and  the  information  available  at 
his  hospital  plus  that  which  can  be  obtained  from  the  entire 
universe  of  biomedical  literature  by  means  of  recently  de¬ 
veloped  and  newly  implemented  access  devices. 

A  broadening  of  attitudes  about  who  should  use  hospital 
libraries  is  another  positive  change  and  reflects  a  change  in 
attitude  about  actual  approaches  to  patient  care,  since  it  is 
now  recognized  that  the  total  care  of  patients  involves  vir¬ 
tually  everyone  who  works  in  the  hospital.  If  nurses,  lab 
technicians,  dieticians,  administrators,  etc.  do  contribute 
(directly  and  indirectly)  to  the  care  of  patients,  should  they 
not  be  reading  and  learning  together  as  they  do  so? 

These  direct  influences  on  library  development  in  hospi¬ 
tals  plus  the  fact  that  all  health  professionals  are  under  more 
and  more  pressure  to  learn  the  latest  advances  in  medical 
science  encourage  the  evolution  of  health  learning  centers 
as  viable  departments  in  every  hospital.  PM  I  and  the  New 
England  Regional  Medical  Library  Service  at  the  Francis 
A.  Countway  Library  of  Medicine  in  Boston  have  now 
trained  more  than  100  library  supervisors.  The  library 
training  program  in  no  way  attempts  to  condense  a  master’s 
level  library  science  course  into  a  five-day  workshop.  In¬ 
stead  focus  is  on  the  most  practical  elements  of  working  in  a 
hospital  library —  those  elements  that  can  lead  health  pro¬ 
fessionals  into  the  entire  world  of  biomedical  information. 

Traditional  "library”  functions  are  being  assumed  for 
small  hospital  libraries  by  large  medical  libraries  where  the 
capabilities  for  such  performance  can  be  coordinated.  The 
Medical  Library  Assistance  Act  has  legislated  a  program  to 
centralize  certain  activities  so  that  they  can  be  ac¬ 
complished  practically  and  so  that  a  network  of  library 
services  can  be  established. 

Mrs.  Fink  is  presently  a  technical  associate  working  on 
special  projects  at  the  Countway  Library ,  and  Dr. 
Stearns  is  director  of  Tufts  Medical  Service  at  Boston 
City  Hospital.  Formerly  Mrs.  Fink  was  director  of  the 
library  development  program  at  the  Postgraduate  Med¬ 
ical  Institute  in  Boston ,  and  Dr.  Stearns  was  PM/’s  exec¬ 
utive  director  during  the  developmental  stages  of  the 


Role  of  the  Nonprofessional  Librarian 

The  library  institutes  in  New  England  and  in  other  parts 
of  the  country  have  produced  a  new  health  manpower —  a 
nonprofessional  "librarian”  who  has  been  trained  to  provide 
essential  library  service. 

The  hospital  library  is  now  ready  for  a  next  important 
step  in  its  evolution  toward  the  ultimate  goal  of  service  as  a 
health  learning  center.  This  next  step  involves  the  utiliza¬ 
tion  of  the  librarian  as  an  assistant  to  the  hospital  educator 
so  that  the  functions  of  the  education  and  the  library  pro¬ 
grams  can  be  merged. 

Consider,  for  example,  this  list  of  activities  that  the  li¬ 
brarian  might  perform  in  the  interest  of  the  hospital  educa¬ 
tion  programs.  It  includes  monitoring  current  periodicals 
for  articles  relevant  to  the  topics  of  scheduled  education 
programs,  verifying  citations  obtained  by  speakers, 
preparing  bibliographies  listing  sources  of  information  rele¬ 
vant  to  topics  of  speakers,  copying  essential  literature  for  all 
participants,  arranging  for  interlibrary  loan  of  topic  materi¬ 
als  if  necessary,  and  reviewing  medical  education  literature 
and  obtaining  reprints  for  a  resource  file  for  the  hospital  ed¬ 
ucators. 

In  addition  the  hospital  library  supervisor  could  be 
trained  to  assist  with  certain  aspects  of  education  program 
development.  These  activities  could  be  logical  extensions  of 
the  "library”  work.  A  librarian  and  her  staff  might  keep  a 
schedule  of  room  availability  and  use  for  education  pro¬ 
grams,  prepare  notices  of  all  sessions  and  deliver  them  to 
potential  participants,  maintain  the  hospital  educator's 
master  calendar  of  educational  activities,  prepare  travel  di¬ 
rections  to  the  hospital  for  outside  participants,  prepare  and 
mail  letters  of  invitation  and  follow-up  notices  for  guest 
participants,  prepare  and  distribute  publicity  releases  about 
education  sessions,  arrange  for  necessary  audio-visuals  prior 
to  each  session,  distribute  and  review  session  evaluation 
forms,  and  send  honoraria  and  thank  you  letters  to  partici¬ 
pants. 

The  scope  of  this  new  position  called  "Health  Informa¬ 
tion  Assistant”  might  be  thought  too  broad  for  one  person. 
That  may  be  so.  The  library  in  hospitals  may  be  growing 
beyond  a  one-man  operation.  If  this  is  so,  a  tremendous 
evolution  over  a  very  short  span  of  time  has  occurred.  Most 
significantly,  centering  education  activities  in  the  library 
will  call  attention  to  the  library’s  ability  to  respond  as  an  ac¬ 
tive  and  vital  information  source  in  the  hospital.  |  | 
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Core  Library  Program.  PMI  is  a  non-profit  education 
corporation  funded  by  a  number  of  sources  including  the 
Division  of  Physician  Manpower,  NIH,  U.S.  Public 
Health  Service,  the  National  Library  of  Medicine,  and 
the  Tri-State  RMP.  Mrs.  Fink  delivered  the  paper  at 
recent  PMS  conferences  on  hospital  library  manage¬ 
ment. 
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cardiovascular  brief 


Acute  Myocarditis 
Part  1 


Joseph  B.  Cady,  M.D.,  Cardiologist, 
Guthrie  Clinic,  Ltd.,  Sayre,  Pennsyl¬ 
vania,  is  questioned  by  William  G. 
Leaman,  Jr.,  M.D. 

What  conditions  do  you  include  under 
this  title? 

We  can  place  in  this  category  any 
inflammatory  myocardial  change  fol¬ 
lowing  infectious  or  contagious  dis¬ 
eases  (bacterial,  viral,  fungal  or  hel¬ 
minthic).  Myocarditis  may  occur  at 
any  age  and  is  not  the  result  of 
coronary  artery  disease,  hypertension, 
congenital  or  acquired  valvular  dis¬ 
ease. 

What  viral  diseases  may  give  rise  to 
acute  inflammatory  myocardial 
changes? 

Here  we  include  infectious  parotitis, 
varicella,  variola,  vaccinia,  influenza, 
viral  pneumonia,  infectious  mononu¬ 
cleosis,  and  poliomyelitis. 

What  changes  can  occur  in  the  heart 
muscle  of  these  patients? 

Histological  examination  of  the 
myocardium  at  necropsy  in  isolated 
patients  has  shown  microscopic  peri¬ 
vascular  and  interstitial  infiltration  of 
lymphocytes,  plasma  cells,  and  espe¬ 
cially  polymorphonuclear  leucocytes. 
Some  necrosis  and  fragmentation  of 
the  muscle  fibers  may  also  be  seen. 
These  changes  suggest  that  the  process 
is  part  of  the  more  general  disease  af¬ 
fecting  the  patient. 

Can  the  offending  virus  be  isolated 
from  the  heart  at  necropsy? 

Only  rarely.  However,  isolation  of 
the  poliomyelitis  virus  from  the  heart 
in  fatal  cases  has  been  reported.  In  ad¬ 
dition,  Coxsakie  B  virus  appears  to  be 
especially  cardiotropic. 

What  cardiac  signs  and  symptoms  sug¬ 
gest  involvement  of  the  heart? 

Cyanosis,  dyspnea,  and  tachycardia 


are  findings  that  usually  direct  atten¬ 
tion  to  the  heart.  Vascular  collapse, 
pulmonary  edema,  and  hypertension 
may  also  follow  with  the  latter  usually 
being  related  to  hypoventilation  and 
hypoxia. 

On  physical  examination  what  further 
evidence  of  acute  myocarditis  may  be 
encountered? 

Cardiac  enlargement  may  appear 
and  arrhythmias  are  not  uncommon. 
In  viral  diseases  the  muscle  of  the 
heart  is  most  frequently  involved  and 
may  be  seriously  affected.  A  friction 
rub  may  be  found  in  these  patients. 
Therefore,  serial  electrocardiograms 
during  the  course  of  the  illness  will 
usually  reflect  the  extent  of  the  dam¬ 
age. 

What  ECG  changes  should  be  looked 
for? 

Abnormally  high  or  peaked 
P-Waves  may  appear,  together  with 
some  arrhythmias.  Major  changes 
often  are  found  in  the  P-R  Intervals, 
the  RST  segments,  and  the  T-Waves, 
which  may  be  flattened,  diphasic  or  in¬ 
verted. 

Are  previously  damaged  hearts  more 
vulnerable  to  viral  infections? 

I  believe  so.  This  may  be  because  of 
some  alteration  in  the  heart  that  makes 
it  more  susceptible  or  favorable  to 
viral  growth. 

What  is  the  prognosis  of  the  cardiac 
involvement  if  the  patient  survives  the 
primary  viral  infection? 

With  patient  survival,  it  has  been 
the  general  belief  that  cardiac  disabili¬ 
ty  lessens  as  symptoms  and  signs  of  the 
viral  infection  fade.  Perhaps  this 
explains  the  survival  of  such  terms  as 
"idiopathic”,  “benign”,  "Fiedler’s 
myocarditis”,  etc.,  in  our  literature. 
However,  residual  cardiac  enlargement 
has  been  encountered  in  some  patients 


following  an  episode  of  viral  infection. 
A  number  of  viruses  may  invade  at 
one  time  or  another  and  furnish  posi¬ 
tive  evidence  of  the  presence  of  acute 
myocarditis,  pericarditis,  and  endocar¬ 
ditis.  As  some  believe,  a  continuing 
lesion  may  be  the  result  of  a  coexisting 
deprivation  of  oxygen  to  the  heart. 

Is  acute  myocarditis  encountered 
during  or  following  influenzal  out¬ 
breaks? 

Acute  myocarditis  has  been  re¬ 
ported  during  the  course  of  inflenza  A 
pneumonia  and  recent  epidemics  of 
“Asian”  infleunza.  Again,  a  wide  vari¬ 
ety  of  infectious  disease  may  involve 
the  heart  and  initiate  an  inflammatory 
process.  However,  cardiac  involve¬ 
ment  is  usually  subclinical  and  readily 
overlooked.  For  this  reason,  the  exact 
incidence  of  acute  myocarditis  is  im¬ 
possible  to  ascertain  as  most  patients 
recover  spontaneously.  Laboratory 
and  clinical  findings  may  be  variable 
and  non-specific.  Acute  myocarditis  is 
not  a  difficult  diagnosis  to  make  when 
the  primary  disease  is  severe.  Howev¬ 
er,  we  should  always  suspect  such  a 
complication  even  in  mild  infections 
and  carry  out  appropriate  laboratory 
studies  during  and  following  the  infec¬ 
tion. 

What  is  the  treatment  of  acute 
myocarditis  complicating  a  viral  infec¬ 
tion? 

In  these  several  kinds  of  myocar¬ 
ditis,  specificity  for  any  form  of  treat¬ 
ment  hardly  exists,  and  attention  is 
paid  to  the  general  condition  which 
has  incidentally  involved  the  heart. 
Such  therapy  includes  the  use  of  anti¬ 
biotics  or  cortisone  and  its  allied 
preparations. 

This  Brief  is  edited  by  William  G. 
Leaman,  Jr.,  M.D.,  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa¬ 
tion. 
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Radiation  Therapy  of  Cancer 


Tumor 

Sensitivity 

and 

Resistance 
Part  2 


Last  month  the  Cancer  Forum  dis¬ 
cussed  tumor  sensitivity  and  resistance 
as  presented  by  Rubin  and  Poulter  of 
the  University  of  Rochester.  This  dis¬ 
cussion  concerns  curability  of  tumors 
by  radiation. 

Certain  types  of  tumors  can  be  cured 
by  radiation;  a  fact  that  makes  the 
decision  to  use  surgery,  radiation  or 
chemotherapy  a  very  important  one.  In 
making  the  choice  three  factors  are 
considered:  the  general  condition  of  the 
patient,  the  extent  of  the  tumor,  and  a 
factor  the  radiologist  calls  the  therapeu¬ 
tic  ratio. 

The  age,  state  of  nutrition,  presence 
or  absence  of  debility,  and  coexisting 
disease  may  determine  the  type  of  treat¬ 
ment  used.  The  part  played  by  the  natu¬ 
ral  immunity  of  the  patient  is  debatable 
at  present  but  considered  of  impor¬ 
tance.  Controlling  or  eradicating  the 
primary  tumor  often  allows  the  body  to 
then  control  the  metastases.  Experi¬ 
mental  re-injection  of  irradiated  tumor 
into  the  host  has  increased  the 
radioresponsiveness  of  the  malignant 
tissue  still  present. 

It  is  important  to  know,  as  accurately 
as  possible,  how  far  the  tumor  has 
spread.  The  curability,  while  improved 
with  the  newer  equipment,  is  still  more 
likely  with  small  cancers  without 
regional  lymph  node  involvement. 

The  therapeutic  ratio  is  the  rela¬ 
tionship  between  the  normal  tissue  tol¬ 
erance  dose  (NTTD)  and  the  tumor 
lethal  dose  (TLD).  The  first  is  that  dos¬ 
age  which  would  cause  irreversible 
damage  to  normal  tissue  if  exceeded. 
This  varies  not  only  with  the  type  of 
tissue  but  the  sensitivity  of  the  host. 
The  tumor  lethal  dose  is  that  amount 
that  will  destroy  the  particular  tumor. 
Here  again  is  much  variation.  The  same 


tumor  in  different  sites  will  vary  in 
response  and  there  will  also  be  variation 
among  different  individuals.  If  the 
tissue  tolerance  dose  exceeds  the  lethal 
tumor  dose,  the  tumor  is  probably  cur¬ 
able.  If  the  lethal  dose  exceeds  that  of 
tissue  tolerance,  the  tumor  is  probably 
incurable  with  radiation.  On  this  basis 
the  radiologist  classifies  neoplasms  into 
three  groups:  radiocurable,  radiotreat- 
able,  and  radioresistant. 

In  the  curable  group  are  those  of 
embryonal  origin;  seminoma,  dysger- 
minoma  and  Wilm's  tumor.  The  re¬ 
ticuloendothelial  neoplasms:  lympho¬ 
sarcoma,  Hodgkin’s  disease,  and 
Ewing’s  tumor  of  bone  are  here  as  well 
as  are  the  neurogenic  tumors: 
medulloblastoma,  retinoblastoma  and 
neuroblastoma  of  the  adrenal  medulla. 

There  are  some  tumors  in  the  curable 
group  less  sensitive  than  the  above  but 
often  curable.  They  include  squamous 
cell  carcinoma  of  the  skin,  oral  cavity, 
larynx,  uterine  cervix,  and  upper 
esophagus.  Transitional  cell  carcinoma 
of  the  bladder,  pituitary  adenomas, 
adenocarcinoma  of  the  prostate,  and 
nasopharyngeal  cancer  are  also  in  this 
group. 

In  the  radiotreatable  cancers  the 
tissue  tolerance  and  lethal  tumor  doses 
are  so  evenly  balanced  that  surgery  is 
usually  considered  first.  This  is  some¬ 
times  combined  with  or  followed  by  ra¬ 
diation  to  secure  increased  survival  or 
improve  its  quality.  Examples  would  be 
cancers  of  the  breast,  lung,  uterine 
fundus,  ovary,  rectum  and  thyroid.  In 
this  group  also  are  glioma,  renal  cell 
cancer,  and  cancers  of  the  pasanasal 
sinuses  and  salivary  glands. 

The  radioresistant  neoplasms  are  os¬ 
teogenic,  chondro-  and  fibrosarcoma; 
melanoma  and  adenocarcinoma  of 
stomach,  pancreas,  and  colon. 


CANCER  FORUM  —  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a  few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a  chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a  variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif¬ 
ferent  varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4  minutes  a  bowl  of  deli¬ 
cious  soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen¬ 
sive — an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  .  .  .  and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a  soup  for  almost  every  patient  and 
diet  .  .  .  and  for  every  meal. 


When  diarrhea 
wrings  the 

wedding  belle.. 

\ 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R  1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept. -Oct.)  1958. 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5  cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  . .  .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate . 0.025  mg. 

Saves  tiie  Day 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V  substance  by  Federal  Law  with 
theoretically  possible  addfctive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con¬ 
siderable  caution  in  patients  receiving  ad¬ 
dicting  drugs.  Recommended  dosages 


should  noi  oe  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  in¬ 
clude  severe  respiratory  depression, flush¬ 
ing,  lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  over¬ 
dosage. 

Adverse  Reactions:  Side  effects  re¬ 
ported  with  Lomotil  therapy  include  nau¬ 
sea,  sedation,  dizziness,  vomiting, 


pruritus,  restlessness,  abdominal  discom¬ 
fort,  headache,,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb¬ 
ness  of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac¬ 
cidental  overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini¬ 
tial  daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo..  .Mi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.. .  Vi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr . Vi  tsp.  5  times  daily  (5  mg.) 

2- 5  yr . 1  tsp.  t.i.d.  (6  mg.) 

5-8  yr . 1  tsp.  q.i.d.  (8  mg.) 

8-12  yr.. .  .1  tsp.  5  times  daily  (10  mg.) 
Adults:. ..  .2  tsp.  5  times  daily  (20  mg.) 
or  2  tablets  q.i.d. 

*Based  on  4  cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3  months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


Manufactured  by  SEARLE  &  CO. 
San  Juan,  Puerto  Rico  00936 

For  more  detailed  medical  information  write. 
G.  D.  Searle  &  Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi¬ 
cal  education  which  include  a  series  of  two  or 
more  sessions  on  various  subjects  to  deter¬ 
mine  the  specific  topic  on  any  given  day,  con¬ 
tact  the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASES 

Pittsburgh;  January  17  -  February  7,  1972 
AMA  —  Cardiac  Auscultation  and  Examination;  by 
Pitt;  at  Presbyterian-University  Hosp.;  2Vi  hrs.  per 
day;  1  day  per  week;  4  weeks;  10  hrs  AAGP  credit 
requested;  fee  =  $100.  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Sayre;  June  28,  1971  —  February  1,  1972 

Rotating  Specialty  Seminar/Cardiovascular  Dis¬ 
ease;  at  Robert  Packer  Hosp.;  1  hr.  per  day;  1  day 
per  week;  17  weeks;  17  hrs.  AAGP  credit 
approved.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
D.M.E.,  Robert  Packer  Hosp.,  Guthrie  Square, 
Sayre  18840. 


DERMATOLOGY 

Sayre;  August  10,  1971 — June  6,  1972 

Rotating  Specialty  Seminar/Dermatology;  at 
Robert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
week;  6  weeks;  6  hrs.  AAGP  credit  approved.  Con¬ 
tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


ENDOCRINOLOGY 
Sayre;  July  20,  1971— May  23,  1972 

Rotating  Specialty  Seminar/Endocrinology;  at 
Robert  Packer  Hosp.;  1  hr.  per  day;  1  day  per 
week;  9  weeks;  9  hrs.  AAGP  credit  approved.  Con¬ 
tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

Hershey;  September  28,  1971 — June  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
1  hr.  per  day;  1  day  per  week;  40  weeks;  40  hrs. 
AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  &  Communi¬ 
ty  Medicine,  M.S.  Hershey,  Hershey  17033. 


GASTROENTEROLOGY 
Philadelphia;  March  3  -  April  7,  1972 
AMA  —  Gastroenterology  Seminar  (Basic  Con¬ 
cepts  in  the  Modern  Diagnosis  &  Management);  at 
Hahnemann;  3V2  hrs.  per  day;  1  day  per  week;  6 
weeks;  21  hrs.  AAGP  credit  requested;  fee  =  $60. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


GENERAL  MEDICINE 

Abington  Memorial  Hospital;  January  20 — March 
21,  1972 

Endocrine  Problems  in  Family  Practice;  by 
Montgomery  County  Academy  of  Family  Practice; 
2V2  hrs.  ea.  day;  1  day  ea.  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment  =  30; 
fee  =  $25.  Contact  William  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd.,  Abington  19001. 


Allentown  Hospital;  September  9,  1971  -  June  8, 
1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  1  day  ea. 
mo.;  3  hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  =  none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac¬ 
tice 

ACGP — American  College  of  General  Practi¬ 
tioners  in  Osteopathic  Medicine  and  Sur¬ 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil¬ 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi¬ 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi¬ 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Altoona  Hospital;  October  7,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  2  days  ea. 
mo.;  2  hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  -  May  18,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1  day  ea.  mo.;  3  hrs.  per  day;  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  -  May  16,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills  Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Chester;  September  7,  1971 — May  23,  1972 

AMA —  Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath,  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1  hr.  a  day;  1 
day  per  mo;  9  hrs.  AAGP  credit  requested.  Con¬ 
tact  John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv¬ 
ices,  Coatesville  VA  Hosp.,  Coatesville  19320. 


DuBois  Hospital;  February  10  -  April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  -  April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 


of  Monroe  County;  3  hrs.  per  day;  1  day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an¬ 
nounced.  Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Easton  Hospital,  September  15,  1971  -  June  21, 
1972 

AMA —  What’s  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  IV2  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  &  Lehigh 
Sts.,  Easton  18042. 


Erie;  September  16,  1971-May  12,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  at  St.  Vincent  Hospital;  by  Jefferson  and 
Penn  State;  3  hrs.  per  day;  1  day  per  week;  12 
weeks;  36  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef¬ 
ferson,  1025  Walnut  St.,  Philadelphia  19107. 


Gettysburg;  January  11  -  April  19,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat¬ 
ing  Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital;  October  20,  1971  -  May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  one 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Harrisburg;  September  30,  1971  —  January  20, 
1972 

Continuing  Education  Program  1971-1972;  at 
Community  General  Osteopathic  Hosp.;  8  Thurs.; 
2Va  hrs.  per  day;  fee  =  $60  ($10  ea.  single  ses¬ 
sion);  AAGP  and  ACGP  credit  requested.  Contact 
Charles  M.  Worrell,  D.O.,  D.M.E.,  Community  Gen. 
Osteopathic  Hosp.,  4300  Londonderry  Rd.,  Harris¬ 
burg  17109. 


Hazleton  State  General  Hospital;  September  1  - 
June  1 

AMA  (required  credit)  —  A  Program  of  Con¬ 
tinuing  Medical  Education;  by  U.  of  Pa.;  1V&  hrs.  ea. 
day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total;  40  hrs. 
AAGP  credit  approved.  Contact  Robert  Gunderson, 
M.D.,  D.M.E.,  Hazleton  State  Gen.  Hosp.,  Hazleton 
18201. 


Johnstown;  September  23,  1971  -  March  9,  1972 
AMA  —  A  Program  of  Continuing  Medical  Educa¬ 
tion;  at  Conemaugh  Valley  Memorial  Hosp.;  by  Jef¬ 
ferson  and  Penn  State;  7  sessions;  2  hrs.  AAGP 
credit  approved  for  ea.  session.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 


Lancaster  General  Hospital;  September  2  - 
December  16,  1971 

Ambulatory  Health  Care  Conferences;  IV2  hrs. 
ea.  Thurs.  (except  Thanksgiving);  15  hrs.  AAGP 
credit  approved;  no  fee.  Contact  John  H.  Es- 
benshade,  Jr.,  M.D.,  D.M.E.,  Lancaster  Gen.  Hosp., 
555  N.  Duke  St.,  Lancaster  17604. 


Lancaster  General  Hosp.;  September  7,  1971  -  May 
30,  1972 

Continuing  Education  Program;  1  day  per  week;  3 
hrs.  per  day;  29  days;  AAGP  credit  requested;  fee 
=  none.  Contact  John  H.  Esbenshade,  Jr.,  M.D., 
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Dir.  Med.  Educ.,  Lancaster  General  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  -  May  25,  1972 

AMA  —  Continuing  Education  Program;  by  Hah¬ 
nemann;  2  hrs.  per  day;  1  day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Lebanon;  November  3,  1971  -  May  2,  1972 
AMA  —  A  Continuing  Medical  Education  Pro¬ 
gram;  by  Jefferson  and  Penn  State;  at  Ouentin 
Riding  Academy;  1  day  every-other  mo.;  2  hrs.  per 
day;  8  hrs.  AAGP  credit  requested;  fee  =  none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lewistown  Hospital;  February  9  -  April  12,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP; 
every  Wed.;  30  hrs.  AAGP  credit  requested;  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa¬ 
tion),  20  Erford  Rd.,  Lemoyne  17043. 


Lock  Haven  Hospital;  October  20,  1971  -  April  19, 
1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  17043. 


Meadville;  September  1,  1971  -  May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
ea.  mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be 
announced.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  15,  1971  -  May  17,  1972 
Continuing  Medical  Education  Seminars;  at 
Methodist  Hospital;  1  day  ea.  mo.;  2  hrs.  per  day; 
18  hrs.  AAGP  credit  requested;  fee  =  none.  Con¬ 
tact  John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19143. 


Philadelphia;  January  4  -  May  16,  1972 
AMA  —  Current  Topics  of  Interest  to  the  Family 
Physician;  at  Jefferson;  2  hrs.  per  day;  1  day  per 
week;  20  weeks;  40  hrs.  AAGP  credit  requested; 
fee  =  $150.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pittsburgh;  August  5,  1971  -  June  22,  1972 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July;  1  hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  =  30;  fee 
=  none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  -  46th  St.,  Pitts¬ 
burgh  15201. 


Pittsburgh;  September  2,  1971  -  June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1  day  ea.  week;  2  hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  =  $50  for  ea.  10-week  series.  Con¬ 
tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  October  17,  1971  -  March  19,  1972 
AMA  —  Workshops  in  Medicine;  at  Western 
Pennsylvania  Hospital;  6  AAGP  credit  hrs.  for  ea. 
course  —  6  in  series;  fee  =  $20  ea.  course  (no 
fee  for  residents,  interns  and  medical  students), 
luncheon  included.  Contact  Postgraduate  Educa¬ 
tion  Secretary,  House  Staff  Office,  Western  Penn¬ 
sylvania  Hosp.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 


Pittsburgh;  October  21 ,1971  -  June  1,  1972 
Seminars  for  the  Primary  Physician;  at  Pitt;  2 
hrs.  ea.  evening;  1  day  per  week;  27  weeks;  54 
hrs.  AAGP  credit  requested;  fee  =  $10  per  ses¬ 
sion  ($150  for  all  27).  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Pittsburgh;  July  14,  1971  -  June  23,  1972 
Post  Graduate  Medical  Education  Lectures  — 
Family  Practice;  at  St.  Margaret  Memorial  Hosp.; 
every  Wed.;  1  hr.  ea.  day;  AAGP  credit  requested; 
min.  enrollment  =  20;  fee  =  none.  Contact  Paul 
W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret  Memorial 
Hosp.,  265  -  46th  St.,  Pittsburgh  1 5201 . 


Pottsville  Hospital;  September  2,  1971  -  June  1, 
1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2  hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  =  none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Reading;  September  28,  1971  -  May  23,  1972 
1971-1972  Continuing  Education  Program;  at  St. 
Joseph’s  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 
1  hr.  ea.  day;  8  hrs.  AAGP  credit  approved.  Con¬ 
tact  Kenneth  M.  Schreck,  M.D.,  Med.  Dir.,  St. 
Joseph’s  Hosp.,  Reading  19610. 


St.  Marys;  September  26,  1971  -  March  26,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt,  Scaife  Hall,  Pittsburgh  15213. 


Scranton;  Fourth  Wednesday  of  each  month  (ex¬ 
cept  November,  December  &  June) 

A  Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3  hrs.  ea.  evening; 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  -  June  15,  1972 
AMA  —  Continuing  Education  Program;  at 
Grand  View  Hosp.;  by  Hahnemann;  2  hrs.  per  day; 
1  day  per  mo.;  9  months;  18  hrs.  AAGP  and  ACGP 
credit  requested.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Sharon  General  Hospital;  October  20,  1971  - 
March  1,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  first 
and  third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  William 
M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt,  Scaife 
Hall,  Pittsburgh  15213. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A  Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2  hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.,  225  S.  Center  Ave., 
Somerset  15501. 


Tunkhannock;  March  8  -  May  10,  1972 

Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  -  Febru¬ 
ary  23,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro¬ 
gram);  by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt, 
Scaife  Hall,  Pittsburgh  15213. 


Wellsboro-  September  15,  1971  -  March  15,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed¬ 
ward  Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 


Memorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education),  20  Erford 
Rd.,  Lemoyne  17043. 


Williamsport  Hospital;  September  10,  1971  - 

March  10,  1972 

AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  Penn  State;  second  Fri. 
ea.  mo.  except  Jan.;  3  hrs.  ea.  day;  18  hrs.  AAGP 
credit  requested;  fee  =  none.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


York  Hospital;  September  16,  1971  -  April  27,  1972 
AMA  —  A  Program  of  Continuing  Medical  Edu¬ 
cation;  by  Jefferson  and  'Penn  State;  Thursday 
each  week;  3  hrs.  per  day;  AAGP  credit  approved; 
30  weeks;  fee  =  $50  ($10  ea.  session).  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef¬ 
ferson,  1025  Walnut  St.,  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12,  1971  -  June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


INTERNAL  MEDICINE 

Abington  Memorial  Hospital;  September  2  - 
December  16,  1 971 

S-Recent  Advances  in  Internal  Medicine;  2  hrs. 
per  day;  1  day  per  week;  15  weeks;  max.  enroll¬ 
ment  =  40  (internal  medicine)  fee  =  $30.  Contact 
William  H.  Mahood,  Dir.  of  Post-Graduate  Educa¬ 
tion,  Abington  Memorial  Hosp.,  1200  York  Rd.,  Ab¬ 
ington  19001. 


Philadelphia;  October  6,  1971  -  May  31,  1972 
AMA  —  Internal  Medicine  Reviews;  at  Hah¬ 
nemann;  3  hrs.  ea.  day;  1  day  ea.  week;  32  weeks; 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty  —  Hematology  &  Medical  Oncology, 
October  6  to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol¬ 
ogy  &  General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos¬ 
pital.  Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  1 9601 . 


NEPHROLOGY 

Sayre;  September  13,  1971  -  May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  18840. 


NEUROLOGY 

Sayre;  August  9,  1971  -  March  21,  1972 

Rotating  Specialty  Seminar/Neurology;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  9 
weeks;  9  hrs.  AAGP  credit  approved.  Contact  Paul 
C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  1  Vi  hrs.  per  day; 
1  day  per  week;  30  weeks;  min.  enrollment  8;  fee 
=  $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  19401. 


OBSTETRICS  &  GYNECOLOGY 
Pittsburgh;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt;  at 
Magee-Womens  Hosp.;  3%  hrs.  per  day;  1  day  per 
week;  two  successive  Fridays;  7  hrs.  AAGP  credit 
requested;  fee  =  $50.  Contact  Marvin  C.  Rulin, 
M.D.,  Magee-Womens  Hosp.,  3400  Forbes  St., 
Pittsburgh  15213. 


OPHTHALMOLOGY 

Abington  Memorial  Hospital;  September  22, 
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PENNSYLVANIA  MEDICINE 


1971— May  22,  1972 

S-Recent  Trends  on  Ophthalomology;  IV2  hrs. 
per  day;  1  day  per  mo.;  9  mos.  13  hrs.  total;  max, 
enrollment*1 15;  fee=none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab- 
ington  Memorial  Hosp.,  1200  York  Rd.,  Abington 
19001. 


PHARMACOLOGY 

Philadelphia;  September  27,  1971  -  January  24, 
1972 

AMA  —  Experimental  Design,  Statistics  and 
Fortran;  at  Hahnemann;  2  hrs.  per  day;  2  days  per 
week;  15  weeks;  58  hrs.  AAGP  credit  requested; 
fee  =  $300.  Contact  Frederick  K.  Heath,  M.D.,  Dir. 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia  General  Hospital;  September  29, 
1971  -  May  31,  1972 

AMA  —  Current  Concepts  in  Clinical  Phar¬ 
macology;  by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1  day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee=none.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27, 
1971 — June  12,  1972 

S-Seminar  in  Psychiatry;  IV2  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment=30;  fee=none.  Contact  William  H.  Mahood, 
M.D.,  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001 . 


Abington  Memorial  Hospital;  March  7 — May  9, 
1972 

S-Marital  Therapy;  2  hrs.  per  day;  1  day  per 
week;  10  weeks;  max.  enrollment*1 20;  fee  =  $50. 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate 
Education,  Abington  Memorial  Hosp.,  1200  York 
Rd.,  Abington  1 9001 . 


Danville;  September  8,  1971  -  April  12,  1972 
AMA  —  Psychiatry  and  Community  Mental 
Health;  at  Geisinger  Med.  Center;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per  day;  1  day 
per  week;  5  weeks;  12  hrs.  AAGP  credit 
requested;  fee=$5.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Easton  Hospital;  September  27,  1971  -  June  26, 
1972 

AMA  —  Psychiatry  in  Medical  Practice;  by  Hah¬ 
nemann;  1  Vt  hrs.  per  day;  1  day  per  mo.;  9  mos.; 
13’/2  hrs.  AAGP  credit  requested;  fee=none.  Con¬ 
tact  Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Harrisburg  Polyclinic  Hospital;  November  12,  1971 
-  May  5,  1972 

AMA  —  Continuing  Education  Program  in  Psy¬ 
chiatry  for  the  Clinician;  1  hr.  ea.  day;  1  day  per 
week;  20  weeks;  20  hrs.  AAGP  credit  approved; 
fee=$5.  Contact  John  M.  Hume,  M.D.,  Chief, 
Dept,  of  Psychiatry,  Harrisburg  Polyclinic  Hosp., 
Harrisburg  17105. 


Lancaster  General  Hospital;  November  24  - 

December  1 5,  1 971 

AMA  —  Sexual  Problems  in  Family  Medicine; 
by  Hahnemann;  1  Vi  hrs.  ea.  Wed.;  AAGP  credit 
approved;  no  fee.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  D.M.E.,  Lancaster  Gen.  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604. 


Norristown  State  Hospital;  September  10,  1971  - 
May  12,  1972 

S  —  Intensive  Review  of  Psychiatry;  1%  hrs. 
per  day;  1  day  per  week;  31  weeks;  min.  enroll- 
ment=8;  fee=$100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists, 
Norristown  State  Hosp.,  Stanbridge  &  Sterigere 
Sts.,  Norristown  19401. 


Norristown  State  Hospital;  January  7  -  February 
18,  1972 

S  —  Management  of  Adolescent  Behavorial 
Disorders;  IV2  hrs.  per  day;  1  day  per  week;  7 
weeks;  min.  enrollment  =  8,  fee  =$30.  Contact 


John  D.  Pruitt,  M.D.,  Dir.,  Program  for  Cont.  Educ. 
for  Psychiatrists,  Norristown  State  Hosp., 
Stanbridge  &  Sterigere  Sts.,  Norristown  State 
Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norristown 
19401. 


Norristown  State  Hospital;  March  3  -  May  19,  1972 
S —  Family  Therapy  II;  IV2  hrs.  per  day;  1  day 
per  week;  10  weeks;  min.  enrollment  =  8; 
fee=$50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro¬ 
gram  for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  19401. 


Norristown;  (dates  to  be  announced) 

AMA —  Drug  Abuse  and  Alcoholism;  at  Mont¬ 
gomery  Co.  Mental  Health  Clinics;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2  hrs.  per  day;  1  day 
per  week;  12  weeks;  24  hrs.  AAGP  credit 
requested;  fee  =  $25.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  September  7,  1971  -  June  6,  1972 
S/AMA  —  Advances  in  Psychiatry  and 
Behavorial  Sciences;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  the  Institute;  IV2  hrs.  ea.  day;  1  day 
ea.  mo.;  10  mos.;  fee  =  $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi¬ 
atrists,  The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  October  6,  1971  -  February  16,  1972 
AMA  —  Psychiatric  Problems  of  Children;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  18 
weeks;  36  hrs.  AAGP  credit  requested;  fee  =  $75. 
Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Edu.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  7,  1971  -  February  17,  1972 
AMA  —  Medical  Hypnosis;  at  The  Institute  of 
Pa.  Hosp.;  by  The  Institute,  PMS  and  PAGP;  4  hrs. 
per  day;  1  day  per  week;  20  weeks;  80  hrs.  AAGP 
credit  requested;  fee  =  $150.  Contact  Sydney  E. 
Pulver,  M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  13,  1971  -  May  17,  1972 
AMA  —  Seminars  in  Psychotherapy:  Short-term, 
Crisis  &  Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1  day  per  week;  10  weeks  per  semi¬ 
nar;  AAGP  credit  requested;  fee  =  $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink, 
M.D.,  Dir.  of  Educ.  &  Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  December  2,  1971  -  April  20,  1972 
AMA  —  New  Dimensions  in  Patient  Care;  by 
The  Institute  of  Pa.  Hosp.,  PMS  and  PAGP;  at  The 
Institute;  2  hrs.  per  day;  1  day  per  week;  18  weeks; 
36  hrs.  AAGP  credit  requested;  fee  =  $100.  Contact 
Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute  of  the 
Pa.  Hosp.,  Ill  N.  49th  St.  Philadelphia  19139. 


Philadelphia;  January  10  -  March  13,  1972 
S/AMA  —  Behavior  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Hospital  of  U.  of  Pa.;  2 
hrs.  per  day;  1  day  per  week;  10  weeks;  fee  =  $100. 
Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Cont. 
Educ.  for  Psychiatrists,  The  Institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  -  February  14,  1972 
S/AMA  —  Psychopharmacology;  by  the  Institue 
of  Pa.  Hosp.  and  U.  of  Pa.;  1 V2  hrs.  per  day;  1  day 
per  week;  6  weeks;  fee=$100.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi¬ 
atrists,  The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  January  11  -  February  29,  1972 
S/AMA  —  Treating  Today's  Adolescent;  by  the 
Institute  of  Pa.  Hosp.  and  U.  of  Pa.;  1 V2  hrs.  per 
day;  1  day  per  week;  8  weeks;  fee=$100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for 
Psychiatrists,  The  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  March  18  -  May  27,  1972 
S/AMA  —  Principles  and  Techniques  of  Group 
Psychotherapy;  at  The  Institute  of  Pa.  Hosp.;  by  U. 
of  Pa.  and  The  Institute;  2  hrs.  ea.  Saturday;  10 
weeks;  fee=$100;  max.  enrollment=  15.  Contact 


Peter  B.  Bloom,  M.D.,  Coordinator  of  Cont. 
Educa.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th 
St.,  Philadelphia  19139. 


Philadelphia;  March  22  -  May  24,  1972 
AMA  —  Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2  hrs.  per  day;  1  day  per  week;  10 
weeks;  AAGP  credit  requested;  fee=$75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  &  Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  22-May  24,  1972 

S/AMA  —  Advanced  Marital  Therapy  —  Treating 
Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2Vi  hrs.  per  day;  1  day  per  week;  10 
weeks;  fee  =  $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In¬ 
stitute  of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Sayre;  July  27,  1971  —  May  8,  1972 
Rotating  Specialty  Seminar/Psychiatry;  at  Rob¬ 
ert  Packer  Hosp.;  1  hr.  per  day;  1  day  per  week;  10 
weeks;  10  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

February  7  -  March  13,  1971;  Philadelphia  (repeat 
May  1  -  June  23,  1972) 

PG/AMA  —  Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  =  $500.  Contact  Frederick  K.  Heath,  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


ARTHRITIS  &  RHEUMATISM 
Continuous;  Philadelphia 

PG/AMA  —  Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2  days  per  week;  4 
weeks;  fee  =  $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (2  or  3  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses;  Fluid  and 
Electrolyte  Metabolism;  Hypertension  (Clinical  & 
Laboratory);  Dialysis;  Cardio-Hemodynamics;  Car¬ 
diac  Care  Unit;  Electrophysiology;  Vector-Elec¬ 
trocardiography  and  Cardiovascular  Phar¬ 
macology;  Atherosclerosis  and  Lipid  Metabolism; 
Phono-Echo;  Clinical  Cardiology  and  Car¬ 
diovascular  Surgery;  at  Hahnemann;  6,  7,  8,  or  9 
hrs.  per  day;  10  or  15  days;  fee  =  $300  ea.  sub¬ 
section.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


March  16-17,  1972;  Philadelphia 
C —  Cardiopulmonary  Resuscitation  Instructors’ 
Training  Course;  at  Emergency  Care  Research  In¬ 
stitute;  by  Pa.  Heart  Assoc,  and  Heart  Assoc,  of 
Southeastern  Pa.;  7  hrs.  ea.  day;  fee  =  $40.  Con¬ 
tact  Emergency  Care  Research  Inst.,  913  Walnut 
St.,  Philadelphia  19107. 


March  21-22,  1972;  Pittsburgh  (repeat  starting 
June  6,  1972) 

C —  Cardiopulmonary  Resuscitation  Instructors’ 
Training  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
Western  Pa.  Heart  Assoc.;  7  hrs.  per  day;  2  days; 
fee=$40.  Contact  Div.  of  Cont.  Educ.,  Pitt,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


December  13-17,  1971;  Philadelphia 
C/AMA  —  High  Blood'  Pressure,  1971  (26th  Hah¬ 
nemann  Symposium);  by  Hahnemann;  at  Sheraton 
Hotel;  7  hrs.  per  day;  5  days;  35  hrs.  AAGP  credit 
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approved;  fee  =  $175.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


March  13-15,  1972;  Philadelphia 
C/AMA  —  Non-lnvasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  fee  (for  Fellows)  —  $60.  Con¬ 
tact  Miss  Carole  Mintz,  Dept,  of  Med.  Ed.,  Ameri¬ 
can  Heart  Assoc.,  44  E.  23rd  St.,  New  York  City 
10010. 


April  10-21,  1972;  Philadelphia 

C/AMA  —  Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah¬ 
nemann;  7  hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  fee  =  $300.  Contact  Frederick 
K  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Philadelphia 

C/AMA  —  Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7  hrs.  per  day;  3  days;  21  hrs. 
AAGP  credit  requested;  fee  =»  $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  —  Tutorial  Courses:  Clinical  Pulmo¬ 
nary  Disease;  Inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah¬ 
nemann;  7,  8,  or  9  hrs.  per  day;  20  days;  fee 
=  $350.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


December  6-17,  1971;  Philadelphia  (Hahnemann) 
March  14-25,  1972;  Allentown  Hospital 
M/AMA  —  A  Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2  weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


February  28-March  10,  1972;  Philadelphia 
PG  —  Bronchoesophagology;  at  Temple;  $350 
fee;  planned  for  chest  physicians,  thoracic  sur¬ 
geons,  anesthesiologists  and  gastroenterologists. 
Contact  Chevalier  Jackson  Clinic,  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140. 


May  3-6,  1972;  Philadelphia 
C/AMA  —  Pulmonary  Care  In  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day;  4  days;  25 
hrs.  AAGP  credit  approved;  fee  =  $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah¬ 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


May  25-27,  1971 ;  Pittsburgh 
AMA/C  —  Critical  Care  (Acute)  Medicine;  by 
Pitt  and  American  College  of  Chest  Physicians;  at 
Pitt.  Contact  Esther  BarCarmi,  Registrar,  Con¬ 
tinuing  Education  Programs,  American  Coll,  of 
Chest  Physicians,  112  E.  Chestnut  St.,  Chicago,  III 
6061 1 . 


EMERGENCY  MEDICINE 

February  7-18,  1972;  Philadelphia  (repeat  May  2- 
13,  1972) 

PG/AMA  —  Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8  hrs.  ea.  day;  10  days;  fee  =  $400. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


April  11,  1972;  Hershey 

O/AMA  —  Emergency  Room  Techniques;  by  PMS 
and  Pa.  Trauma  Committee  of  ACS;  at  Hershey;  6 
hrs.;  min.  enrollment=  50.  Contact  PMS  (Emer¬ 
gency  Med.  Service),  20  Erford  Rd.,  Lemoyne 
17043. 


4  ENDOCRINOLOGY 

March  6-31,  1972;  Philadelphia 
PG/AMA  —  Endocrinology  and  Metabolism  Tu¬ 
torial  Courses;  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  =  $350.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

O  —  Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Assoc.;  at  M.S.  Hershey;  6  hrs. 
AAGP  and  ACGP  credit  requested;  fee  =  $100; 
min.  enrollment=  20.  Contact  PMS  (PMS-POA 
Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 
Continuous;  Philadelphia 

PG/AMA  —  Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days;  fee=$700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Requested,  1971;  Philadelphia 

PG  —  Acute  Care  Medicine  Fellowship  (re¬ 
training  program  for  women  physicians);  by  M.C. 
of  Pa.;  6  hrs.  per  day;  1  yr.  duration.  Contact  Ethel 
Weinberg,  M.D.,  Assoc.  Dean,  MCP,  3300  Henry 
Ave.,  Philadelphia  19129. 


As  Arranged;  Philadelphia 

PG  —  Preceptorship  for  Practicing  Physicians; 
at  M.C.P.;  may  be  arranged  as  1  day  per  week  in 
16-week  block  @  $200-$300,  2  weeks  @  $250,  3 
weeks  @  $375  or  1  month  @  $500;  programs 
available  in  Int.  Med.,  Ob.  &  Gyn.,  Pediatrics,  Psy¬ 
chiatry,  Radiology  and  Surgery.  Contact  Gerald  H. 
Escovitz,  M.D.,  Dir.  Regional  Medical  Program  Ac¬ 
tivities,  M.C.P.,  3300  Henry  Ave.,  Philadelphia 
19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi¬ 
tals  (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 

M  —  Diagnosis  and  Management  of  Hyperten¬ 
sion;  by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsubrgh  15213. 


January,  1972;  Allentown 
January,  1972;  King  of  Prussia 

M —  The  Physician  and  Addictive  Disease;  by 
PMS,  PAGP,  Pa.  Dept,  of  Health  and  Pa.  Dept,  of 
Welfare;  8  hrs.  AAGP  credit  requested;  min.  en- 
rollment=10,  fee  =  $10.  Contact  PMS,  20  Erford 
Rd.,  Lemoyne  17043. 


December  13-17,  1971;  Philadelphia 

C/AMA  —  High  Blood  Pressure  -  1971;  by  Hah¬ 
nemann;  at  Sheraton  Hotel;  8  hrs.  ea.  day;  4Vi 
days;  35  hrs.  AAGP  credit  requested;  $125  fee. 
Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont.  Educ., 
230  N.  Broad  St.,  Philadelphia  19102. 


May  4-6,  1972;  St.  Davids 
C  —  Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  2V2  days;  15  hrs. 
AAGP  credit  approved;  fee  =  $35.  Contact 

Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  1 9010. 


INTERNAL  MEDICINE 
January  3-7,  1972;  Philadelphia 

C/AMA  —  Workshops  in  the  Physiology, 
Pathophysiology  and  Diagnosis  of  Disorders  of 
Electrolyte  and  Acid-Base  Metabolism;  by  Amer. 
Coll,  of  Physicians;  at  Hospital  of  the  U.  of  Pa.; 
Fee:  Members  and  F.A.C.P.  =  $80,  non-members 
=  $125,  candidate  members  and  ACP  Latin  Ameri¬ 
can  Fellows  =  $40.  Contact  Registrar,  Post¬ 
graduate  Courses,  Amer.  Coll,  of  Physicians,  4200 
Pine  St.,  Philadelphia  19104. 


March  20-24,  1972;  Philadelphia 
C/AMA  —  Specifically  Treatable  Diseases 
(Emphasizing  Pathophysiology  and  Early  Clinical 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn¬ 
sylvania  Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  =  $80,  non-members  =  $125,  candidate 
members  and  ACP  Latin  American  Fellows  =  $40. 


Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


MALIGNANT  DISEASE 

February  7  -  March  3,  1972;  Philadelphia  (repeat 
April  3-28,  1972) 

PG/AMA  —  Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann;  8-9  hrs.  per  day; 
20  days;  fee=$400.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


NEPHROLOGY 

June  5-7,  1972;  Philadelphia 

C/AMA  —  Nephrology  for  the  Practicing  Physi¬ 
cian;  by  Hahnemann;  at  Holiday  Inn;  7  hrs.  ea. 
day;  3  days;  21  hrs.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA —  Tutorial  Courses:  Clinical  Neuro¬ 
physiology  (2  hrs.  per  day;  1  day  per  week; 
fee=$250);  Neuropathology;  Adult  Neurology;  Pe¬ 
diatric  Neurology  (5-6  hrs.  per  day;  60  days; 
fee=  $1,000);  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


PEDIATRICS 
April  13,  1972;  Hershey 

O  —  Maternal  and  Child  Health  Institute;  by 
PMS  and  Pa.  Dept,  of  Health;  at  M.S.  Hershey;  7 
hrs.  AAGP  credit  requested;  min.  enroll- 
ment=100,  fee  =  $15.  Contact  PMS  (Matern. 
Health),  20  Erford  Rd.,  Lemoyne  17043. 


May  9-12,  1972;  Philadelphia 
C  —  Twenty-first  Pediatric  Postgraduate  Semi¬ 
nar;  by  Temple;  at  St.  Christopher’s  Hosp.  for 
Children;  6  hrs.  ea.  day;  24  hrs.  AAGP  credit 
requested;  $100  fee.  Contact  John  B.  Bartram, 
M.D.,  St.  Christopher’s  Hosp.  for  Children,  2600  N. 
Lawrence  St.,  Philadelphia  19133. 


PSYCHIATRY 

December  6-10,  1971;  Philadelphia 
C  —  Drug  Education  Workshop  for  Mental 
Health  Staffs;  by  Eastern  Pa.  Psychiatric  Institute; 
9  to  5  each  day;  one  week;  no  fee.  Contact  Mrs. 
Eva  Peeples,  Adm.  Asst.,  E.P.P.I.,  Henry  Ave.  and 
Abbottsford  Rd.,  Philadelphia  19129. 


December  13  - 17,  1971;  Philadelphia 
C — Drug  Education  Workshop  for  Health  and 
Mental  Health  Staff  Teams;  one  week  residential; 
at  Krisheim  Study  Center;  by  Eastern  Pennsylvania 
Psychiatric  Institute;  fee  =  $40  (includes  room  and 
board).  Contact  Mrs.  Eva  Peeples,  Adm.  Asst., 
E.P.P.I.,  Henry  Ave.,  and  Abbottsford  Rd., 
Philadelphia  19129. 


RADIOLOGY 

Continuous;  Philadelphia 

PG/AMA — Cardiac  Radiology;  at  Hahnemann; 
8  hrs.  per  day;  5  days  per  week;  3  weeks;  fee  = 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


SURGERY 

January  23-29,  1972;  Pittsburgh 

C  —  Concepts  of  Soft  Tissue  Surgery;  at  Mercy 
Hospital;  by  Amer.  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.;  fee  =  $400  (special 
rates  for  residents  and  military  personnel).  Con¬ 
tact  John  T.  Dickinson,  M.D.,  D.Sc.,  G-2  M.D. 
Bldg.,  1501  Locust  St.,  Pittsburgh  15219. 
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PHYSICIANS  WANTED 

Wanted  —  Family  physicians,  inter¬ 
nist,  pediatrician,  and  orthopedist  for 
solo  but  medically  congenial  practice 
in  128  bed  JCAH  accredited  hospital 
in  well-located  southern  Indiana  city. 
Contact:  Maury  Gray,  administrator, 
Dunn  Memorial  Hospital,  Bedford,  In¬ 
diana  47421 . 


Coatesville  —  Internist  or  General 
Practitioner  needed  for  appointment 
on  the  Medical  Infirm  Section  on 
Medical  Services  in  accredited  VAH 
—  38  miles  west  of  Philadelphia. 
Affiliated  with  Thomas  Jefferson  Uni¬ 
versity  School  of  Medicine.  Licesne 
any  state.  Salary  range  $17,761 
through  $29,907  commensurate  with 
training  and  experience.  Excellent 
fringe  benefits.  Contact  chief  of  staff, 
VAH,  Coatesville,  Pa.  19320  —  Equal 
Opportunity  Employer. 


General  or  Family  Practitioners 

needed  —  to  locate  in  Northeastern 
Pa.  Excellent  opportunity  to  join  a 
five-man  group  practicing  comprehen¬ 
sive  medicine.  Located  in  Endless 
Mountains,  hunting,  fishing,  boating 
and  skiing.  Three  hours  from  metro¬ 
politan  areas.  Affiliated  with  private 
hospital,  fully  accredited,  and  modern 
extended  care  facility.  Contact  Eudora 
S.  Bennett,  R.N.,  Administrator, 
Montrose  General  Hospital,  Montrose, 
Pa.  1  8801 .  Telephone  collect:  1  -(7 17)- 
278-3801. 

Internist  and  G.P.,  M.D.,  or  D.O.  for 

immediate  opening.  Central  Pennsyl¬ 
vania,  Huntingdon  County.  For  imme¬ 
diate  opening,  forming  new  group,  to 
associate  with  established  M.D.; 
affiliated  with  two  hospitals  at  Hunt¬ 
ingdon  or  Tyrone.  Beautiful  area  of 
Pennsylvania.  All  sports,  pleasurable 
recreation  for  yourself  and  family. 


Located  one-half  hour  from  Penn  State 
University  and  Raystown  Dam.  Salary 
or  partnership  available.  Write  or  call 
collect:  Donald  C.  Malcolm,  M.D., 
Juniata  Valley  Medical  Center,  Inc., 
Alexandria,  Pa.  1661 1.  Tel:  (814)  669- 
444. 


General  Practitioner  —  Excellent 
growth  opportunity  in  community 
with  1 12-bed  hospital.  Field  wide  open 
for  extensive  practice.  Ideal  profes¬ 
sional  and  social  opportunities.  Con¬ 
tact:  John  H.  Vastine  Foundation,  100 
West  Independence  St.,  Shamokin,  Pa. 
17872. 


Radiologist  —  Certified  or  eligible.  To 
join  two  men.  Community  Hospital. 
Diagnosis  and  nuclear  medicine  expe¬ 
rience.  Philadelphia.  Write  Box  #597, 
Pennsylvania  Medicine,  Lemoyne,  Pa. 
17043. 

Family  Physician  —  Join  two 
diplomates  of  Family  Practice,  25  miles 
from  hospitals  in  Harrisburg  (as¬ 
sociated  with  Hershey  and  Hahnemann 
Medical  Colleges),  Lewistown,  and 
Carlisle.  All  hospital  admissions 
referred.  Starting  salary  $25,000,  full 


partnership  in  one  year.  W.H.  Magill, 
M.D.,  and  J.O.  Rumbaugh,  Jr.,  M.D., 
Newport,  Pa.  17074. 

Pediatrician  for  pediatric  department 
to  develop  the  pediatric  component  of  a 
prepaid  medical  care  program.  Ade¬ 
quate  time  to  develop  full-time  academ¬ 
ic  program.  Resume  to  Department  of 
Pediatrics,  1015  Walnut  St.,  Philadel¬ 
phia,  Pa.  19107.  Attention  of  Dr.  Rob¬ 
ert  L.  Brent. 

Ophthalmology  Partnership  —  Penn¬ 
sylvania.  Board  Certified  or  eligible 
ophthalmologist  for  partnership  in  es¬ 
tablished  but  still  growing  practice. 
Beautiful  Pennsylvania  community 
convenient  to  Philadelphia  and  New 
York.  New  hospital  underway.  Man 
with  family  and  practice  experience 
preferred.  Excellent  opportunity  for 
right  man.  Contact  Opthalmology  As¬ 
sociates,  106  East  State  St.,  Doyles- 
town.  Pa.  18901.  Tel:  (215)  343-2323. 

POSITION  WANTED 
Radiologist,  age  42  —  Desires  position 
in  small  city  or  town;  solo  or  associa¬ 
tion.  Trained  in  diagnosis,  therapy,  and 
isotopes.  Available  in  6  months.  Write 
Department  596  Pennsylvania  Medi¬ 
cine,  20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi¬ 
cal  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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122nd  Annual  Session  of  the  House  of  Delegates 
Pittsburgh,  October  4-6, 1971 


The  House  of  Delegates  of  the  Pennsylvania  Medical  Soci¬ 
ety  convened  its  1 22nd  Annual  Session  at  7:40  p.m.,  October 
4,  1971,  in  Ballroom  No.  1  of  the  Pittsburgh  Hilton  with 
William  Y.  Rial,  M.D.,  Speaker,  presiding.  William  R. 
Davison,  M.D.,  Chairman  of  the  Committee  on  Credentials, 
reported  that  a  quorum  was  present.  Robert  S.  Sanford, 
M.D.,  Trustee  and  Councilor  from  the  Seventh  District,  gave 
the  invocation. 

The  first  meeting,  which  continued  until  9:40  p.m., 
included  the  addresses  of  President  William  A.  Limberger, 
M.D.,  and  President-Elect  George  P.  Rosemond,  M.D. 

The  second  meeting  was  convened  at  8: 10  a.m.,  October  6, 
1971,  at  which  time  the  report  of  the  Reference  Committee 


on  Constitution  and  Bylaws  was  adopted.  Following  elec¬ 
tions,  the  reference  committee  reports  on  Reports  of 
Standing  and  Special  Committees,  Reports  of  Officers, 
Public  Service,  Education  and  Science,  and  Medical  Service 
"A”  were  acted  upon.  The  House  recessed  at  1 1:45  a.m.,  for 
lunch  and  balloting,  reconvening  at  1:00  p.m.,  at  which  time 
it  acted  on  the  reference  committee  reports  on  Governmental 
Relations  and  Medical  Service  "B”. 

The  House  of  Delegates  approved  the  recommendation  of 
the  Board  of  Trustees  and  Councilors  that  the  1972  annual 
assessment  be  $100  for  each  full  dues-paying  active  member. 

The  1 22nd  Session  of  the  House  of  Delegates  adjourned 
sine  die  at  1 : 30  p.m.,  Wednesday,  October  6,  1971. 


(Editor’s  Note:  In  those  cases  where  the  House  of  Delegates 
voted  against  the  recommendation  of  the  Reference  Com¬ 
mittee  Report,  that  action  is  specifically  stated.  Support  by 
the  House  of  Delegates  for  the  recommendations  of  the  Ref¬ 
erence  Committees  may  be  assumed  unless  opposition  is 
specifically  stated.) 


The  Opening  Session  of  the  House,  October  4, 1971 

The  Speaker  called  the  opening  session  of  the  1971  House 
to  order  at  7:40  p.m.,  Monday  evening,  October  4,  1971,  in 
Ballroom  No.  1  of  the  Pittsburgh  Hilton.  After  hearing  a 
report  from  William  R.  Davison,  M.D.,  Chairman  of  the 
Credentials  Committee,  that  a  quorum  was  present,  Dr.  Rial 
called  upon  Robert  S.  Sanford,  M.D.,  to  deliver  the  invoca¬ 
tion. 

Committee  on  Rules 

G.  Winfield  Yarnall,  M.D.,  Chairman,  presented  the  fol¬ 
lowing  report  of  the  Committee  on  Rules,  which  was 
adopted  by  the  House: 

1 .  Standing  Rules  of  the  House  of  Delegates 

Mr.  Speaker,  we  have  reviewed  the  six  standing  Rules 
of  the  House  of  Delegates  as  found  on  Pages  3  and  4  of 
the  Official  Reports  Book  and  find  them  acceptable.  We 
note,  however,  that  Items  9  and  10  call  for  the  speeches 
of  the  President  of  the  Woman’s  Auxiliary,  the  President 
of  the  Society  and  the  President-Elect  to  be  given  consec¬ 
utively.  We  are  advised  that  the  Speaker  wishes  permis¬ 
sion  of  the  House  to  intersperse  other  business  between 
these  speeches. 

We  RECOMMEND  that  the  Speaker  be  authorized  to 
seek  a  more  harmonious  arrangement  of  the  order  of 
business  for  the  first  meeting  of  the  House. 

2.  Sequence  of  Nominees  on  the  Ballot 

Mr.  Speaker,  Standing  Rule  No.  6  directs  that  the 
ballots  be  so  prepared  as  to  clearly  indicate  nominees 
from  the  Nominating  Committee  for  the  offices  of  Dele¬ 
gate  and  Alternate  to  the  AMA.  In  so  doing,  we  believe 
that  the  order  in  which  names  are  listed  takes  on  added 
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significance.  So  that  there  may  be  a  policy  regarding  the 
order  in  which  names  appear,  we  RECOMMEND  that 
all  names  on  the  ballot  be  listed  alphabetically  with  an  as¬ 
terisk  denoting  those  being  nominated  by  the  Nominating 
Committee. 

Necrology  Report 

The  House  stood  in  tribute  to  receive  the  following 
necrology  report,  presented  by  Park  M.  Horton,  M.D., 
Chairman  of  the  Board  of  Trustees: 

"At  this  time  it  is  customary  to  ask  you  to  give  a 
moment’s  thought  to  our  members  who  may  have  been  with 
us  here  a  year  ago,  but,  in  the  past  months,  have  responded 
to  their  last  roll  call.  Their  names  have  been  memorialized 
in  county  medical  society  bulletins  and  in  Pennsylvania 
Medicine,  the  journal  of  the  Pennsylvania  Medical  Society. 

From  September  1,  1970,  to  August  31,  1971,  we  have 
lost  by  death  226  members;  22  not  over  50  years  of  age; 
107  between  51  and  70;  and  97  in  the  group  aged  71  to  over 
90.  Of  these  226  members,  104  were  associates,  most  of 
whom  were  65  years  of  age  or  over.  The  necrology  report  at 
the  last  Annual  Session  reported  the  loss  of  285  members. 

May  we  rise  for  this  moment  in  silence  and  respect  to 
those  members  who  have  passed  to  their  eternal  reward 
during  the  past  year.” 

Report  of  the  Standing  Committee 
on  Constitution  and  Bylaws 

R.  Robert  Tyson,  M.D.,  Chairman,  referred  to  the 
Report  of  the  Standing  Committee  on  Constitution  and 
Bylaws  as  published  on  page  56  of  the  Official  Reports 
Book ,  and  to  the  proposed  amendments  to  the  Constitution 
and  Bylaws  contained  in  the  "Official  Call”  on  pages  5-13 
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of  the  Official  Reports  Book.  These  materials  were  received 
as  official  business  by  the  House  of  Delegates  and  referred 
to  the  Reference  Committee  on  Constitution  and  Bylaws. 

Committees  of  the  1971 
House  of  Delegates 

The  speaker  announced  that  the  following  appointments 
had  been  made  to  Committees  of  the  House: 

Committee  on  Credentials 

William  R.  Davison,  M.D.,  Cambria 
County,  Chairman 

Stephen  I.  Dodd,  M.D.,  Miffl in-Juniata 
County 

Harold  J.  Reinhard,  M.D.,  Warren  County 
John  H.  Shugert,  M.D.,  Beaver  County 
Nicholas  Spock,  M.D.,  Northumberland  County 

Committee  on  Rules 

G.  Winfield  Yarnall,  M.D.,  Dauphin  County, 
Chairman 

Alan  B.  Adam,  M.D.,  Elk-Cameron  County 
Gertrude  Blumenschein,  M.D.,  Fayette 
County 

Herbert  A.  Friedman,  M.D.,  Monroe  County 
Ralph  M.  Weaver,  M.D.,  Butler  County 

Tellers 

Fred  J.  Phillips,  M.D.,  Bucks  County, 

Chairman 

William  C.  Long,  M.D.,  Clinton  County 
David  L.  Miller,  M.D.,  Clarion  County 
Roderick  R.  McLeod,  M.D.,  Armstrong 
County 

Arthur  J.  Patterson,  M.D.,  Greene  County 
Richard  W.  Skinner,  M.D.,  Blair  County 
Theodore  S.  Wedde,  M.D.,  Columbia  County 

Committee  on  Constitution  and  Bylaws 

R.  Robert  Tyson,  M.D.,  Philadelphia  County, 
Chairman 

William  F.  Donaldson,  Jr.,  M.D.,  Allegheny  County 
Vincent  Ricciutti,  M.D.,  Mercer  County 
Bienvenido  V.  Simuangco,  M.D.,  Potter  County 

H.  Robert  Davis,  M.D.,  Cumberland  County 

Committee  on  Education  and  Science 

Malcolm  W.  Miller,  M.D.,  Philadelphia  County, 
Chairman 

Dominick  A.  Cruciani,  Jr.,  M.D.,  Lackawanna 
County 

Arthur  I.  Murphy,  Jr.,  M.D.,  Allegheny  County 
Ling  G.  Wong,  M.D.,  Centre  County 
Paul  Bialas,  President,  SAMA  chapter, 

Thomas  Jefferson  University 

Committee  on  Governmental  Relations 

Robert  S.  Pressman,  M.D.,  Philadelphia  County, 
Chairman 

Armand  J.  Angulo,  M.D.,  Franklin  County 


Richard  N.  McGarvey,  M.D.,  Allegheny  County 
Thomas  P.  Petrick,  M.D.,  Westmoreland  County 
William  A.  Steinbach,  III,  M.D.,  Bradford  County 

Committee  on  Medical  Service  -  Section  “A” 

Robert  A.  Schein,  M.D.,  Allegheny  County, 

Chairman 

William  F.  Beyer,  M.D.,  Chester  County 
Paul  A.  Bowers,  M.D.,  Philadelphia  County 
Frederick  G.  Brown,  M.D.,  Montour  County 
John  P.  Whiteley,  M.D.,  York  County 

Committee  on  Medical  Service  -  Section  “B” 

Ulysses  E.  Watson,  M.D.,  Montgomery  County, 
Chairman 

Robert  Kirkpatrick,  M.D.,  Crawford  County 
Eugene  W.  Herron,  M.D.,  Westmoreland  County 
Donald  R.  Cooper,  M.D.,  Philadelphia  County 
Rex  A.  Pittenger,  M.D.,  Allegheny  County 

Committee  on  Public  Service 

Kenneth  Miller,  M.D.,  Allegheny  County, 

Chairman 

Frank  Belmont,  M.D.,  Perry  County 
Carol  N.  Maurer,  M.D.,  Venango  County 
Margaret  Mullins,  President,  SAMA  chapter, 

Medical  College  of  Pennsylvania 
Charles  K.  Zug,  III,  M.D.,  Northampton  County 

Committee  on  Reports  of  Officers 

Anthony  T.  Merski,  M.D.,  Erie  County,  Chairman 
Edward  R.  Hagopian,  M.D.,  Delaware  County 
John  H.  Moyer,  III,  M.D.,  Philadelphia  County 
William  T.  Musser,  M.D.,  Union  County 
Ralph  J.  Stalter,  M.D.,  Allegheny  County 

Committee  on  Reports  of  Standing  and  Special 
Committees 

James  Welsh,  M.D.,  Berks  County,  Chairman 
Russel  A.  Boykiw,  M.D.,  Clearfield  County 
Michael  Christy,  M.D.,  Luzerne  County 
David  W.  Clare,  M.D.,  Allegheny  County 
Edwin  M.  Price,  M.D.,  Somerset  County 

PaMPAC  Presentation 

William  B.  West,  M.D.,  Chairman  of  the  PaMPAC 
Board  of  Directors,  presented  an  informational  report  to  the 
House.  Dr.  West’s  remarks  are  attached  as  Appendix  A. 

Announcements 

Dr.  Lovette  introduced  officers  of  the  Society,  members 
of  the  Judicial  Council,  and  members  of  the  Board  of  Trus¬ 
tees  and  Councilors. 

Approval  of  Proceedings 

The  proceedings  of  the  121st  Annual  Meeting  of  the  So¬ 
ciety  in  Lancaster,  October  5-7,  1970,  were  approved  as 
published  in  the  December  1970  issue  of  Pennsylvania 
Medicine. 

Address  of  the  President 

William  A.  Limberger,  M.D.,  President,  presented  a 
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report  on  his  year  as  President  (published  in  the  November 
1971  Pennsylvania  Medicine).  Dr.  Limberger’s  address  was 
referred  to  reference  committees  as  indicated  in  Appendix 
B. 

Distinguished  Guests 

The  following  distinguished  guests  were  presented  to  the 
House:  DeWitt  E.  DeLawater,  M.D.,  president-elect.  Medi¬ 
cal  and  Chirurgical  Faculty  of  Maryland;  E.  Vernon  Davis, 
M.D.,  president,  Medical  Society  of  New  Jersey;  P.  John 
Robechek,  M.D.,  president,  Ohio  State  Medical  Associa¬ 
tion;  Harry  S.  Weeks,  Jr.,  M.D.,  president,  West  Virginia 
Medical  Association;  W.  Arthur  George,  D.D.S.,  president, 
Pennsylvania  Dental  Association;  Dr.  LaRue  Lunger,  pres¬ 
ident,  Pennsylvania  Pharmaceutical  Association;  the  Hon¬ 
orable  H.  Reginald  Belden,  president,  Pennsylvania  Bar  As¬ 
sociation;  Mrs.  Agnes  E.  Smith,  president,  American  Asso¬ 
ciation  of  Medical  Assistants,  Pennsylvania  Society;  and 
Joseph  W.  Stella,  D.O.,  president,  Pennsylvania  Osteopathic 
Association. 

It  was  noted  that  an  invitation  was  also  extended  to 
Wesley  W.  Hall,  M.D.,  President  of  the  American  Medical 
Association,  to  address  the  House.  Due  to  a  prior  engage¬ 
ment,  Dr.  Hall  was  unable  to  attend. 

An  invitation  was  extended  to  the  Honorable  Peter  F. 
Flaherty,  Mayor  of  Pittsburgh,  to  welcome  the  delegates  to 
the  annual  meeting.  The  mayor  said  in  his  letter  of  regret: 
"Unfortunately,  my  calendar  is  already  full  for  the  week 
of  October  4,  and  I  will  not  be  able  to  be  with  you  due  to 
previous  commitments.  However,  I  would  like  to  take 
this  opportunity  to  wish  you  all  a  very  pleasant  and  very 
memorable  session. 

Thank  you  very  much  for  the  kind  invitation. 

Very  truly  yours, 
Pete  Flaherty” 

It  was  announced  that  an  invitation  to  address  the  House 
had  been  sent  to  Governor  Milton  J.  Shapp,  but  that  no 
reply  had  been  received. 

Address  of  the  President-Elect 
The  remarks  (published  November,  1971,  Pennsylvania 
Medicine)  of  President-Elect  George  P.  Rosemond,  M.D., 
were  referred  as  indicated  in  Appendix  C. 

SAMA  Delegates 

The  following  SAMA  delegates  also  were  introduced:  Zd- 
zislavs  J.  Wanski,  University  of  Pittsburgh  School  of  Medi¬ 
cine;  Henry  Mishel,  Hahnemann  Medical  College  and  Hos¬ 
pital  of  Philadelphia;  Paul  A.  Bialas,  Jefferson  Medical 
College  of  Thomas  Jefferson  University;  Margaret  Mullins, 
The  Medical  College  of  Pennsylvania;  and  Ralph  Gallo, 
Temple  University  School  of  Medicine. 

Acceptance  of  Reports  and  Resolutions 

All  material  contained  in  the  1971  Official  Reports  Book , 
with  the  exception  of  Resolution  71-5:  "Financial  Assis¬ 
tance  for  Members  of  the  Pennsylvania  Medical  Society 
Who  Wish  to  File  a  Counter  Suit”  (Withdrawn)  was  ac¬ 
cepted  as  the  official  business  of  the  House. 

The  following  supplemental  reports  were  contained  in  the 
Official  Reports  Book  and  became  the  official  business  of 
the  House: 


(1)  Supplemental  Report  of  the  Pennsylvania  Delegation 
to  the  AMA  (Referred  to  the  Reference  Committee  on 
Reports  of  Officers  -  Except  as  Indicated)  Appendix  D. 

(2)  Supplemental  Report  A  of  the  Board  of  Trustees  & 
Councilors  (Referred  to  Reports  of  Officers)  Appendix  E. 

(3)  Supplemental  Report  A  of  the  Council  on  Medical 
Service  (Referred  to  Reference  Committee  on  Medical 
Service  A)  Appendix  F. 

(4)  Supplemental  Report  B  of  the  Council  on  Medical 
Service  (Referred  to  Reference  Committee  on  Medical 
Service  B)  Appendix  G  (a  summary). 

The  following  supplemental  reports  in  the  delegate’s 
packets  were  received  as  official  business  of  the  House: 

(1)  Supplemental  report  of  the  Council  on  Government 
Relations  (Referred  to  the  Reference  Committee  on  Gov¬ 
ernmental  Relations)  Appendix  H. 

(2)  Blue  Shield  Report  (Referred  to  Reference  Committee 
on  Medical  Service"A”).  Available  on  request. 

(3)  Annual  Report  of  the  Educational  and  Scientific 
Trust  (Referred  to  the  Reference  Committee  on  Standing 
and  Special  Committees).  Also  available  on  request. 

(4)  The  leaflet  "Ultimate  Gift,”  available  on  request. 

(5)  Letter  from  Dr.  Limberger,  dated  September  22, 
1971,  regarding  the  Department  of  Public  Welfare’s 
Medical  Assistance  Program  and  more  specifically, 
Memorandum  No.  16.  Appendix  I. 

(6)  Supplemental  Report  B  from  the  Board  of  Trustees 
and  Councilors  (referrals  indicated  in  report  which  is 
published  as  Appendix  J  ). 

(7)  Statement  before  the  opening  session  of  the  House  of 
Delegates  by  David  S.  Masland,  M.D.,  Chairman,  Fi¬ 
nance  Committee  (Referred  to  Reports  of  Officers). 

(8)  Proposed  budget  for  1972.  Available  upon  request. 

Finance  Committee  Report 

David  S.  Masland,  M.D.,  Chairman,  presented  the  fol¬ 
lowing  report  from  the  Finance  Committee  of  the  Board  of 
Trustees  and  Councilors,  which  was  referred  to  the  Refer¬ 
ence  Committee  on  Reports  of  Officers. 

"Last  year  at  this  time,  I  predicted  that  rising  costs  and 
the  initiation  of  programs  crucial  to  the  membership  and 
the  public  would  oblige  the  Finance  Committee  to  recom¬ 
mend  a  dues  increase  for  1972.  Unfortunately,  that  predic¬ 
tion  has  come  true.  Based  on  the  projected  budget  for  1972, 
the  Finance  Committee  and  the  Board  of  Trustees  have  au¬ 
thorized  me  to  recommend  a  dues  increase  of  $25. 

The  final  recommendation  will  depend  upon  action  that 
the  House  of  Delegates  takes  on  Wednesday  concerning  the 
reports  of  reference  committees.  I  will  return  with  a  final 
recommendation  near  the  end  of  the  Session  of  the  House 
on  Wednesday. 

A  copy  of  the  proposed  budget  for  1972  as  approved  by 
the  Board  of  Trustees  has  been  distributed  for  your  infor¬ 
mation.  In  addition  to  the  1972  figures,  it  contains  the  com¬ 
parative  figures  of  the  approved  budget  for  1971,  as  well  as 
the  actual  expenditures  incurred  for  the  first  eight  months 
of  1971.  The  1972  budget  is  based  on  current  annual  assess¬ 
ment  of  $75  per  full  dues-paying  member.  You  will  note 
that  the  budget  anticipates  a  deficit  of  $121,569.  Without 
reimbursement  from  the  federal  government  for  manage- 
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ment  services  to  the  SVRMP,  our  projected  deficit  would 
exceed  $219,000. 

Since  the  rate  of  reimbursement  from  the  federal  govern¬ 
ment  is  subject  to  fluctuation  and  is  dependent  upon  federal 
audit  and  review,  we  cannot  totally  rely  on  receiving  the 
amount  noted  in  our  budget.  Someday,  of  course,  either  the 
program  or  the  Society’s  involvement  in  it  will  come  to  an 
end,  either  at  our  initiation  or  at  the  government’s.  In  the 
meantime,  the  rate  of  reimbursement  from  this  source  is  ex¬ 
pected  to  decline. 

Projected  income  and  reimbursement  remain  essentially 
the  same,  but  expenses  continue  to  climb.  The  budget  pro¬ 
jects  roughly  a  5  percent  increase  in  costs  in  1972. 

Since  1964  the  Society  has  avoided  a  dues  increase.  This 
was  accomplished  by  prudent  expenditure  of  funds  by 
councils  and  committees.  Last  year  the  Society  stayed  out 
of  the  red  because  of  federal  reimbursement  for  its  manage¬ 
ment  of  the  Susquehanna  Valley  Regional  Medical  Pro¬ 
gram. 

During  the  past  7  years  we  have  experienced  a  32.8  per¬ 
cent  rate  of  inflation.  Nearly  a  third  of  the  Society’s 
purchasing  power  has  eroded  in  the  process.  During  the 
same  time  the  Society  has  increased  its  activities  and  ini¬ 
tiated  programs  designed  to  assure  quality  medical  care  as 
well  as  optimum  utilization  and  distribution  of  medical 
services.  The  Society  also  constructed  a  new  headquarters 
building  during  this  period  without  the  need  for  a  special 
building  assessment,  a  dues  increase  or  a  large  mortgage.  I 
think  you  will  agree  that  the  membership  received  an  ex¬ 
cellent  return  on  that  last  dues  increase. 

This  year  the  House  of  Delegates  will  give  careful  study 
to  a  comprehensive  plan  to  implement  the  Pennsylvania 
Medical  Care  Foundation — perhaps  the  most  significant 
program  the  Society  has  initiated  in  a  decade.  Obviously  we 
cannot  afford  to  curtail  such  programs  as  this  which  are 
vital  to  the  membership’s  interest  and  to  the  public  good. 

Other  state  medical  societies  of  comparable  size,  activi¬ 
ties,  and  influence  have  increased  their  dues  an  average  of 
41  percent  since  1965.  The  annual  assessment  in  these  states 
now  approximates  $105  per  member.  There  are  16  states 
with  dues  of  $  1 00  or  more. 

You  are  aware  that  the  country  is  in  the  middle  of  a 
wage/price  freeze  and  that  the  economic  guidelines  will  not 
permit  the  kind  of  dues  increase  which  the  Finance  Com¬ 
mittee  and  the  Board  of  Trustees  will  recommend;  still  we 
feel  compelled  to  seek  the  authorization  from  this  House  for 
a  dues  increase  which  will  balance  the  projected  budget, 
allowing  for  continuation  of  programs  approved  by  this 
House  of  Delegates.  The  actual  amount  of  increase,  howev¬ 
er,  will  of  course  comply  with  the  stipulations,  if  any,  which 
will  be  contained  in  the  guidelines. 

I  repeat  my  earlier  statement  that  the  budget  before  you 
is  based  on  the  current  annual  assessment.  The  Finance 
Committee  is  counting  on  the  continued  prudent  expendi¬ 
ture  of  funds  by  the  councils  and  committees  and  is  hopeful 
that  it  can  hold  the  line  on  the  deficit  at  the  current  level. 
The  Finance  Committee  plans  to  note  and  evaluate  for  bud¬ 
getary  purposes  any  new  programs  which  you  approve. 
Please  bear  in  mind  that  every  recommendation  for  a  new 
or  expanded  project  which  you  adopt  during  this  meeting  of 
the  House  of  Delegates  will  cost  money  to  implement. 


Increased  expenses  will  result  in  a  larger  projected  deficit 
for  1972  and  may  necessitate  a  recommendation  for  a  larger 
dues  increase. 

If  there  are  any  questions  concerning  the  budget  or  the  fi¬ 
nancial  condition  of  the  Pennsylvania  Medical  Society, 
please  attend  the  hearing  of  the  reference  committee  on 
Reports  of  Officers.  Members  of  the  Finance  Committee 
will  be  available  to  hear  opinions  and  will  attempt  to  answer 
any  questions  which  may  arise.” 

The  following  six  resolutions  received  after  September  4, 
1971,  were  accepted  as  business  of  the  House  of  Delegates:  ! 

RESOLUTION  No.  71-11 

Subject:  Usual  and  Customary  Fees  for  Commonwealth 
Program 

Introduced  by:  Robert  M.  Kerr,  M.D.  in  behalf  of  the 
Luzerne  County  Medical  Society 

Author:  Robert  M.  Kerr,  M.D. 

RESOLUTION  No.  71-12:  State  Committee  on 
Quackery,  introduced  by  Frank  J.  DiLeo,  M.D.,  in  behalf 
of  the  Lehigh  County  Medical  Society  (author  -  Stephen  J. 
Barrett,  M.D.),  referred  to  the  Reference  Committee  on 
Governmental  Relations. 

RESOLUTION  No.  71-13:  Seventy-Two  Hour  Review 
Clause — DPW  Memorandum,  No.  16,  introduced  by  Her¬ 
bert  A.  Friedman,  M.D.,  in  behalf  of  the  Monroe  County 
Medical  Society  (author  -  James  C.  Fahl,  M.D.),  referred  to 
the  Reference  Committee  on  Medical  Service  "A”. 

RESOLUTION  No.  71-14:  Russell  B.  Roth,  M.D.,  in¬ 
troduced  by  John  D.  Alexander.  Jr.,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society  (author  -  John  D. 
Alexander,  Jr.,  M.D  ). 

(Secretary's  Note:  The  Chair  asked  for  and  received  permis¬ 
sion  to  turn  the  House  of  Delegates  into  a  Reference  Com¬ 
mittee  of  the  whole  at  this  point  so  as  to  act  upon  Resolu¬ 
tion  71-14  immediately .  Such  permission  was  given, 
whereupon  it  was  moved  and  seconded  that  Resolution  71- 
14  be  adopted.) 

WHEREAS,  Russell  B.  Roth,  M.D.  has  served  his 
County  Medical  Society,  The  Pennsylvania  Medical  Soci¬ 
ety,  and  the  American  Medical  Association  with  excellence 
in  devotion,  skill,  and  duty  beyond  any  possibility  of  listing; 
therefore  be  it 

RESOLVED.  That  this  House  of  Delegates  unanimously 
supports  the  plans  of  the  Pennsylvania  delegation  to  the 
American  Medical  Association  to  nominate  Dr.  Roth  and 
support  his  candidacy  for  the  position  of  President-Elect  of 
the  American  Medical  Association  in  June  of  1972. 

RESOLUTION  No.  71-14  was  adopted  unanimously. 

RESOLUTION  No.  71-15:  Department  of  Public  Wel¬ 
fare  Payments  to  Hospitals,  introduced  by  John  D.  Alex¬ 
ander,  Jr.,  M.D.,  in  behalf  of  the  Philadelphia  County  Med¬ 
ical  Society  (author  -  R.  Robert  Tyson,  M.D.),  referred  to 
the  Reference  Committee  on  Medical  Service  "A”. 

RESOLUTION  No.  71-16:  Shortage  of  Practicing 
Physicians,  introduced  by  Ernest  L.  Abernathy,  M.D.,  in 
behalf  of  the  Washington  County  Medical  Society  (author  - 
Ernest  L.  Abernathy,  M.D.),  referred  to  the  Reference 
Committee  on  Education  and  Science. 
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Remarks  of  President  of  Woman’s  Auxiliary 

Mrs.  Leroy  A.  Gehris,  President,  Woman’s  Auxiliary  to 
the  Pennsylvania  Medical  Society,  addressed  the  House  and 
her  remarks  (Appendix  K)  were  referred  to  the  Reference 
Committee  on  Standing  and  Special  Committees. 

Announcements 

Dr.  Rial  invited  all  new  delegates  and  alternates  to  a 
reception  by  the  Speaker  and  Vice  Speaker  immediately  fol¬ 
lowing  the  recess  of  the  House. 

Noting  the  check-out  time  of  1:00  p.m.,  the  speaker 
asked  if  delegates  would  be  interested  in  moving  the  starting 
time  of  the  second  session  of  the  House  of  Delegates  up 
from  9:00  a.m.  to  8:00  a.m.,  Wednesday,  October  6,  1971. 

Motion:  It  was  moved  and  seconded  that  the  starting 
time  of  the  second  session  of  the  House  of  Delegates  be  ad¬ 
vanced  to  8:00  a.m.  Motion  carried. 

The  opening  session  of  the  House  was  recessed  at  9:40 
p.m.,  Monday,  October  4,  1971,  to  the  State  Dinner 
Tuesday  evening,  October  5,  at  7:00  p.m. 

1971  State  Dinner 
Invocation 

The  Invocation  was  given  by  Robert  S.  Sanford,  M.D., 
Trustee  from  the  Seventh  Councilor  District. 

Introduction  of  Guests 

Dr.  Limberger  introduced  the  following  guests:  Dr.  and 
Mrs.  William  Y.  Rial,  Speaker,  House  of  Delegates;  Dr.  and 
Mrs.  Robert  S.  Sanford,  member,  Board  of  Trustees;  Mrs. 
Leroy  A.  Gehris  and  Dr.  Gehris,  retiring  President, 
Woman’s  Auxiliary  to  the  PMS;  Dr.  and  Mrs.  George  P. 
Rosemond,  President-Elect;  Dr.  and  Mrs.  Park  M.  Horton, 
Chairman,  Board  of  Trustees;  Dr.  and  Mrs.  J.  Finton 
Speller,  Secretary  of  Health,  Pennsylvania;  Mrs.  Ralph  S. 
Blasiole  and  Dr.  Blasiole,  president,  Woman’s  Auxiliary, 
PMS;  and  John  F.  Rineman,  executive  director  and  treasur¬ 
er,  PMS. 

Dr.  and  Mrs.  DeWitt  E.  DeLawater,  president-elect, 
Medical  and  Chirurgical  Faculty  of  Maryland;  Dr.  and 
Mrs.  E.  Vernon  Davis,  president.  Medical  Society  of  New 
Jersey;  Dr.  and  Mrs.  P.  John  Robechek,  president,  Ohio 
State  Medical  Association;  Dr.  and  Mrs.  Harry  S.  Weeks, 
Jr.,  president.  West  Virginia  Medical  Association;  Dr.  and 
Mrs.  W.  Arthur  George,  president,  Pennsylvania  Dental  As¬ 
sociation;  Mr.  and  Mrs.  LaRue  Lunger,  president,  Pennsyl¬ 
vania  Pharmaceutical  Association;  Mr.  and  Mrs.  H. 
Reginald  Belden,  president,  Pennsylvania  Bar  Association; 
Mrs.  Agnes  E.  Smith  and  Mr.  Smith,  president,  Pennsyl¬ 
vania  Society  of  the  American  Association  of  Medical  As¬ 
sistants;  Mrs.  Carol  Dolack,  president-elect,  Pennsylvania 
Society  of  the  American  Association  of  Medical  Assistants; 
and  Dr.  Joseph  W.  Stella,  president,  Pennsylvania  Os¬ 
teopathic  Association. 

Dr.  Limberger  introduced  the  following  Past-Presidents: 
Dr.  William  A.  Barrett  and  Mrs.  Barrett  (1969);  Dr. 
William  B.  West  and  Mrs.  West  (1965);  Dr.  Richard  A. 
Kern  (1964);  Dr.  Wilbur  E.  Flannery  and  Mrs.  Flannery 
(1963);  Dr.  Thomas  McCreary  and  Mrs.  McCreary  (1960); 
Dr.  Allen  W.  Cowley  and  Mrs.  Cowley  (1959);  Dr.  Lewis 


W.  Jones  (1951);  and  Dr.  Lewis  T.  Buckman  (1941). 

Dr.  Limberger  also  introduced  Dr.  Russell  B.  Roth, 
speaker  of  the  AM  A  House  of  Delegates,  and  Mrs.  Roth. 

Benjamin  Rush  Awards 

Kenneth  R.  Cooper,  M.D.,  Chairman  of  the  Council  on 
Public  Service,  presented  the  individual  and  group  Ben¬ 
jamin  Rush  Awards  for  1971.  The  individual  award  was 
presented  to  Gustav  W.  Schukraft,  Fleetwood,  Berks 
County,  for  his  outstanding  work  as  a  first-aid  teacher.  The 
group  award  went  to  the  Greenville  Lions  Club  of  Mercer 
County  for  its  work  in  assisting  persons  with  vision  defects. 
Receiving  the  award  for  the  Greenville  Lions  Club  was 
Owen  W.  Lininger,  a  past  president. 

Installation  and  Oath  of  Office 

Park  M.  Horton,  M.D.,  Chairman  of  the  Board  of  Trus¬ 
tees,  installed  George  P.  Rosemond,  M.D.,  Philadelphia,  as 
the  122nd  President  of  the  Pennsylvania  Medical  Society. 

Past  President’s  Medallion 

Dr.  Horton  presented  the  Past  President’s  Medallion  and 
plaque  to  William  A.  Limberger,  M.D. 

Adjournment 

Following  entertainment,  provided  by  Nina  Little 
Productions  of  New  York  City,  the  formal  portion  of  the 
program  adjourned  at  9:50  p.m.  Members  and  their  guests 
were  invited  to  remain  and  enjoy  dancing  until  1 1:00  p.m. 
to  the  music  of  Joe  Schafer  and  his  Orchestra. 

Second  Session  of  the  House,  October  6,  1971 

The  second  session  of  the  House  of  Delegates  was  called 
to  order  in  Ballroom  No.  1  of  the  Pittsburgh  Hilton, 
Wednesday,  October  6,  1971,  at  8:10  a.m.  The  Credentials 
Committee  reported  that  a  quorum  was  present. 

Report  of  the  Reference  Committee 
on  Constitution  and  Bylaws 

R.  Robert  Tyson,  M.D.,  Chairman,  presented  the  follow¬ 
ing  report  of  the  Committee,  which  was  adopted  by  the 
House: 

(Note:  Amendments  in  italics  are  being  added.  Amend¬ 
ments  enclosed  in  brackets  are  being  deleted.) 

1  REPORT  OF  THE  STANDING  COMMITTEE  ON 

CONSTITUTION  AND  BYLAWS  (Pages  56-60  of  the 

Official  Reports  Book) 

We  have  reviewed  the  report  of  the  Committee  on  Con¬ 
stitution  and  Bylaws  and  all  of  the  items  not  referred  to 
other  reference  committees  are  discussed  below. 

Mr.  Speaker,  we  recommend  the  Report  of  the  Com¬ 
mittee  on  Constitution  and  Bylaws  be  filed  for  information. 

2.  TECHNICAL  CORRECTION  OF  THE  PHRASE 

“TWO  CONSECUTIVE  TERMS” 

The  PMS  staff  suggested  that  there  might  be  uncertainty 
in  the  interpretation  of  the  term  “two  consecutive  terms”  as 
it  appears  in  our  Constitution  and  Bylaws.  This  term  has  ap- 
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parently  been  interpreted  to  mean  that  after  two  consecu¬ 
tive  terms  the  individual  is  no  longer  eligible  for  the  same 
position.  This  term  could  also  permit  the  individual  con¬ 
cerned  to  step  out  for  one  term  or  period  and  then  be  reap¬ 
pointed  to  the  same  position. 

Comments  at  the  hearing  suggested  that  perhaps  it  was 
best  to  leave  this  ambiguity,  in  that  it  did  not  forbid  an  indi¬ 
vidual  from  returning  to  a  position  in  which  he  had  served 
two  consecutive  terms  after  a  layover,  but  it  did  convey  the 
idea  to  those  making  appointments  that  it  was  time  to  look 
for  a  new  person. 

We  concur  in  the  expressed  opinions.  Mr.  Speaker,  we 
RECOMMEND  that  no  changes  be  made  to  more 
specifically  define  the  statement  "two  consecutive  terms.” 

3.  RESTRUCTURING  OF  THE  MEDICAL  DEFENSE 
FUND  (Pages  11-12  and  page  60  of  the  Official  Reports 
Book) 

The  Board  of  Trustees  has  recommended  that  the  Medi¬ 
cal  Defense  Fund  be  restructured  since  its  original  function 
is  being  replaced  by  the  Pennsylvania  Medical  Society- 
sponsored  Medical  Liability  Insurance  Program.  The 
monies  may  not  be  used  for  other  purposes  of  the  Society 
until  the  Statute  of  Limitations  make  unlikely  any  further 
demand  on  the  funds.  The  suggested  changes  as  they  appear 
on  pages  1 1  and  1 2  of  your  Official  Reports  Book  would 
phase  out  the  Medical  Defense  Fund.  The  Board  of  Trus¬ 
tees  would  be  permitted  to  financially  support  medical-legal 
causes  that  would  significantly  affect  the  Society  or  a  large 
number  of  members  of  the  Society.  The  testimony  we  heard 
was  in  favor  of  these  changes. 

Mr.  Speaker,  we  RECOMMEND  the  adoption  of  the 
Bylaws’  amendments  as  set  forth  in  the  Official  Reports. 

A.  IDENTIFICATION  OF  REFERENCE  COM¬ 
MITTEES  (Supplemental  Report  B  of  the  Board  of  Trus¬ 
tees) 

The  recommendation  of  the  Board  of  Trustees, 
originating  from  the  Speaker  of  the  House  of  Delegates,  as 
indicated  in  Supplemental  Report  B  of  the  Board  of  Trus¬ 
tees,  requests  that  the  Speaker  of  the  House  be  given  greater 
latitude  in  designating  the  names  and  functions  of  the  refer¬ 
ence  committees  of  the  House  of  Delegates.  This  would 
eliminate  all  of  the  previously  specified  reference  com¬ 
mittees  in  Chapter  III,  Section  9,  of  the  Bylaws  except  for 
the  Committee  on  Constitution  and  Bylaws.  We  heard  no 
objection  to  this  thought  which  should  effectively 
streamline  the  functioning  of  the  House  of  Delegates  and 
we  heard  considerable  support  for  this  proposal. 

Mr.  Speaker,  we  RECOMMEND  the  adoption  of  the 
Bylaws’  amendments  as  they  appear  in  Supplemental 
Report  B  of  the  Board  of  Trustees  (Appendix  J). 

5  .AMENDED  RESOLUTION  70-1 :  EXPANDED 
MEMBERSHIP  OF  THE  JUDICIAL  COUNCIL  (Pages 
5  and  6  and  pages  56  and  57  of  the  Official  Reports 
Book) 

Resolution  70-1,  in  its  original  form,  was  a  recommen¬ 
dation  to  considerably  expand  the  number  of  members  of 
the  Judicial  Council  as  well  as  to  change  the  qualifications 
necessary  for  membership.  The  Reference  Committee  on 


Constitution  and  Bylaws  of  the  1970  House  of  Delegates 
amended  this  resolution  by  having  such  resolution  referred 
to  the  Standing  Committee  on  Constitution  and  Bylaws  for 
the  purpose  of  bringing  to  the  House  of  Delegates  at  the 
1971  annual  meeting  an  appropriate  recommendation  for 
the  members  of  this  House. 

The  Standing  Committee  on  Constitution  and  Bylaws, 
having  solicited  and  received  opinions  from  appropriate 
bodies  of  the  Pennsylvania  Medical  Society,  made  the  fol¬ 
lowing  recommendations: 

(1) The  current  five-year  term  on  the  Judicial 
Council  with  a  maximum  of  two  consecutive  terms 
should  be  reduced  to  a  maximum  of  three,  three-year 
terms.  It  is  hoped  that  the  shorter  term  (three  years) 
will  be  acceptable  to  younger  members  and  mitigate 
the  fact  that  they  must  exclude  themselves  from  vir¬ 
tually  all  other  Society  activity  while  serving  on  the 
council.  At  the  same  time  it  allows  a  man  who 
chooses  to  serve  to  remain  for  a  significant  period  of 
time. 

(2)  The  Secretary  of  the  Society,  who  is  also  secre¬ 
tary  to  the  Judicial  Council,  should  be  made  a  voting 
alternate  in  the  event  that  one  of  the  regular  members 
is  absent.  Thus,  without  increasing  expenses,  the  Soci¬ 
ety  has  moved  to  guarantee  that  the  greatest  number 
of  votes  possible  will  be  cast  on  any  given  case.  The 
committee  does  not  believe  that  a  court  of  7  or  9 
would  ipso  facto  render  better  decisions  than  a  court 
of  5.  Contrarily,  a  large  council  would  be  more  un¬ 
wieldy  and  more  expensive. 

(3)  The  current  qualifications  for  service  on  the 
Judicial  Council  should  be  liberalized  in  the  area  of 
membership  in  the  House  of  Delegates.  The 
requirement  of  ten  (10)  years  of  service  in  the  House 
is  too  restrictive  and  should  be  reduced  to  five  (5). 
Testimony  at  the  reference  committee  hearing  was  gener¬ 
ally  in  favor  of  the  recommended  changes.  However,  it  was 
pointed  out  that  the  Secretary,  who  would  become  a  poten¬ 
tial  voting  member  of  the  Judicial  Council,  in  the  absence 
of  a  member  of  the  Judicial  Council,  was  a  person  who 
might  be  politically  active  and,  therefore,  might  not  in  this 
respect  meet  the  general  prerequisites  for  membership  on 
the  Judicial  Council.  We  recognize  that  this  is  a  slight  alter¬ 
ation  in  principle.  Since  there  was  little  objection  to  this 
proposal  we  feel  that  it  should  be  approved. 

Mr.  Speaker,  we  RECOMMEND  approval  of  the 
changes  in  the  Constitution  as  listed  on  pages  5  and  6  of  the 
Official  Reports. 

6  CONTINUING  EDUCATION  MEMBERSHIP 
REQUIREMENT  (Pages  7  and  8  and  page  58  of  the  Of¬ 
ficial  Reports  Book  and  Address  of  the  President-Elect) 
The  1970  House  of  Delegates  approved  the  concept  of 
requiring  continuing  education  as  a  membership 
requirement,  and  recommended  that  the  Bylaws  be 
amended  to  effectuate  this  requirement  for  membership  ef¬ 
fective  July  1,  1972.  This  would  coincide  with  the  begin¬ 
ning  of  a  three-year  qualifying  period  established  for  the 
AMA  Physician  Recognition  Award.  All  members  should 
meet  the  requirement  by  July  1,  1975.  We  heard  enthusi¬ 
astic  testimony  for  this  proposal  at  the  reference  committee 
hearing. 
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Mr.  Speaker,  we  RECOMMEND  that  the  Bylaws’ 
changes  as  they  appear  on  pages  7  and  8  of  the  Official 
Reports  Book  be  approved. 

1.  INCREASED  SIZE  OF  AND  CHANGE  IN  THE 

PROCEDURE  OF  THE  COMMITTEE  TO 

NOMINATE  DELEGATES  AND  ALTERNATES  TO 

THE  AM  A  (Pages  6  and  7  of  the  Official  Reports  Book) 

The  1970  House  of  Delegates  recommended  extensive 
changes  in  the  Committee  to  Nominate  Delegates  and  Al¬ 
ternates  to  the  AMA.  These  changes  would  add  one 
member  from  each  councilor  district  to  the  three  members 
of  the  present  committee,  making  a  total  of  15  members. 
Further,  a  contest  was  mandated. 

The  Standing  Committee  on  Constitution  and  Bylaws, 
having  received  upon  its  request  opinions  from  a  wide  vari¬ 
ety  of  members  of  the  Pennsylvania  Medical  Society  and 
after  having  reviewed  procedures  utilized  by  other  large 
state  medical  societies,  came  to  the  conclusion  that  there 
was  a  better  way  of  accomplishing  and  maintaining  our  pur¬ 
pose  of  an  active,  functional  and  respected  AMA  Delega¬ 
tion.  These  changes  are  summarized  on  page  57  of  the  Of¬ 
ficial  Reports. 

We  heard  considerable  debate  at  the  reference  committee 
hearing  concerning  this  subject.  We  came  to  the  conclusion 
that  there  is  no  perfect  method  of  accomplishing  our  pur¬ 
pose  that  is  totally  democratic.  We  feel  that  the  alternative 
suggestion  described  by  the  Standing  Committee  on  Consti¬ 
tution  and  Bylaws  is  the  most  satisfactory  solution  at  this 
time.  This  was  also  the  sense  of  the  reference  committee 
hearing. 

Mr.  Speaker,  we  recommend  the  adoption  of  the  Bylaws’ 
changes  on  pages  6  and  7  as  they  appear  under  Item  III,  Al¬ 
ternate  Amendments  to  Increase  the  Size  and  Composition 
of  the  Committee  to  Nominate  Delegates  and  Alternates  to 
the  AMA  as  proposed  by  the  Standing  Committee  on  Con¬ 
stitution  and  Bylaws. 

S.  RESOLUTION  71-4:  AFFILIATE  MEMBERSHIP 

(Pages  134  and  1  35  of  the  Official  Reports  Book) 
Introduced  by:  David  S.  Cristol,  M.D., 
in  behalf  of  the 
Board  of  Directors  of  the 
Philadelphia  County  Medical  Society 

Author:  David  S.  Cristol,  M.D. 

WHEREAS,  There  are  many  physicians  who  have  left 
Philadelphia  and  the  State  of  Pennsylvania  to  practice  in 
other  parts  of  the  country,  and 

WHEREAS,  Many  of  these  physicians  wish  to  retain 
medical  organization  ties  with  Philadelphia  County  and  the 
Pennsylvania  Medical  Society;  therefore  be  it 

RESOLVED,  That  the  Bylaws  Committee  of  the  Penn¬ 
sylvania  Medical  Society  be  asked  to  seek  an  amendment  to 
the  State  Society  Bylaws  to  allow  members  of  the  Pennsyl¬ 
vania  Medical  Society  who  move  out  of  the  Commonwealth 
of  Pennsylvania  to  retain  membership  in  their  former 
county  society  and  the  Pennsylvania  Medical  Society  as  Af¬ 
filiate  Members. 

Resolution  71-4,  as  it  appears  on  pages  134  and  135  of 
the  Official  Reports  Book  requests  a  Bylaws’  change  to 


allow  members  of  the  Pennsylvania  Medical  Society  who 
move  out  of  the  Commonwealth  of  Pennsylvania  to  be  able 
to  retain  membership  in  their  county  society  and  the  Penn¬ 
sylvania  Medical  Society  as  an  affiliate  member.  Testimony 
supported  this  concept.  However,  concern  was  expressed  as 
to  how  this  might  affect  various  insurance  programs  main¬ 
tained  by  the  Pennsylvania  Medical  Society  and  the  compo¬ 
nent  societies.  We  concur  with  all  of  the  thoughts  expressed. 

Mr.  Speaker,  we  RECOMMEND  referral  of  this  resolu¬ 
tion  to  the  Standing  Committee  on  Constitution  and  Bylaws 
for  study  and  report  back  to  the  1972  House  of  Delegates. 

9.  REDUCTION  IN  THE  SIZE  OF  THE  COMMITTEE 
ON  OBJ ECTIVES  (Page  7  and  pages  57  and  58  of  the 
Official  Reports  Book) 

The  1970  House  of  Delegates  referred  to  the  Standing 
Committee  on  Constitution  and  Bylaws  a  recommen¬ 
dation  that  the  Committee  on  Objectives  be  reduced  in 
size.  The  Standing  Committee’s  report  concerning  this 
subject  appears  on  pages  57  and  58  of  the  Official 
Reports  Book.  It  recommended  a  committee  composed  of 
seven  members,  four  of  whom  would  be  appointed  from 
the  House  of  Delegates  by  the  Speaker  and  three  from  the 
Board  of  Trustees  by  the  Chairman  of  the  Board.  There 
was  considerable  discussion  in  the  hearing  concerning  the 
composition  and  function  of  this  committee.  It  was  the 
concensus  that  this  group  should  be  a  “think  tank,”  that 
the  results  of  such  a  committee’s  deliberations  would  be 
very  difficult  to  measure  because  of  the  long-term  objec¬ 
tives  of  their  thoughts.  There  was  considerable  support  of 
the  thought  that  this  committee  should  represent  a  cross- 
section  of  the  Society,  including  young  members.  The 
idea  that  some  members  of  this  committee  might  not  be 
members  of  the  Pennsylvania  Medical  Society  was  even 
suggested.  There  was  some  concern  about  communi¬ 
cations  with  the  Board  of  Trustees  and  the  House  of  Del¬ 
egates.  However,  it  was  felt  that  the  presence  of  the  Pres¬ 
ident  as  an  ex-officio  member  and  the  usual  attendance 
of  the  President-Elect  would  answer  the  problem  of  com¬ 
munication  to  the  Board  of  Trustees  and  that  an  annual 
report  to  this  House  of  Delegates  would  be  in  order. 

The  suggestion,  as  set  forth  by  the  standing  committee,  of 
having  three  members  of  the  Board  as  members  of  this 
committee,  did  not  seem  warranted  in  view  of  the  atten¬ 
dance  by  the  President  and  President-Elect,  nor  did  the 
standing  committee’s  proposal  that  the  Speaker  of  the 
House  appoint  only  delegates  to  this  committee. 

Mr.  Speaker,  we  RECOMMEND  a  second  alternate 
revision  as  follows: 

Second  Alternate  Revision  of  the 
Committee  on  Objectives 
Bylaws 

Chapter  XIV  -  Committees,  Administrative 
Councils  and  Commissions 
Section  2  -  Standing  Committees. 

(g)  Committee  on  Objectives.  The  Committee  on  Objec¬ 
tives  shall  consist  of  seven  members,  four  of  whom  shall  be 
appointed  by  the  Speaker  and  three  of  whom  shall  be  ap¬ 
pointed  by  the  President.  When  this  amended  paragraph 
becomes  effective,  the  President  shall  appoint  three 
members,  one  for  a  term  of  one  year,  one  for  a  term  of  two 
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years,  one  for  a  term  of  three  years,  and  thereafter  annually 
the  President  shall  appoint  one  member  to  this  committee  for 
a  term  of  three  years;  and  the  Speaker  shall  appoint  four 
members,  one  for  a  term  of  one  year,  one  for  a  term  of  two 
years,  one  for  a  term  of  three  years,  and  one  for  a  term  of four 
years,  and  thereafter  annually  shall  appoint  one  member  for  a 
term  of  four  years.  Among  the  appointees  from  the  Speaker 
shall  be  included  one  member  who  is  either  a  member  of 
SAM  A,  an  Intern,  or  a  Resident.  The  Committee  on  Objec¬ 
tives  shall  report  to  the  Board  of  Trustees  and  shall  submit 
annually  a  written  report  to  the  House  of  Delegates.  This 
committee  shall  select  its  own  chairman  and  vice-chairman. 
It  shall  be  the  duty  of  the  committee  to  recommend  objec¬ 
tives  to  the  Board  of  Trustees  and  to  review  annually  these 
objectives  and  recommend  any  desirable  changes. 

10.  TECHNICAL  CORRECTIONS  (Pages  9  and  10  and 
pages  58,  59  and  60  of  the  Official  Reports  Book) 

It  was  brought  to  the  attention  of  the  reference  committee 
by  the  Standing  Committee  on  Constitution  and  Bylaws  that 
certain  technical  corrections  needed  to  be  made.  They  are 
listed  on  pages  58,  59  and  60  of  the  Official  Reports.  No  ob¬ 
jection  was  voiced  at  the  reference  committee  hearing. 

Mr.  Speaker,  we  recommend  adoption  of  the  technical 
corrections  as  set  forth  in  the  Official  Reports  on  pages  58, 
59  and  60,  entitled  ‘'Constitution  Article  XI —  Funds,” 
"Constitution —  Article  IV —  Section  6  Interns  and  Resi¬ 
dents,”  "Bylaws —  Chapter  XIV —  Committees,  Administra¬ 
tive  Councils  and  Commissions,”  and  "Change  in  Name  of 
‘Advisory  Committee  to  the  Executive  Director’  to  ‘Execu¬ 
tive  Committee’.” 

\\.  JUDICIAL  COUNCIL  APPEALS  (Pages  8  and  9,  page 
58  and  page  100  of  the  Official  Reports  Book) 

The  resolution  approved  by  the  1970  House  of  Delegates 
requesting  an  extension  of  the  appeal  period  from  thirty  to 
sixty  days  was  acted  upon  by  the  Standing  Committee  on 
Constitution  and  Bylaws  as  reported  on  page  58  of  the  Of¬ 
ficial  Reports  Book.  A  resolution  was  submitted  by  your  del¬ 
egation  to  the  American  Medical  Association  concerning  the 
extension  of  time  for  filing  a  notice  of  appeal.  However,  the 
Reference  Committee  on  Constitution  and  Bylaws  of  the 
AMA  recommended  rejection  of  this  resolution,  as  indicated 
on  page  100  of  the  Official  Reports  Book.  This  was  approved 
by  the  House  of  Delegates  of  the  AMA. 

Mr.  Speaker,  we  RECOMMEND  that,  in  view  of  the  posi¬ 
tion  taken  by  the  American  Medical  Association,  the 
proposed  amendment  to  Chapter  XIII,  Section  7  of  the 
Bylaws,  as  set  forth  on  page  9,  be  rejected. 

Mr.  Speaker,  we  RECOMMEND  that  the  proposed 
amendments  to  Chapter  XIII,  Sections  4  and  5  of  the  Bylaws, 
as  set  forth  on  page  9,  be  approved. 

1 2.  GRADUA  TED  ASSESSMENT  (Page  59  of  the  Official 
Reports  Book) 

The  idea  of  using  all  possible  means  to  attract  members  to 
the  Pennsylvania  Medical  Society  and  its  component 
societies  was  considered  by  the  standing  committee  and  the 
results  of  such  discussions  are  reported  on  page  59  of  the  Of¬ 
ficial  Reports  Book.  Additional  information  concerning  the 
methods  of  solving  this  problem  by  other  large  states  was 
available  to  the  reference  committee.  We  found  that  several 


large  states  are  offering  a  reduction  in  dues  for  new  members 
starting  in  practice  for  their  first  and  sometimes  second  years 
of  practice.  We  discovered  that  one  national  society  has  a 
graduated  assessment  based  on  income.  Although  there  was 
no  great  enthusiasm  for  using  any  one  specific  method  to  at¬ 
tract  members,  the  concept  of  a  reduction  in  dues  which,  if 
passed  by  the  Pennsylvania  Medical  Society  would  also  be 
honored  by  the  American  Medical  Association  seemed  ac¬ 
ceptable. 

Mr.  Speaker,  we  RECOMMEND  that  the  concept  of  a 
dues  reduction  in  the  first  years  of  a  physician’s  practice  be 
referred  to  the  Standing  Committee  on  Constitution  and 
Bylaws  for  study  and  report  to  the  1972  House  of  Dele¬ 
gates. 

13.  ADDRESS  OF  THE  PRESIDENT-ELECT 

Dr.  Rosemond  introduced  the  concept  that  we  should 
admit  third  and  fourth  year  medical  students  to  active  mem¬ 
bership  in  our  Society,  in  his  speech  before  this  House 
Monday  night.  This  thought  stimulated  considerable  debate 
among  those  members  attending  the  reference  committee 
hearing.  The  initial  reaction  was  a  negative  one.  However,  as 
the  discussion  continued,  the  beneficial  aspects  of  this  recom¬ 
mendation  seemed  to  outweigh  the  problems  that  might  be 
caused  by  this  recommendation.  Several  members  of  the  So¬ 
ciety  in  the  course  of  discussion  changed  their  opinions  and 
supported  the  concept  of  admission  of  third  and  fourth  year 
medical  students.  We  believe  that  the  concept  should  be  sup¬ 
ported,  but  we  also  believe  that  it  is  going  to  take  consider¬ 
able  study  and  deliberation  to  arrive  at  a  suitable  method  of 
accomplishing  such  purpose. 

Mr.  Speaker,  we  RECOMMEND  the  approval  of  the  con¬ 
cept  of  admission  of  third  and  fourth  year  medical  students  to 
this  Society  and  FURTHER  RECOMMEND  that  this  rec¬ 
ommendation  be  referred  to  the  Standing  Committee  on 
Constitution  and  Bylaws  for  study  and  report  to  the  1972 
House  of  Delegates. 

Committee  to  Nominate  Delegates  and 
Alternates  to  the  American  Medical  Association 

John  B.  Montgomery,  M.D.,  Chairman,  presented  the 
following  report  of  the  Committee: 

The  Committee  to  Nominate  Delegates  and  Alternates  to 
the  American  Medical  Association  has  reviewed  the  com¬ 
position  of  the  Delegation.  The  Committee  was  informed 
that  as  of  December  31,  1970,  the  Pennsylvania  Medical 
Society  had  10,824  active  members  of  the  American  Medi¬ 
cal  Association  and  was  thus  entitled  to  eleven  delegates — 
a  loss  of  one  delegate. 

The  Committee  noted  that  Dr.  Thomas  W.  McCreary, 
Sr.,  of  Beaver  County,  resigned  from  the  delegation  after 
serving  as  an  alternate  delegate  for  eight  years  and  a  dele¬ 
gate  for  fifteen  years  and  feels  that  the  Society  is  indeed  in¬ 
debted  to  Dr.  McCreary  for  his  yeoman  service  on  behalf  of 
Pennsylvania  at  the  AMA  level.  The  Committee  also 
received  word  that  Dr.  Samuel  B.  Hadden,  Philadelphia, 
and  Dr.  Wendell  B.  Gordon,  Pittsburgh,  did  not  wish  to  be 
renominated  this  year.  The  delegation  is  losing  invaluable 
services  with  the  retirement  of  these  physicians.  Dr.  Hadden 
served  as  a  delegate  for  fourteen  years  and  Dr.  Gordon 
served  as  an  alternate  for  ten  years  and  a  delegate  for  eight 
years. 
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It  is  the  opinion  of  the  Committee  that  new  delegates 
should  be  nominated  from  the  list  of  alternate  delegates 
since  the  Committee  was  informed  that  most  alternates  at¬ 
tend  AMA  meetings  and  are,  therefore,  versed  in  the  activi¬ 
ties  of  the  delegation. 

Accordingly,  the  Committee  makes  the  following 
nominations  for  two-year  terms  commencing  January  1, 
1972,  for  delegates  to  succeed  themselves: 

John  B.  Lovette,  M.D.,  Cambria  County 
Malcolm  W.  Miller,  M.D.,  Philadelphia  County 
Russell  B.  Roth,  M.D.,  Erie  County 

As  new  delegates,  the  Committee  nominates  former  alter¬ 
nate  delegates: 

Paul  S.  Friedman,  M.D.,  Philadelphia  County 
Matthew  Marshall,  Jr.,  M.D.,  Allegheny  County 

The  Committee,  in  its  discussion,  noted  that  there  has 
been  some  feeling  in  the  House  of  Delegates  that  the  House 
should  have  some  choice  in  the  selection  of  the  delegation 
and  the  Committee  believes  that  such  choice  should  come 
in  the  selection  of  alternate  delegates  since,  as  we  have  in¬ 
dicated  previously,  this  is  the  grooming  area  for  advance¬ 
ment  to  the  delegation.  Noting  there  are  five  positions  open, 
the  Committee  makes  the  following  nominations  for  two- 
year  terms  commencing  January  1,  1972  for  alternate  dele¬ 
gates: 

Robert  F.  Beckley,  M.D.,  Clinton  County 
Robert  J.  Carroll,  M.D.,  Allegheny  County 
Wilbur  E.  Flannery,  M.D.,  Lawrence  County 
John  Helwig,  Jr.,  M.D.,  Philadelphia  County 
William  J.  Kelly,  M.D.,  Allegheny  County 
David  S.  Masland,  M.D.,  Cumberland  County 
Robert  S.  Sanford,  M.D.,  Tioga  County 

The  1970  House  of  Delegates  approved  a  recommen¬ 
dation  that  the  report  of  this  Committee  contain  a  summary 
of  the  activities  of  each  member  of  the  delegation  whose 
term  has  expired;  including  his  age,  length  of  service  on  the 
delegation,  and  his  activities  on  the  delegation  in  the  past 
year.  A  similar  report  is  to  be  made  on  alternate  delegates. 
The  recommendation  also  indicated  that  there  should  be  a 
summary  on  activities  of  new  nominees,  including  age.  Ac¬ 
cordingly,  the  Committee  has  attached  this  report  as  Ap¬ 
pendix  A. 

(Editor’s  Note:  This  material  appears  in  the  Proceedings  as 
Appendix  L.) 

The  Vice-Speaker  read  the  following  two  letters  dated 
August  27,  1971  from  Samuel  B.  Hadden,  M.D.  to  the 
House: 

William  Rial,  M.D. 

1 1 1  Dartmouth  Avenue 
Swarthmore,  Pennsylvania  19081 

Dear  Bill: 

I  regret  that  I  will  not  be  able  to  attend  the  meeting  of  the 
Pennsylvania  Medical  Society  in  October  because  I  will  be 
at  a  meeting  in  Dublin,  Ireland. 

I  sincerely  hope  that  you  will  make  it  clear  to  the  delegates 
that  I  do  not  wish  to  stand  as  a  candidate  for  election  as  a 
Delegate  to  the  American  Medical  Association.  I  would  ap¬ 


preciate  your  reading  to  them  the  enclosed  message. 

With  best  wishes,  I  remain 

Sincerely  yours, 

Samuel  B.  Hadden,  M.D. 

Fellow  Delegates  to  the  Pennsylvania  Medical  Society: 

One  of  the  greatest  privileges  of  my  life  has  been  to  repre¬ 
sent  the  Pennsylvania  Medical  Society  in  the  House  of  Del¬ 
egates  of  the  American  Medical  Association.  The  time  has 
come  when  I  feel  I  should  be  replaced  by  a  younger  man 
and  I  assure  you  that  I  do  believe  that  Pennsylvania  has 
never  been  represented  by  a  finer  group  than  the  present 
Delegates  and  Alternates. 

I  regret  that  I  cannot  be  with  you  but  I  have  long  looked 
forward  to  attending  the  meeting  of  the  International 
Congress  on  Alcohol  and  Drug  Addiction  in  Dublin, 
Ireland,  where  I  will  be  during  your  deliberations. 

With  best  wishes  and  deep  appreciation  of  the  privilege  of 
being  your  Delegate  to  the  A.M.A.,  I  remain 

Sincerely  yours, 

Samuel  B.  Hadden,  M.D. 

Elections 

Elections  were  held  Wednesday,  October  6,  1971.  The 
following  officers  were  elected: 

President-Elect:  Park  M.  Horton,  M.D.,  Susquehanna 
County;  First  Vice  President:  Charles  K.  Rose,  Jr.,  M.D., 
Lehigh  County;  Second  Vice  President:  Charles  A.  Bikle. 
M.D.,  Franklin  County;  Third  Vice  President:  Edward  T. 
Lis,  M.D.,  York  County;  Fourth  Vice  President:  Carmela 
F.  DeRivas,  M.D.,  Montgomery  County;  Secretary: 
Raymond  C.  Grandon,  M.D.,  Dauphin  County;  Speaker, 
House  of  Delegates:  William  Y.  Rial,  M.D.,  Delaware 
County;  Vice  Speaker,  House  of  Delegates:  John  B. 
Lovette,  M.D.,  Cambria  County. 

Park  M.  Horton,  M.D.,  submitted  his  resignation  as 
Trustee  from  the  Twelfth  District.  Additional  officers 
elected:  Trustee,  Second  District:  Leroy  A.  Gehris,  M.D., 
Berks  County;  Trustee,  Eighth  District:  David  J.  Keck, 
M.D.,  Erie  County;  Eleventh  District:  William  C.  Ryan, 
M.D.,  Somerset  County;  Trustee,  Twelfth  District:  Orlo  G. 
McCoy,  M.D.,  Bradford  County. 

The  following  were  elected  as  delegates  to  the  American 
Medical  Association  for  a  term  of  two  years  (from  January 
1,  1972  to  December  31,  1973):  John  B.  Lovette,  M.D., 
Cambria  County;  Malcolm  W.  Miller,  M.D.,  Philadelphia 
County;  Russell  B.  Roth,  M.D.,  Erie  County;  Paul  S. 
Friedman,  M.D.,  Philadelphia  County;  Matthew  Marshall, 
Jr.,  M.D.,  Allegheny  County. 

The  following  were  elected  as  alternate  delegates  to  the 
American  Medical  Association  for  a  term  of  two  years 
(from  January  1,  1972  to  December  31,  1973):  Robert  F. 
Beckley,  M.D.,  Clinton  County;  Wilbur  E.  Flannery,  M.D., 
Lawrence  County;  John  Helwig,  Jr.,  M.D.,  Philadelphia 
County;  William  J.  Kelly,  M.D.,  Allegheny  County;  David 
S.  Masland,  M.D.,  Cumberland  County. 

The  following  were  elected  to  the  revised  Committee  to 
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Nominate  Delegates  and  Alternates  to  the  American  Medi¬ 
cal  Association:  Edgar  W.  Meiser,  M.D.,  Lancaster  County; 
John  B.  Montgomery,  M.D.,  Philadelphia  County;  Fred  C. 
Brady,  M.D.,  Allegheny  County;  John  L.  Steigerwalt,  M.D., 
Montgomery  County;  and  Donald  E.  Harrop,  M.D., 
Chester  County. 

( Secretary’s  Note:  The  House  agreed  that  the  terms  of  office 
for  the  members  of  the  Committee  to  Nominate  Delegates 
and  Alternates  to  the  AM  A  would  be  chosen  by  the  Com¬ 
mittee  members  at  their  first  meeting,  at  which  time  they 
would  pull  lots.  Subsequently,  terms  of  office  will  be  fixed 
by  the  Bylaws.) 

Lewis  T.  Buckman,  M.D.,  Luzerne  County,  was  re¬ 
elected  to  a  three-year  term  on  the  Judicial  Council. 

The  following  district  censors  were  elected  for  a  one-year 
term: 

Adams,  James  H.  Allison;  Allegheny,  Robert  A.  Schein; 
Armstrong,  Arthur  R.  Wilson;  Beaver,  Herman  Bush;  Bed¬ 
ford,  William  E.  Palin;  Berks,  Eugene  Mendelsohn;  Blair, 
John  W.  Hurst;  Bradford,  Willis  A.  Redding;  Bucks, 
Stanley  F.  Peters;  Butler,  Robert  C.  McCorry;  Cambria, 
Warren  F.  White;  Carbon,  James  Farr;  Centre,  H.  Richard 
Ishler;  Chester,  Grant  W.  Bamberger;  Clarion,  Theodore  R. 
Koenig;  Clearfield,  Fred  Pease;  Clinton,  George  J.  Treires; 
Columbia,  James  F.  Youngkin;  Crawford,  Robert  L.  Kirk¬ 
patrick;  Cumberland,  Hans  S.  Roe;  Dauphin,  Nathan 
Sussman;  Delaware,  Richard  H.  Flandreau;  Elk-Cameron, 
James  L.  Hackett,  Sr.;  Erie,  Robert  L.  Loeb;  Fayette, 
Harold  L.  Wilt;  Franklin,  Albert  W.  Freeman;  Greene, 
William  W.  Bartholomew;  Huntingdon,  Thomas  S. 
Mainzer;  Indiana,  Harold  L.  Edison;  Jefferson,  Franklin  S. 
Bizousky;  Lackawanna,  Joseph  J.  O'Brien;  Lancaster, 
Charles  H.  Kurtz;  Lawrence,  Gerald  H.  Weiner;  Lebanon, 
C.  Ray  Bell;  Lehigh,  Frederick  R.  Bausch,  Jr.;  Luzerne, 
Donald  F.  Closterman;  Lycoming,  Wilfred  W.  Wilcox; 
McKean,  Ralph  E.  Hockenberry;  Mercer,  Robert  E.  Sass; 
Mifflin-Juniata,  John  R.W.  Hunter,  Jr.;  Monroe,  Claus  G. 
Jordan;  Montgomery,  Rudolph  K.  Glocker;  Montour,  Isaac 
L.  Messmore;  Northampton,  Walter  J.  Filipek;  Northum¬ 
berland,  Nicholas  Spock;  Perry,  Frank  A.  Belmont; 
Philadelphia,  Charles  M.  Thompson;  Potter,  Herman  C. 
Mosch;  Schuylkill,  Joseph  T.  Marconis;  Somerset,  Alex¬ 
ander  Solosko;  Susquehanna,  Raymond  C.  Davis;  Tioga, 
Ivan  T.  Brechbill;  Union,  John  S.  Purnell,  Sr.;  Venango, 
Frank  Esparraguera;  Warren,  Donald  J.  Furman;  Washing¬ 
ton,  Herbert  J.  Levin;  Wayne-Pike,  Howard  R.  Patton; 
Westmoreland,  Leslie  S.  Pierce;  Wyoming,  John  S. 
Rinehimer,  Jr.;  York,  William  C.  Langston. 

Remarks  of  President  of 
Pennsylvania  Bar  Association 

The  Honorable  H.  Reginald  Belden,  a  guest  of  the  Soci¬ 
ety  and  president  of  the  Pennsylvania  Bar  Association  deliv¬ 
ered  the  following  remarks  to  the  House: 

Mr.  Speaker,  members  of  the  House  of  Delegates, 
gentlemen.  I  am  very  happy  to  have  the  honor  to  represent 
the  Pennsylvania  Bar  Association  before  this  House.  Mr. 
Speaker,  I  thank  you  for  the  invitation. 

First  I  would  like  to  say  that  my  wife  and  I  are  most 
happy  to  have  been  assigned  to  Dr.  Flannery  and  his 


charming  wife —  they  certainly  have  been  delightful  hosts. 

Last  night  when  your  Speaker  asked  me  whether  I  would 
like  to  make  some  remarks,  I  told  him  that  if  the  agenda 
would  permit,  I  would  like  to  have  about  six  minutes.  I  am 
afraid  he  has  spoken  for  six  minutes  of  your  time. 

The  problems  of  both  of  our  professions  are  becoming  in¬ 
creasingly  more  complex —  and  those  problems  are  not  dis¬ 
similar —  with  public  officials  making  statements  which  are 
derogatory  toward  both  the  medical  profession  and  the  legal 
profession,  and  with  the  public  being  deliberately  told  that 
there  should  be  a  plague  on  both  our  houses. 

We,  who  normally  pursue  our  work  in  a  quiet  and  dig¬ 
nified  way  are  sometimes  forced  to  take  more  aggressive 
positions  in  order  to  avoid  the  possibility  that  the  members 
of  the  public —  your  patients  and  our  clients —  may  be 
misled,  to  their  detriment  and  ours,  by  the  careless  and  un¬ 
founded  accusations  made  by  those  who,  by  reason  of  their 
positions,  are  able  to  attract  the  attention  of  the  news  media 
and  capture  the  headlines. 

I  believe  it  to  be  most  important  for  our  two  professions 
to  work  together  on  matters  which  are  of  mutual  interest. 
Two  of  these  subjects  are  medical  malpractice  suits  and 
medical  malpractice  insurance. 

We  are  as  concerned  as  you  by  a  statement  which  was 
made  in  January  1971  by  the  then  Chief  Deputy  Insurance 
Commissioner  A.  John  Smither  in  a  report  to  Insurance 
Commissioner  George  F.  Reed.  Mr.  Smither  said  in  that 
report  that  suits  against  physicians  have  been  increasing 
so  rapidly  that  they  threaten  the  quality  of  medical  care; 
that  the  medical  profession  is  foregoing  many  useful  tech¬ 
niques  for  fear  of  courts  and  juries;  that  malpractice  litiga¬ 
tion  is  now  considered  an  occupational  hazard  so  great  as  to 
affect  medical  school  enrollment;  and  that  greatly  increased 
premiums  for  medical  malpractice  insurance  have  reflected 
the  rising  incidence  of  claims. 

In  his  report  Mr.  Smither  called  attention  to  the  fact  that 
in  1969  Insurance  Commissioner  David  Maxwell  had 
formed  an  ad  hoc  committee  of  medical,  legal,  and  insur¬ 
ance  representatives  to  work  toward  the  formulation  of  a 
long-range  solution  of  the  overall  medical  malpractice  in¬ 
surance  problem.  On  that  committee  were  two  represent¬ 
atives  of  the  insurance  industry,  seven  doctors,  and  three 
lawyers. 

I  have  read  the  report  of  the  work  which  was  done  by 
that  ad  hoc  committee  from  the  date  of  its  formation  until 
January  1971,  and  I  am  impressed  with  the  fact  that  much 
could  be  accomplished  by  the  continuance  of  the  work  of 
that  committee.  Unfortunately,  the  ad  hoc  committee  ap¬ 
parently  ceased  to  function  with  the  change  of  administra¬ 
tion  in  Harrisburg  in  January  of  this  year. 

Three  weeks  ago  I  attended  the  Philadelphia  Bench-Bar 
Conference  at  Buck  Hill  Falls,  and  while  there  I  had  a  con¬ 
ference  with  Arnold  M.  Kessler,  a  Philadelphia  lawyer  who 
was  a  member  of  the  ad  hoc  committee.  Mr.  Kessler  sug¬ 
gested  that  in  the  apparent  absence  of  any  interest  on  the 
part  of  the  present  insurance  department  of  the  Common¬ 
wealth,  perhaps  the  Pennsylvania  Bar  Association  and  the 
Pennsylvania  Medical  Society  should  consider  joint  spon¬ 
sorship  of  a  continuance  of  the  ad  hoc  committee. 

At  a  meeting  of  the  Board  of  Governors  of  the  Pennsyl¬ 
vania  Bar  Association  on  October  2,  I  asked  for  and  ob- 
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tained  authority  to  discuss  this  subject  with  the  President  of 
the  Pennsylvania  Medical  Society  and  with  this  House  of 
Delegates,  and  1  also  obtained  the  further  authority  to 
proceed  with  the  reactivation  of  the  ad  hoc  committee  in 
joint  sponsorship  with  the  Pennsylvania  Medical  Society,  if 
the  idea  is  approved  by  your  society. 

Among  the  things  which  might  be  considered  by  such  a 
joint  committee,  or  joint  council,  are  the  following: 

(1.)  "Mal-Occurrence”  insurance  coverance  which  a  pa¬ 
tient  could  purchase  to  protect  him  against  an  unsatisfac¬ 
tory  result.  Clearly,  many  law  suits  are  predicated,  not  upon 
malpractice,  but  upon  mal-occurrence,  which  is  not  the 
result  of  professional  negligence  and  for  which  a  physician 
should  not  be  held  responsible  any  more  than  a  lawyer 
should  be  held  responsible  for  losing  a  case  when  he  has 
prepared  and  tried  the  case  with  dilligence  and  professional 
skill. 

(2.)  Medical-legal  screening  panels  composed  of  doctors 
and  lawyers,  and  representing  a  joint  effort  on  the  part  of 
the  two  professions  to  screen  the  just  claims  from  the  un¬ 
just. 

(3.)  The  creation  of  insurance  industry  "pools”  or  "syn¬ 
dicates”  as  a  means  of  broadening  the  industry  base  for  the 
writing  of  medical  malpractice  insurance. 

(4.)  The  taking  of  medical  testimony  by  video  tape 
deposition  in  the  doctor’s  office  rather  than  requiring  him 
to  sit  in  a  court  room  while  other  witnesses  testify,  then  to 
spend  hours  on  the  witness  stand. 

These  are  only  a  few  of  the  subjects  which  could  be 
explored  by  such  a  joint  council  as  1  have  envisioned.  If  the 
Pennsylvania  Medical  Society  sees  merit  in  this  proposal, 
the  Pennsylvania  Bar  Association  is  prepared  to  act  jointly 
with  you. 

Thank  you  for  the  opportunity  to  make  these  remarks. 
"Dr.  Rial:  Thank  you  very  much,  President  Belden.  I  am 
sure  that  you  realize  from  the  reception  your  remarks 
received  that  we  concur  with  this  increased  liaison  with  our 
profession  to  our  mutual  interest.  Unless  there  is  objection 
from  the  House  of  Delegates,  I  presume  that  you  will  au¬ 
thorize  the  President  to  proceed  with  appropriate  negotia¬ 
tions.  Hearing  none,  Dr.  Rosemond,  you  are  authorized  to 
proceed  in  this  area.” 

Report  of  the  Reference  Committee  on 
Standing  and  Special  Committees 

James  F.  Welsh,  M.D.,  Chairman,  presented  the  follow¬ 
ing  report  which  was  adopted  as  read. 

Committee  on  Aid  to  Education  (Official  Reports  Book  - 

page  55) 

Mr.  Speaker,  we  commend  the  work  of  the  Committee 
which  shows  the  continuing  interest  of  the  Society  in 
providing  financial  aid  to  medical  students.  We  note  the 
Committee’s  decision  to  change  the  terms  of  the  loans 
granted  from  the  Educational  Fund.  The  forgiveness  of  the 
interest  charge  and  the  deferment  of  principal  payments  for 
Five  years  will  hopefully  encourage  more  borrowers  to  take 
any  additional  training  within  the  state  and  stay  in  Pennsyl¬ 
vania  to  practice.  We  commend  the  Committee’s  efforts  to 
encourage  the  graduating  physicians  to  remain  and  practice 
in  Pennsylvania. 


Mr.  Speaker,  we  RECOMMEND  that  the  $8.00  allot¬ 
ment  per  active  dues  member  be  continued  for  1972. 

Mr.  Speaker,  we  further  RECOMMEND  that  the  Board 
of  Trustees  instruct  the  Finance  Committee  to  continue  to 
study  the  feasibility  of  decreasing  the  allotment  in  future 
years. 

Annual  Report  of  the  Educational  and  Scientific  Trust 
Your  Reference  Committee  urges  all  members  of  the  So¬ 
ciety  to  continue  making  contributions  to  the  Educational 
and  Scientific  Trust  of  the  Pennsylvania  Medical  Society 
and  to  AMA-ERF  on  a  regular  basis. 

Mr.  Speaker,  we  RECOMMEND  that  this  Annual 
Report  be  filed  for  information. 

Advisory  Committee  to  the  Woman’s  Auxiliary  (Official 
Reports  Book  page  56) 

We  commend  the  work  of  the  Committee. 

Mr.  Speaker,  we  RECOMMEND  that  this  report  be  filed 
for  information. 

Report  of  the  President  of  the  Woman’s  Auxiliary  (Ap¬ 
pendix  K.) 

Your  Reference  Committee  notes  the  goals  and  ac¬ 
complishments  that  have  been  achieved  by  the  Woman's 
Auxiliary.  We  commend  the  Auxiliary  for  their  efforts,  with 
special  recognition  to  Mrs.  Leroy  A.  Gehris  for  her  dedica¬ 
tion  and  leadership.  We  recognize  Mrs.  Gehris’  appeal  for 
membership  to  the  Auxiliary  and  urge  every  physician’s 
wife  to  join  this  organization. 

Mr.  Speaker,  we  RECOMMEND  this  portion  of  the 
report  be  adopted. 

Committee  on  Relationships  with  Allied  Professions  (Of¬ 
ficial  Reports  Book  -  page  63) 

We  commend  the  Committee  for  their  work  with  the 
nursing  and  podiatry  professions.  We  urge  this  Committee 
to  continue  the  "pilot  program”  in  discussing  the  problems 
between  medicine  and  nursing. 

Mr.  Speaker,  we  RECOMMEND  that  this  portion  of  the 
report  be  adopted. 

Mr.  Speaker,  we  further  RECOMMEND  that  the  Board 
of  Trustees  instruct  the  Committee  to  establish  liaison  with 
schools  of  allied  health  professions  in  the  state. 

Committee  on  Medical  Benevolence  (Official  Reports  Book 
-  page  64) 

Your  Reference  Committee  understands  that  on  March 
17,  1971,  the  Board  of  Trustees  of  the  Pennsylvania  Medi¬ 
cal  Society  approved  the  recommendation  that  the  Board 
change  the  objectives  of  this  fund  from  strictly  income  and 
authorize  Vestaur  Corporation  to  handle  the  fund  as  a  com¬ 
bined  growth  and  income  account.  We  note  that  the  Ves¬ 
taur  Corporation  assured  the  Board  of  Trustees  of  the  Penn¬ 
sylvania  Medical  Society  that  if  the  objectives  of  the  fund 
could  be  changed,  "invasion  of  the  principal  would  not  ef¬ 
fect  the  overall  total.”  We  commend  the  work  of  the  Com¬ 
mittee. 

Mr.  Speaker,  we  RECOMMEND  the  approval  of  the 
Medical  Benevolence  Committee’s  recommendation  for  the 
continuation  of  the  $1.00  allotment  per  active  dues  member 
in  1972. 
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Mr.  Speaker,  we  further  RECOMMEND  that  the  Board 
of  Trustees  instruct  the  Finance  Committee  to  continue  to 
study  the  feasibility  of  decreasing  the  $1.00  allotment  in  fu¬ 
ture  years. 

Committee  on  Objectives  (Official  Reports  Book  -  page  64) 
Mr.  Speaker,  we  RECOMMEND  that  the  Pennsylvania 
Medical  Society  continue  to  support  its  long  range  objec¬ 
tives  adopted  by  the  1970  House  of  Delegates. 

Committee  on  Discipline  (Official  Reports  Book  -  page  65) 
We  commend  the  Committee  for  the  compilation  of  the 
Grievance  and  Disciplinary  Actions  Survey  of  1970. 

Mr.  Speaker,  we  RECOMMEND  that  this  report  be  filed 
for  information. 

Dr.  Rosemond’s  Address — Recommendation  Concerning 
the  Activity  of  Censors  (paragraph  22  and  23,  page  1 ) 
Your  Reference  Committee  agrees  with  Dr.  Rosemond’s 
remarks  concerning  county  and  state  society  censors  in 
which  he  suggests  that  they  should  do  more  than  investigate 
only  when  specific  complaints  are  submitted.  We  recognize 
that  a  change  in  the  Bylaws  is  necessary  to  accomplish  this. 

Mr.  Speaker,  we  RECOMMEND  that  this  matter  be 
referred  to  the  Committee  on  Constitution  and  Bylaws  for 
study. 

Mr.  Speaker,  we  RECOMMEND  that  the  portion  of  Dr. 
Rosemond’s  address  concerning  maintenance  of  proper  rap¬ 
port  with  the  Pennsylvania  State  Board  of  Medical  Educa¬ 
tion  and  Licensure  be  filed  for  information. 

Committee  on  Medicine  and  Religion  (Official  Reports 
Book  -  Page  67) 

We  commend  the  work  of  the  Committee  and  we  are 
looking  forward  to  more  activity  in  the  future. 

Mr.  Speaker,  we  RECOMMEND  that  this  report  be  filed 
for  information. 

Committee  on  General  Practice  (Official  Reports  Book  - 
page  67) 

Mr.  Speaker,  the  Special  Committee  on  General  Practice 
recommended  that  the  Committee  be  discharged.  Testimo¬ 
ny  at  this  hearing  revealed  that  there  is  still  a  shortage  of 
general  practitioners  in  Pennsylvania,  and  that  the  medical 
schools  have  not  fulfilled  their  commitments  to  produce 
more  general  practitioners.  With  the  problem  still  prevalent, 
we  feel  that  the  discharge  of  this  Committee  is  premature. 

Mr.  Speaker,  we  RECOMMEND  that  this  Committee 
not  be  discharged. 

Mr.  Speaker,  we  RECOMMEND  that  the  Committee  on 
General  Practice  should  continue  to  have  adequate  repre¬ 
sentation  from  the  members  of  the  Pennsylvania  Academy 
of  General  Practice. 

Committee  to  Study  Relationships  Between  Medicine  and 
Osteopathy  (Official  Reports  Book  -  page  67) 

We  note  that  representatives  of  the  Board  of  Trustees  of 
the  Pennsylvania  Medical  Society  have  been  meeting  with 
representatives  of  the  Board  of  Directors  of  the  Pennsyl¬ 
vania  Osteopathic  Medical  Association.  We  commend  both 
the  Committee  and  the  Board  of  Trustees  for  seeking  better 


liaison  between  the  Pennsylvania  Medical  Society  and  the 
Pennsylvania  Osteopathic  Medical  Association. 

Mr.  Speaker,  we  RECOMMEND  that  this  report  be  filed 
for  information. 

Lay  Advisory  Committee  on  Health  Care  (Official  Reports 
Book  -  page  68) 

We  commend  this  Committee  for  its  organizational  ef¬ 
forts  and  we  are  looking  forward  to  specific  recommen¬ 
dations  in  the  health  and  medical  care  cost  and  manpower 
areas  that  will  be  of  possible  benefit  for  both  the  public  and 
the  profession. 

Mr.  Speaker,  we  RECOMMEND  that  this  report  be  filed 
for  information. 

Report  of  the  Reference  Committee  on 
Reports  of  Officers 

Anthony  T.  Merski,  M.D.,  Chairman,  presented  the  fol¬ 
lowing  report  which  was  adopted  as  read. 

Report  of  the  Board  of  Trustees  and  Councilors  (Official 
Reports  Book  -  pages  14-24 ) 

The  Reference  Committee  reviewed  the  entire 
comprehensive  report  of  the  Board.  Especially  noted  is  the 
adequate  disposition  of  the  resolutions  referred  to  it  by  the 
1970  House  of  Delegates.  No  specific  recommendations 
were  made,  the  content  being  primarily  information. 

Mr.  Speaker,  we  RECOMMEND  that  the  report  of  the 
Board  of  Trustees  and  Councilors  be  filed  for  information 

Report  of  the  Secretary  (Official  Reports  Book  -  pages  25- 
26) 

Your  Reference  Committee  carefully  reviewed  the  con¬ 
tents  of  this  report.  We  noted  with  special  interest  the  final 
disposition  of  Resolution  70-15  “Definitive  Interpretation 
of  Sole  Arbiter  Principle”  by  the  A.M.A.  Judicial  Council. 

Mr.  Speaker,  we  RECOMMEND  that  the  report  of  the 
Secretary  be  filed  for  information. 

Report  of  Executive  Director  (Official  Reports  Book  - 
pages  27-30) 

Your  Reference  Committee  carefully  reviewed  this  report 
submitted  as  information. 

Mr.  Speaker,  we  RECOMMEND  that  the  report  of  the 
Executive  Director  be  filed  for  information. 

Report  of  the  Treasurer  (Official  Reports  Book  -  pages  30- 
31) 

Your  Reference  Committee  reviewed  the  report  of  the 
Treasurer.  We  are  pleased  to  note  a  surplus  in  the  General 
Fund  for  the  year  1970. 

Mr.  Speaker,  we  RECOMMEND  that  the  report  of  the 
Treasurer  be  filed  for  information. 

i 

Report  of  the  Accountant  (Official  Reports  Book  -  pages 
31-32) 

Your  Reference  Committee  reviewed  the  entire  report  of 
the  PMS  public  accountant  and  found  no  adverse  comments 
or  recommendations. 

Mr.  Speaker,  we  RECOMMEND  that  the  report  of  the 
Accountant  be  filed  for  information. 
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Reports  of  the  Individual  Trustees  and  Councilors  (Official 
Reports  Book  -  pages  36-54)  (except  that  portion  of  the 
Third  District  Report  dealing  with  question  7  as  an¬ 
swered  by  Lackawanna  County) 

Your  Reference  Committee  reviewed  all  reports  of  each 
Councilor  District.  The  reports  are  informational  requiring 
no  action. 

Mr.  Speaker,  we  RECOMMEND  the  reports  of  Individu¬ 
al  Trustees  and  Councilors  be  filed  for  information. 

Report  of  the  Pennsylvania  Delegation  to  the  AMA  also 
Supplemental  Report  to  AMA  House  of  Delegates  (Of¬ 
ficial  Reports  Book  -  pages  99-100,  except  items  No.  2 
and  No.  3) 

The  Delegation  under  the  Chairmanship  of  Thomas  W. 
McCreary,  Sr.,  M.D.,  voted  to  nominate  Russell  B.  Roth, 
M.D.,  for  the  office  of  Speaker  of  the  House  in  1971  and  to 
nominate  him  for  President-Elect  of  the  AMA  in  1972, 
which  this  House  of  Delegates  already  supported  unani¬ 
mously  in  the  adoption  of  Resolution  71-14. 

The  Pennsylvania  Delegation  was  reduced  from  twelve  to 
eleven  members  based  on  active  membership.  Thomas  W. 
McCreary,  Sr.,  M.D.,  resigned  from  the  Delegation  after 
serving  eight  years  as  Alternate  and  fifteen  years  as  Dele¬ 
gate. 

The  Pennsylvania  House  of  Delegates  owes  Dr. 
McCreary  rousing  heartfelt  thanks  for  his  many  years  of 
splendid  service. 

We  also  noted  that  Wendell  B.  Gordon,  M.D.,  and 
Samuel  B.  Hadden,  M.D.,  who  served  many  long  and 
fruitful  years  as  members  of  the  delegation,  are  retiring. 
This  House  of  Delegates  owes  these  gentlemen  a  consider¬ 
able  debt  of  thanks  for  their  hard  work. 

In  the  two  sessions  the  Pennsylvania  Delegation  to  the 
AMA  introduced  six  resolutions.  The  Reference  Committee 
wishes  to  note  with  pride  the  present  positions  of  the  AMA 
manned  by  Pennsylvania  physicians. 

Russell  B.  Roth,  M.D.,  was  unanimously  elected  Speaker 
of  the  House  of  Delegates  for  the  third  term. 

Elmer  G.  Shelley,  M.D.,  continues  as  Chairman  of  the 
AMA  Judicial  Council. 

William  A.  Sodeman,  M.D.,  is  Chairman  of  the  Council 
on  Medical  Education. 

M.  Louise  Gloeckner,  M.D.,  is  a  member  of  the  Council 
on  Constitution  and  Bylaws. 

Mr.  Speaker,  we  RECOMMEND  that  the  report  of  the 
Pennsylvania  Delegation  to  the  AMA  and  the  Supplemental 
report  be  filed  for  information,  and  that  commendations  be 
extended  to  the  above  members. 

(Secretary’s  Note:  It  was  also  stated  that  William  B.  West, 
M.D.,  Huntingdon,  is  a  member  of  the  AmPAC  Board  of 
Directors.) 

Board  of  Trustees  and  Councilors  -  Supplemental  Report  A 
(Official  Reports  Book  -  page  1 01) 

Your  Reference  Committee  carefully  examined  the  entire 
Supplemental  Report.  The  contents  are  intended  as  infor¬ 
mation. 

Mr.  Speaker,  we  RECOMMEND  that  Supplemental 
Report  A  of  the  Board  of  Trustees  and  Councilors  be  filed 
for  information. 


Address  of  the  President  -  William  A.  Limberger,  M.D. 

(November  Pennsylvania  Medicine) 

Dr.  Limberger’s  excellent  address  captured  the  spirit  of 
the  Pennsylvania  Medical  Society,  a  society  ambitiously  en¬ 
gaged  in  progressive  programs,  enthusiastically  resolving 
new  and  old  problems  with  an  outlook  for  better  medical 
care  in  Pennsylvania. 

An  interesting  highlight  was  the  presentation  of  facts  and 
figures  and  what  it  takes  to  be  President  of  the  Pennsylvania 
Medical  Society.  The  summary  of  his  personal  service  to 
our  Society  is  a  feat  worthy  of  applause. 

Dr.  Limberger  recommends  that  this  House  of  Delegates 
again  reaffirm  its  support  of  PaMPAC. 

The  Reference  Committee  recognizes  the  force  that  legis¬ 
lation  can  bring  to  bear  on  American  medicine.  It  is, 
therefore,  imperative  that  physicians  support  legislators 
who  are  sympathetic  to  the  goals  and  objectives  of  the 
Pennsylvania  Medical  Society.  PaMPAC  is  our  in¬ 
strumentality  for  achieving  this  end. 

Mr.  Speaker,  the  Reference  Committee  RECOMMENDS 
that  this  House  of  Delegates  reaffirm  its  support  of 
PaMPAC  and  urge  all  members  of  PMS  to  become  active 
members  of  PaMPAC. 

Dr.  Limberger  recommends  that  each  county  medical  so¬ 
ciety  contact  all  physicians  in  their  county  who  are  not 
members  of  their  Society  and  enroll  them. 

Your  Reference  Committee  recognizes  the  importance  of 
full  representation  of  all  physicians  eligible  for  membership 
in  the  Pennsylvania  Medical  Society.  It  also  recognizes  a 
new  potential  source  in  the  interns  and  residents  who  are 
now  eligible  for  membership.  Facts  obtained  in  a  recent 
survey  of  all  physicians  licensed  in  Pennsylvania  reveal  a 
need  to  contact  all  physicians  at  the  county  level. 

Your  Reference  Committee  feels  that  no  such  mem¬ 
bership  drive  is  effective  without  constant  review  and 
follow  up.  It  believes  that  the  most  effective  method  cur¬ 
rently  available  is  to  urge  the  Trustee  and  Councilor  of  each 
district  to  contact  each  county  medical  society  in  his  district 
at  least  annually  to  ask  for  a  progress  report  from  each  of 
them  with  regard  to  membership  recruitment.  This  subject 
should  be  high  on  the  agenda  of  each  councilor  at  the  time 
of  his  councilor  district  meetings. 

Mr.  Speaker,  the  Reference  Committee  RECOMMENDS 
that  each  county  medical  society  be  urged  to  enroll  non¬ 
members,  that  they  amend  their  bylaws  so  that  interns  and 
residents  may  be  eligible  for  membership  and  that  each 
Trustee  and  Councilor  provide  leadership  for  membership 
recruitment  in  his  district. 

Address  of  the  President-Elect  -  George  P.  Rosemond, 

M.D.,  F.A.C.S.  (November  Pennsylvania  Medicine) 

The  Reference  Committee  commends  Dr.  Rosemond  for 
his  excellent  presentation  and  deep  insight  into  the  purpose 
and  need  of  the  Pennsylvania  Medical  Society. 

The  President-Elect  recommends  a  total  reevaluation  of 
dollar  priorities  by  our  Finance  Committee  and  the  Board 
of  Trustees.  The  Reference  Committee  believes  that  this  is 
of  utmost  importance.  The  Committee  was  advised  by  the 
Chairman  of  the  Finance  Committee  that  this  is  an  on¬ 
going  activity  of  the  Finance  Committee  and  the  Board  of 
Trustees  at  this  time.  The  Reference  Committee  urges  the 


DECEMBER,  1971 


83 


Board  of  Trustees  and  the  Finance  Committee  to  continue 
to  give  careful  consideration  to  priorities  especially  in  view 
of  increasing  costs  and  the  probability  of  a  dues  increase. 
The  Reference  Committee  believes  that  any  ineffective  pro¬ 
grams  should  be  eliminated. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  that  the  Finance  Committee  and  the  Board  of 
Trustees  continue  its  review  of  dollar  priorities. 

Dr.  Rosemond  notes  that  strong  support  for  PaMPAC  is 
urgent  by  all  of  the  counties  if  th:s  organization  is  to  max¬ 
imize  its  effectiveness.  Mr.  Speaker,  your  Reference  Com¬ 
mittee  RECOMMENDS  that  the  State  Society  strongly 
urge  the  six  reluctant  counties  to  include  PaMPAC  in  their 
billing. 

Resolution  71-1  (Official  Reports  Book  -  page  34) 

Subject:  AMA  Delegation  Report  and  Plans 

Introduced  by:  John  L.  Steigerwalt,  M.D. 
in  behalf  of  the 

Montgomery  County  Medical  Society 

Author:  John  L.  Steigerwalt,  M.D. 

WHEREAS,  The  years  ahead  promise  to  be  some  of  the 
most  important  ones  which  have  faced  the  practice  of  medi¬ 
cine  in  our  lifetime;  and 

WHEREAS,  The  actions  and  programs  of  Pennsylvania 
doctors  are  brought  before  the  AMA  policy  body  by  the 
Pennsylvania  Delegation;  and 

WHEREAS,  Many  questions  of  policy  are  formulated  by 
the  AMA  House  of  Delegates  which  questions  may  not  be 
known  by  nor  available  to  this  House;  and 

WHEREAS,  The  Pennsylvania  Delegation  should  repre¬ 
sent  the  views  of  this  House;  therefore  be  it 

RESOLVED,  That  the  Chairman  of  the  Pennsylvania 
Delegation  to  the  House  of  Delegates  of  the  AMA,  each 
year  at  the  annual  session  of  this  House,  shall  deliver  a 
report  on  the  Delegation’s  actions  the  past  year;  and  be  it 
further 

RESOLVED,  That  a  report  also  be  given  by  the 
Chairman  of  the  Pennsylvania  Delegation  setting  forth  the 
objectives  of  the  Delegation  for  the  year  ahead. 

The  Reference  Committee  sees  merit  in  this  resolution. 
Testimony  before  the  Reference  Committee  by  the  sponsor 
of  the  resolution  indicated  that  the  report  by  the  Chairman 
of  the  Pennsylvania  Delegation  to  the  AMA  should  be  in 
the  form  of  a  brief  oral  report  delivered  each  year  before 
this  House  of  Delegates.  We  believe  that  a  report  personally 
delivered  in  the  House  by  the  Chairman  of  the  Delegation 
will  be  of  significant  value.  Mr.  Speaker,  your  Reference 
Committee  RECOMMENDS  the  adoption  of  this  resolu¬ 
tion. 

Resolution  71-2  (Official  Reports  Book  -  page  134) 

Subject:  Monthly  Board  Meetings 

Introduced  by:  John  L.  Steigerwalt,  M.D. 
in  behalf  of  the 

Montgomery  County  Medical  Society 


Author:  John  L.  Steigerwalt,  M.D. 

WHEREAS,  Those  of  us  serving  on  Boards  of  Trustees 
at  a  County  level  find  that  the  work  and  duties  of  these 
Boards  has  increased  during  recent  years;  and 

WHEREAS,  It  has  become  desirable  and  indeed  neces¬ 
sary  for  these  Boards  to  meet  monthly;  and 

WHEREAS,  We  note  that  very  often  there  exists  a  delay 
in  being  able  to  receive  reports  from  the  Board  of  the  State 
Society  due  to  a  quarterly  meeting  schedule;  therefore  be  it 

RESOLVED,  That  this  House  respectfully  suggests  and 
recommends  to  the  Board  of  Trustees  of  the  Pennsylvania 
Medical  Society  that  they  consider  meeting  on  a  monthly 
basis  in  order  that  communication  and  timely  efforts  can  be 
improved  and  accomplished. 

Your  Reference  Committee  believes  that  it  is  inefficient 
and  time-consuming  as  well  as  costly  to  have  monthly  meet¬ 
ings  of  the  Board  of  Trustees.  The  Reference  Committee 
noted  that  there  is  a  proposed  Bylaw  change  before  this 
House  which,  if  adopted,  will  create  an  Executive  Com¬ 
mittee  of  the  Board  of  Trustees  which,  at  the  prerogative  of 
the  Board  could  be  empowered  to  implement  urgent  busi¬ 
ness  between  meetings  of  the  Board  itself.  The  Reference 
Committee  believes  this  is  a  far  more  e/ficient  way  of  doing 
business. 

The  Reference  Committee  also  notes  that,  in  addition  to 
attending  meetings  of  the  Board,  a  Trustee  serves  on  many 
committees  of  the  Board.  The  total  amount  of  time  devoted 
to  the  Board  and  Board  Committees  is  already  considerable. 
These  gentlemen  deserve  our  thanks  for  the  amount  of  time 
which  they  so  generously  donate  on  behalf  of  our  Society. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  that  Resolution  No.  71-2  be  rejected. 

Resolution  71-10  (Official  Reports  Book  -  page  136) 

Subject:  Establishment  of  Code  Regarding  Names  for  Pro¬ 
fessional  Associations/Corporations 

Introduced  by:  G.  Winfield  Yarnall,  M.D.  in  behalf  of  the 
Dauphin  County  Medical  Society 

Author:  G.  Winfield  Yarnall,  M.D. 

WHEREAS,  Many  physicians  in  Pennsylvania  are  con¬ 
sidering  the  incorporation  of  their  medical  practice  as  a 
professional  association;  and 

WHEREAS,  A  number  of  incorporated  medical  practice 
groups  and  their  individual  medical  practitioners  thus  far 
have  used  the  titles  of  their  medical  specialties  for  their  cor¬ 
porate  name  rather  than  their  own  name  or  names  of  their 
associates;  and 

WHEREAS,  It  is  believed  this  practice  of  identifying 
specialties  rather  than  the  names  of  the  medical  practi¬ 
tioners  will  become  confusing  to  patients  and  physicians 
alike  if  allowed  to  continue;  and 

WHEREAS,  In  the  past,  the  custom  has  been  to  identify 
the  physician  as  the  licensed  practitioner  and  not  his  type  of 
practice;  therefore  be  it 
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RESOLVED,  That  the  Pennsylvania  Medical  Society  es¬ 
tablish  a  uniform  code  for  members  interested  in  incorpo¬ 
rating  their  medical  practice  as  a  professional  association 
and  that  this  code  include  the  requirement  that  the  name  of 
the  medical  practitioner  and/or  practitioners  be  included  in 
the  title  of  the  incorporated  name  and  not  the  name  of  the 
type  of  medical  practice;  and  in  addition  include  such  other 
requirements  as  the  Pennsylvania  Medical  Society  may  con¬ 
sider  necessary  regarding  the  proper  ethical  notification  of 
the  incorporated  name  to  patients  and  physicians  by  letter, 
newspaper,  telephone  directory  and  office  sign. 

Your  Reference  Committee  recognizes  the  value  of  es¬ 
tablishing  some  guidelines  concerning  the  names  for  profes¬ 
sional  associations  and  corporations.  The  Reference  Com¬ 
mittee  believes  this  matter  should  receive  immediate  atten¬ 
tion  and  that  the  guidelines  should  be  widely  circulated  by 
appropriate  means  to  the  membership.  As  the  resolution 
currently  stands,  the  Reference  Committee  feels  that  the 
Resolved  clause  should  be  clarified. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  adoption  of  a  substitute  resolved  clause  as  follows: 

RESOLVED,  That  the  Pennsylvania  Medical 
Society  establish  guidelines  covering  the  ethics 
of  the  selection  and  the  use  of  names  by 
members  interested  in  incorporating  their  medi¬ 
cal  practice  as  a  professional  association  or  as  a 
professional  corporation. 

Mr.  Speaker,  we  RECOMMEND  that  Substitute  Resolu¬ 
tion  71-10  be  referred  to  the  Board  of  Trustees  and  to  the 
Judicial  Council  with  the  recommendation  that  they  take  im¬ 
mediate  action. 

Opening  Statement  of  Chairman  of  the  Finance  Committee 
The  Reference  Committee  reviewed  the  Chairman’s 
statement.  The  Chairman  was  present  during  the  open 
hearings  and  answered  questions  with  regard  to  the  finan¬ 
cial  status  of  the  Society.  There  was  little  testimony  either 
for  or  against  a  dues  increase  at  the  open  hearing.  Your 
Reference  Committee,  however,  supports  the  concept  of  a 
reasonable  dues  increase  to  offset  the  effects  of  inflation  and 
the  added  costs  of  new  programs  approved  by  this  House  of 
Delegates.  There  was  no  unanimity  among  the  Committee 
[as  to  the  dollar  amount  of  increase  needed.  The  Reference 
iCommittee  again  emphasizes  the  need  for  the  Finance 
[Committee  to  increase  its  scrutiny  of  unnecessary  and  inap¬ 
propriately  funded  programs  and  to  eliminate  these  from 
budgetary  support  so  as  to  keep  the  increase  in  dues  to  a 
minimal  amount.  (Adopted  by  the  House) 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  that  the  opening  statement  of  the  Chairman  of  the 
Finance  Committee  be  filed  for  information. 

Report  of  the  Reference  Committee 
on  Public  Service 

Kenneth  F.  Miller,  M.D.,  Chairman,  presented  the  fol¬ 
lowing  report  of  the  Committee  which  was  adopted  as  read: 

Report  of  the  Committee  on  Objectives  —  Recommen¬ 
dation  No.  4  (Official  Reports  Book,  Page  65) 

Report  of  the  Committee  on  Objectives  —  Recommen- 
|  dation  No.  5  (Official  Reports  Book,  Page  65) 


Report  of  the  Council  on  Public  Service  —  Students,  In¬ 
terns,  and  Residents  (Official  Reports  Book,  Page  86) 

The  Reference  Committee  agrees  in  principle  with  Rec¬ 
ommendation  4  of  the  Committee  on  Objectives.  However, 
we  recommend  that  it  be  amended  for  clarity  as  follows: 
The  Committee  recommends  that  the  Society  give  priority 
to  the  involvement  of  young  physicians  in  organized  medi¬ 
cine  by  urging  county  societies,  in  conjunction  with  the 
Council  on  Public  Service  to  initiate  personal  contact  at  the 
county  level. 

Mr.  Speaker,  The  Committee  RECOMMENDS  that  Rec¬ 
ommendation  No.  4  of  the  Committee  on  Objectives  be  ac¬ 
cepted  as  amended  and  referred  to  the  Council  on  Public 
Service. 

The  Reference  Committee  feels  that  while  improved 
communications  with  directors  of  medical  education  is  cer¬ 
tainly  desirable,  it  would  have  little  effect  in  the  recruitment 
of  young  physicians  for  membership  in  organized  medicine. 
Effective  recruitment  must  begin  in  the  medical  schools  and 
before. 

The  Committee  believes  that  now  is  the  time  to  establish 
closer  rapport  with  students,  interns,  and  residents  and  rec¬ 
ommends  efforts  such  as: 

Encouraging  all  types  of  personal  relationships  between 
individual  physicians  and  individual  students,  interns  and 
residents; 

Re-emphasizing  the  Society’s  continued  support  of  the 
MECO  and  Appalachia  programs; 

Holding  informal  gatherings  with  county  society  involve¬ 
ment  at  which  members  and  students  would  feel  free  to 
discuss  common  interests  and  problems. 

Mr.  Speaker,  we  RECOMMEND  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  Report. 

Report  of  the  Council  on  Public  Service  —  Membership 
Campaign  (Official  Reports  Book,  Pages  87  and  88) 

It  is  interesting  to  note  that  many  non-members  of  our 
Society  have  stated  that  they  have  never  been  asked  to 
become  members.  The  Committee  hopes  that  our  mem¬ 
bership  will  become  more  aware  of  this  fact,  and  recognize 
the  responsibility  of  each  member  in  this  matter. 

Mr.  Speaker,  We  RECOMMEND  that  this  portion  of  the 
report  be  filed  for  information. 

Introduction,  Report  of  the  Council  on  Public  Service  (Of¬ 
ficial  Reports  Book,  Pages  80  and  81) 

Comments,  Address  of  Dr.  Limberger 

The  Reference  Committee  commends  for  your  reading 
the  introduction  of  the  Report  of  the  Council  on  Public 
Service. 

Dr.  Limberger’s  comments  on  communications,  provide 
an  excellent  presentation  of  the  many  problems  involved. 

Mr.  Speaker,  we  RECOMMEND  that  Dr.  Limberger’s 
comments  on  communications  be  referred  to  the  Council 
on  Public  Service. 

Report  of  the  Council  on  Public  Service  —  Rural  Health 
(Official  Reports  Book,  Page  87) 

Supplemental  Report  -  Board  of  Trustees 
Comments,  Address  of  Dr.  Rosemond 

The  Committee  doubts  that  manpower  for  rural  health 
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care  should  be  provided  as  part  of  the  military  draft.  It 
seems  obvious  that  rural  deferments  will  only  result  in  an 
increase  in  the  total  number  of  physicians  drafted.  The 
committee  recommends  consideration  of  all  alternatives, 
including  a  government-sponsored  draft,  by  a  proper  com¬ 
mittee  of  this  Society  as  recommended  by  Dr.  Rosemond. 

The  Committee  agrees  with  the  action  taken  by  the 
Board  authorizing  the  Council  on  Public  Service  to  inquire 
informally  into  the  availability  of  funds  for  establishing 
mobile  health  care  units  for  rural  areas  in  Pennsylvania. 

Mr.  Speaker,  We  RECOMMEND  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  Report. 

Remainder  of  the  Report  of  the  Council  on  Public  Service 

(Official  Reports  Book,  Pages  80  through  89) 

The  Council  and  staff  are  to  be  commended  for  the 
production  of  the  60-minute  documentary  telecast  at  one- 
twelfth  the  usual  cost.  It  should  be  noted  that  the  proposed 
budget  contains  funds  for  the  production  of  more  documen¬ 
taries  in  the  coming  year. 

The  Society  is  indebted  to  Dr.  Clarence  A.  Tinsman  and 
his  successor,  Dr.  David  A.  Smith,  for  their  generous  con¬ 
tributions  of  time  and  effort  in  producing  the  weekly  radio 
program. 

The  Society’s  awards  programs  are  extremely  important 
in  the  enhancement  of  our  public  relations  program.  The 
Reference  Committee  urges  county  societies  to  be  more  ac¬ 
tive  in  presenting  nominations  for  the  Benjamin  Rush 
Awards  and  should  actively  encourage  nominations  from 
newsmen  for  the  Walter  F.  Donaldson  Awards. 

The  Committee  strongly  urges  that  more  members  make 
themselves  available  for  the  Speakers’  Bureau.  This  experi¬ 
ence  is  always  rewarding  in  greater  rapport  between  the 
physician  representing  the  Society  and  the  general  public. 

The  Committee  urges  each  county  society  to  foster  the 
formation  and  continued  interest  in  “Careers  in  Health  As¬ 
semblies  and  Clubs”  for  students  of  junior  and  senior  high 
and  vocational  technical  schools. 

The  State  Society  stands  ready  to  distribute  posters,  slides 
and  flip  charts  for  professional  organizations  as  well  as  to 
the  general  public.  There  are  also  public  relations  aids  for 
county  societies  including  a  well-stocked  film  library  and 
special  writing  projects. 

The  Committee  RECOMMENDS  continuing  support  of 
the  Pennsylvania  Society  of  the  American  Association  of 
Medical  Assistants  by  county  and  state  societies. 

The  Committee  encourages  involvement  at  the  county  so¬ 
ciety  level  in  medically  related  community  affairs. 

The  committee  reviewed  every  item  in  the  Council  Report 
although  it  reported  on  only  a  few.  The  Council  is  to  be 
highly  commended  for  the  scope  of  its  activities  in  spite  of 
the  restrictions  imposed  by  a  very  limited  budget. 

Mr.  Speaker,  The  Committee  RECOMMENDS  the  adop¬ 
tion  of  the  Report  of  the  Reference  Committee  on  Public 
Service  as  a  whole. 

Report  of  the  Reference  Committee 
on  Education  and  Science 

Malcolm  W.  Miller,  M.D.,  Chairman,  presented  the  fol¬ 
lowing  report  of  the  Committee,  which  was  adopted  as  read: 


Report  of  the  Council  on  Education  and  Science  (Official 

Reports  Book,  pages  89-98) 

The  Reference  Committee  has  reviewed  the  Council’s 
report  which  is  comprehensive  and  documents  carefully  the 
many  items  referred  to  it  for  study  and/or  implementation. 
The  introductory  statement  indicating  the  “torrential  cas¬ 
cade”  of  activities  with  which  they  are  faced  and  the  time- 
consuming  nature  of  their  activities  is  well  understood  and 
appreciated  by  this  Committee. 

The  Council  should  be  complimented  for  implementing 
the  1970  resolutions  referred  to  them.  We  wish  to  cite  for 
special  commendation  their  activities  in  the  drug  abuse 
area.  This  program  should  yield  results  in  the  near  future. 

A  brief  comment  was  made  regarding  Resolution  No.  68- 
32  concerning  study  of  cirrhosis  and  alcohol.  The  Council 
is  not  a  research  council  and  we  are  satisfied  that  they  have 
done  as  much  as  possible  in  carrying  out  the  intent  of  that 
resolution. 

Mr.  Speaker,  I  RECOMMEND  the  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

A  number  of  special  projects  are  worthy  of  commenda¬ 
tion.  The  Council  is  developing  an  educational  package  pro¬ 
gram  on  personal  health  practices  of  the  disadvantaged.  It  is 
noted  that  the  program  would  focus  its  attention  on  such 
health  practices  of  the  poor. 

The  concept  of  educational  program  consulting  services 
to  community  hospitals  is  extremely  up-to-date  and  a 
worthwhile  project.  The  Council  is  to  be  commended  for  its 
initiative  and  development  of  community  educational  activ¬ 
ities. 

The  most  significant  activities  in  the  Council’s  report 
relating  to  education  were  the  development  of  guidelines  for 
peer  review  activities,  the  incorporation  and  preliminary  or¬ 
ganization  of  the  Pennsylvania  Medical  Continuing  Educa¬ 
tion  Institute,  and  recommended  changes  to  the  AMA 
Physician’s  Recognition  Award.  These  activities  constitute 
a  solid  total  educational  package  aimed  toward  the  im¬ 
provement  of  medical  practice  in  Pennsylvania.  Testimony 
at  the  Reference  Committee  hearing  indicated  that  signifi¬ 
cant  changes  will  be  taking  place  in  the  AMA  Physician’s 
Recognition  Award  criteria  allowing  educational  activities 
at  the  community  level  to  receive  more  credit.  The  Refer¬ 
ence  Committee  urges  the  Council  on  Education  and 
Science  to  continue  its  efforts  at  the  AMA  level  for  reason¬ 
able  changes  in  the  award  criteria. 

The  Reference  Committee  notes  that  there  are  six  com¬ 
missions  assisting  the  Council  in  its  activities.  Their  pro¬ 
grams  seem  to  have  been  well  planned.  The  Reference  Com¬ 
mittee  agrees  with  the  Council’s  direction  of  activities. 

The  list  of  priorities  for  1971  and  1972  of  the  Council 
reflect  desirable  goals.  We  would  suggest  that  the  Council 
consider  another  priority —  a  method  of  accrediting  Penn¬ 
sylvania  continuing  medical  education  programs  to  assure 
that  they  meet  the  continuing  education  membership 
requirement. 

Mr.  Speaker,  I  RECOMMEND  the  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

Papanicolau  Test  (Supplemental  Report  B,  Board  of  Trus¬ 
tees  and  Councilors  -  Appendix  J) 

The  Reference  Committee  concurs  with  Supplemental 
Report  B  regarding  the  Papanicolau  Test  for  cancer  of  the 
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cervix,  and  recommends  to  this  House  of  Delegates  that  the 
position  adopted  by  the  Board  of  Trustees  be  endorsed. 

Mr.  Speaker,  1  RECOMMEND  the  approval  of  the  posi¬ 
tion  of  the  Board  of  Trustees  and  Councilors  regarding  the 
Papanicolau  Test. 

Committee  on  Objectives,  Recommendation  Two  (Official 

Reports  Book,  pages  64-65) 

The  Reference  Committee  concurs  with  the  recommen¬ 
dation  of  the  Committee  on  Objectives.  Our  hearing  in¬ 
dicated  that  the  Council  on  Education  and  Science  has 
cooperated  with  the  Pennsylvania  Academy  of  Family 
Physicians  in  meeting  with  the  deans  of  the  medical  colleges 
in  the  State  regarding  curriculum  changes  toward  the 
production  of  family  practitioners.  We  would  remind  the 
Council  of  its  past  cooperation  with  the  Academy  and  rec¬ 
ommend  that  the  Council  continue  this  relationship. 

Mr.  Speaker,  1  RECOMMEND  the  adoption  of  recom¬ 
mendation  number  two  of  the  Committee  on  Objectives. 

Cosponsorship  of  MECO  Program  (Supplemental  Report  B, 

Board  of  Trustees  and  Councilors  -  Appendix  J.) 

The  Board  of  Trustees  and  Councilors  has  approved  con¬ 
tinued  cosponsorship  of  the  Medical  Education  Community 
Orientation  program  (MECO)  of  the  Student  American 
Medical  Association.  This  is  one  of  the  most  worthwhile 
programs  in  community  medicine  in  Pennsylvania  and  we 
would  strongly  support  the  action  of  the  Board  of  Trustees 
and  Councilors  and  commend  the  Student  American  Medi¬ 
cal  Association  for  its  dedication  to  the  high  ideals  and 
principles  of  medical  practice. 

Mr.  Speaker,  I  RECOMMEND  the  approval  of  the  ac¬ 
tion  by  the  Board  of  Trustees  and  Councilors  in  continuing 
Society  cosponsorship  of  the  MECO  program. 

Shortage  of  Practicing  Physicians,  Resolution  No.  71-16 

(Supplemental  Report  B,  Board  of  Trustees  and  Council¬ 
ors  -  Appendix  J.) 

Introduced  by:  Ernest  L.  Abernathy,  M.D.  in  behalf  of  the 
Washington  Medical  Society 

Author:  Ernest  L.  Abernathy,  M.D. 

WHEREAS,  There  is  a  continuing  and  increasing  short¬ 
age  of  practicing  physicians  in  Pennsylvania,  particularly  in 
the  smaller  communities;  and 

WHEREAS,  The  major  medical  schools  in  the  Common¬ 
wealth  have  recently  made  distinct  and  praiseworthy  efforts 
to  increase  the  number  of  students  enrolled;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
adopt  a  continuing  policy  of  communication  with  the  ap¬ 
propriate  authorities  in  the  various  medical  schools  of  the 
Commonwealth  to  encourage  those  schools  to  accept  a  ma¬ 
jority  of  applicants  from  the  State  of  Pennsylvania,  system¬ 
atically  encourage  those  students  to  enter  medical  practice 
in  their  local  communities,  and  structure  their  teaching  with 
this  end  in  view;  and  be  it  further 

RESOLVED,  That  the  intent  of  this  resolution  is  to  ask 
the  Pennsylvania  Medical  Society  with  all  means  at  its  dis- 
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posal  to  insure  clear  understanding  on  the  part  of  the  medi¬ 
cal  schools  that  the  Society  believes  firmly  that  the  primary 
object  of  a  medical  school  is  to  turn  out  practicing 
physicians,  and  that,  while  research  programs  and  various 
programs  of  independent  study  may  be  useful  as  adjuncts  to 
this  purpose,  they  are  not  in  themselves  the  primary  pur¬ 
pose  of  a  medical  education. 

Your  Reference  Committee  concurs  with  Supplemental 
Report  B  of  the  Board  of  Trustees  and  Councilors  regarding 
the  position  statement  on  the  production  of  health  profes¬ 
sionals  developed  by  the  Pennsylvania  Medical  Society  and 
the  deans  of  schools  of  medicine  in  Pennsylvania. 

Mr.  Speaker,  I  RECOMMEND  the  adoption  of  this  por¬ 
tion  of  Supplemental  Report  B. 

The  Reference  Committee  is  also  in  sympathy  with  the 
intent  of  Resolution  No.  71-16,  but  the  intent  would  be 
better  expressed  by  the  following  substitute  resolution: 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
exert  all  means  at  its  disposal  to  insure  clear  understanding 
on  the  part  of  the  medical  schools  that  the  Society  believes 
firmly  that  the  primary  objective  of  a  medical  school  is  to 
turn  out  practicing  physicians. 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
communicate  with  the  appropriate  authorities  in  Pennsyl¬ 
vania  medical  schools,  emphasizing  the  urgent  need  for 
rural  physicians,  and  encourage  those  schools  to  select  more 
applicants,  otherwise  qualified,  who  are  residents  in  the 
rural  areas,  in  the  hope  that  they  may  return  to  such  areas 
to  provide  medical  services. 

Mr.  Speaker,  I  RECOMMEND  the  adoption  of  the  sub¬ 
stitute  resolution. 

Restrictions  for  Prescribing  Amphetamines,  Resolution  No. 

71-7  (Official  Reports  Book,  pages  135-136;  Supplemen¬ 
tal  Report  B,  Board  of  Trustees  and  Councilors) 
Introduced  by:  Joseph  V.  Caliguiri,  M.D.  in  behalf  of  the 
Allegheny  County  Medical  Society 
Author:  Cyril  H.  Wecht,  M.D. 

WHEREAS,  There  is  an  increasing  amount  of  drug 
abuse  involving  amphetamines  and  other  similar  drugs  such 
as  amphetamine  (Benzedrine),  dextroamphetamine  (Dex- 
edrine),  methamphetamine  (Desoxyn  or  Methedrine),  phen- 
netrazine  (Preludin),  methylphenidate  (Ritalyn),  and 
diethylpropion  HCL  (Tenuate).  In  addition,  there  are 
various  preparations  containing  methamphetamine  plus  a 
sedative  such  as  Desdutal,  Ambar  and  Eskatrol;  and 

WHEREAS,  Physicians  can  contribute  to  the  prevention 
and  treatment  of  drug  dependence  and  participate  in  the 
implementation  of  sound  professional  programs  to  cope 
with  these  problems;  therefore  be  it 

RESOLVED,  That  Pennsylvania  physicians  be  urged  by 
action  of  the  House  of  Delegates  to  refrain  from  prescribing 
amphetamines  except  in  special  clinical  conditions  such  as 
narcolepsy  or  hyperkinesis,  and  be  it  further 
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RESOLVED,  That  physicians  be  urged  not  to  prescribe 
amphetamines  for  purpose  of  appetite  control,  and  be  it  fur¬ 
ther 

RESOLVED,  That  the  Pennsylvania  Pharmaceutical  As¬ 
sociation  be  informed  of  this  resolution  and  be  urged  to  co¬ 
operate  with  the  medical  profession  in  these  efforts,  and  be 
it  further 

RESOLVED,  That  information  regarding  these  problems 
and  solutions  for  combating  drug  abuse  be  disseminated  to 
the  medical  profession  through  the  official  publications  of 
the  state  and  county  medical  societies  and  to  the  public  as 
soon  as  possible. 

The  Reference  Committee  concurs  with  the  intent  of 
Resolution  No.  71-7  that  limitations  on  prescribing  of 
amphetamines  be  adopted.  The  Reference  Committee 
hearing  provided  testimony  that  the  Board  of  Trustees,  at 
its  October  3  meeting,  adopted  a  position  statement  calling 
for  a  voluntary  restriction  on  the  use  of  amphetamines. 
Since  this  resolution  is  in  harmony  with  the  adopted  policy 
by  the  Board  of  Trustees  and  Councilors  and  a  positive  con¬ 
tribution  that  the  medical  profession  can  make  to  the 
curbing  of  drug  abuse,  we  recommend  that  the  resolution  be 
adopted. 

Mr.  Speaker,  I  RECOMMEND  the  adoption  of  Resolu¬ 
tion  No.  71-7. 

Continuing  Education  Institute  and  Educational  Require¬ 
ment  (President’s  Address;  President-Elect’s  Address) 

We  approve  the  President’s  and  President-Elect’s  recom¬ 
mendation  of  continued  support  for  the  Pennsylvania  Medi¬ 
cal  Continuing  Education  Institute. 

Mr.  Speaker,  I  RECOMMEND  the  approval  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

We  approve  the  President-Elect’s  recommendation  for 
continued  support  of  the  membership  continuing  medical 
education  requirement. 

Mr.  Speaker,  I  RECOMMEND  the  approval  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

Emergency  Medical  Care  (President’s  Address,  President- 

Elect’s  Address) 

Both  the  President  and  President-Elect  have  called  atten¬ 
tion  to  the  efforts  of  the  Commission  on  Emergency  Medi¬ 
cal  Services  and  the  publishing  of  a  white  paper  on  Emer¬ 
gency  Medical  and  Health  Services  in  Pennsylvania.  We 
support  their  recommendations  that  member  physicians 
read  this  article. 

Mr.  Speaker,  I  RECOMMEND  the  approval  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

Environment  (President-Elect’s  Address) 

The  President-Elect  has  urged  the  Society  to  accept  the 
responsibility  for  increased  activity  in  the  planning  process 
of  our  environmental  problems.  We  approve  and  support 
his  recommendation. 

Mr.  Speaker,  I  RECOMMEND  the  approval  of  this  por¬ 
tion  of  the  Reference  Committee  report. 


Environmental  Safeguard  Award,  Resolution  No.  71-3  (Of¬ 
ficial  Reports  Book,  Page  134) 

Introduced  by:  R.  William  Alexander,  M.D.  in  behalf  of  the 
Berks  County  Medical  Society 
Author:  R.  William  Alexander,  M.D. 

WHEREAS,  Programs  have  been  proposed  by  all  levels 
of  society  and  government  to  promote  pollution  abatement 
and  environmental  control;  and 

WHEREAS,  The  medical  profession  has  consistently  ad¬ 
vocated  ecological  protection  of  all  forms  of  animal  life; 
and 

WHEREAS,  It  is  an  avowed  purpose  of  the  Pennsylvania 
Medical  Society  to  promote  and  improve  the  health  and 
well-being  of  the  citizens  of  this  Commonwealth;  and 

WHEREAS,  It  is  the  responsibility  of  the  Department  of 
Environmental  Resources  to  establish  standards  of  satisfac¬ 
tory  control  of  the  environment;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  in 
cooperation  with  the  component  county  society  or  counsel¬ 
or  districts,  establish  an  award  that  publicly  recognizes  and 
commends  industries  or  communities  meeting  the  Depart¬ 
ment  of  Environmental  Resources  standards,  and  thereby 
demonstrating  a  sincere  concern  for  the  health  and  welfare 
of  the  public. 

The  Reference  Committee  concurs  with  the  objectives  of 
this  resolution  which  seek  to  recognize  industries  or  com¬ 
munities  meeting  environmental  standards.  Testimony  at 
our  hearing  indicated  that  the  Board  of  Trustees,  at  its 
August  1 1  meeting,  approved  an  Environmental  Improve¬ 
ment  Award  recommended  by  the  Council  on  Education 
and  Science.  The  difference  between  the  approved  award 
and  Resolution  No.  71-3  is  that  Resolution  No.  71-3  would 
commend  industry  or  communities  that  meet  standards  that 
are  established  by  law;  whereas,  the  Society's  newly 
approved  award  would  commend  those  organizations  or  in¬ 
dividuals  that  go  beyond  legal  requirements. 

We  would  recommend  that  the  Environmental  Improve¬ 
ment  Recognition  Award,  established  by  the  Board  of  Trus¬ 
tees  and  Councilors,  be  supported  because  it  embraces  the 
concepts  of  Resolution  No.  71-3,  but  sets  higher  criteria. 
We  would  recommend  that  Resolution  No.  71-3  be  rejected 
because  of  its  limitations. 

Mr.  Speaker,  I  RECOMMEND  the  rejection  of  Resolu¬ 
tion  No.  71-3. 

Mr.  Speaker,  I  RECOMMEND  the  approval  of  the  ac¬ 
tion  of  the  Board  of  Trustees  and  Councilors  establishing 
the  Environmental  Improvement  Recognition  Award. 

Mr.  Speaker,  I  RECOMMEND  the  adoption  of  the 
report  of  the  Reference  Committee  on  Education  and 
Science  as  a  whole. 

Report  of  the  Reference  Committee 
on  Medical  Service  “A” 

Robert  A.  Schein,  M.D.,  Chairman,  presented  the  follow¬ 
ing  report  of  the  Committee,  which  was  adopted,  as  read. 
Report  of  the  Council  on  Medical  Service  (Official  Reports 

Book  —  pages  73-80)  and  Supplemental  Report  A  of  the 

Council  on  Medical  Service  -  Appendix  F 
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Pennsylvania  Blue  Shield 

In  general,  the  Council  has  been  diligent  in  carrying  out 
liaison  responsibilities  with  Blue  Shield  and  is  to  be  com¬ 
mended  for  its  efforts. 

Pennsylvania  Blue  Shield  Report  to  the  House  of  Delegates 

Your  Reference  Committee  has  carefully  perused  the 
Blue  Shield  Report  and  is  pleased  to  learn  of  the  continued 
growth  of  Pennsylvania  Blue  Shield.  Blue  Shield  should  be 
encouraged  to  continue  to  improve  the  administration  of  its 
programs  and  to  develop  plans  which  will  meet  the  rapidly 
changing  health  care  needs  of  the  future. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  the  Blue  Shield  Report  be  filed  for  information. 

Subcommittee  to  Advise  Blue  Shield 

Your  Reference  Committee  commends  the  Council  and 
its  Subcommittee  for  its  efforts  in  guiding  Blue  Shield  in  the 
development  of  the  Prevailing  Fee  concept. 

However,  the  Reference  Committee  noted  that  there  are 
still  numerous  problems  and  considerable  misunder¬ 
standings  relative  to  the  development  of  doctor  profiles  and 
their  use  in  administration  of  the  Prevailing  Fee  concept. 
The  Council  and  its  Subcommittee  should  continue  efforts 
to  resolve  problems  and  clarify  misunderstandings  related 
to  the  Prevailing  Fee  Program. 

Mr.  Speaker,  Your  Reference  Committee  RECOM¬ 
MENDS  approval  of  this  portion  of  the  Reference  Com¬ 
mittee  Report. 

Pennsylvania  Blue  Shield  Proposed  plan  "C”  (Official 
Reports  Book  —  pages  101-103)  and  Supplemental 
Report  B  of  the  Board  of  Trustees  —  Action  No.  4-  Ap¬ 
pendix  J 

Your  Reference  Committee  concurs  with  the  Council’s 
feeling  that  the  offering  of  an  additional  Blue  Shield  Fee 
Schedule  Program  would  not  be  in  the  best  interest  of  the 
public  or  profession  and  in  the  long  term  would  have  an  ad¬ 
verse  effect  on  the  Prevailing  Fee  Program. 

Your  Reference  Committee  urges  Blue  Shield  to  continue 
its  efforts  to  upgrade  the  Plan  B  Fee  Schedule,  with  the  un¬ 
derstanding  that  it  will  necessitate  raising  the  income  level 
for  service  benefits  for  Plan  B. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  approval  of  the  recommendation  of  the  Council 
on  Medical  Service  on  page  103  of  the  Official  Reports 
Book. 

Pennsylvania  Blue  Cross  Plans 

Your  Reference  Committee  believes  that  close  liaison 
with  the  Blue  Cross  Plans  is  essential  for  a  better  under¬ 
standing  and  solution  of  mutual  problems.  The  Council 
should  continue  efforts  to  improve  relations  with  the  Blue 
Cross  Plans. 

Western  Pennsylvania  PMS  —  Blue  Cross  Regional 
Steering  Committee  and  Blue  Cross  District  IV  Utiliza¬ 
tion  Review  Proposal 

Your  Reference  Committee  was  impressed  with  the  activ¬ 
ities  of  the  Western  Pennsylvania  PMS  —  Blue  Cross 


Regional  Steering  Committee  and  believes  the  Committee 
has  proven  to  be  an  effective  mechanism  to  develop  claim 
processing  and  utilization  review  systems  on  a  cooperative 
basis  with  Blue  Cross. 

However,  it  was  noted  that  the  Council  has  not  been  suc¬ 
cessful  in  organizing  Regional  Steering  Committees  in  the 
other  four  Blue  Cross  service  areas.  Your  Reference  Com¬ 
mittee  concurs  with  the  Council’s  intent  to  expand  the 
Regional  Steering  Committee  concept  and  to  develop  the 
Blue  Cross  District  IV  Utilization  Review  Proposal  on  a 
concurrent  basis  for  all  Blue  Cross  plans. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  approval  of  this  portion  of  the  Reference  Com¬ 
mittee  Report. 

Supplemental  Report  B  of  the  Board  of  Trustees  —  Action 

No.  3  —  (Appendix  J) 

Your  Reference  Committee  supports  the  action  taken  by 
the  Board  of  Trustees  to  urge  Blue  Cross  to  expand  the  pre¬ 
admission  testing  program  with  Pennsylvania  Blue  Shield  as 
a  participant  so  that  pre-admission  studies  may  be  con¬ 
ducted  in  an  out-patient  facility  of  a  hospital  or  a 
physician’s  private  office  or  laboratory. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  approval  of  this  portion  of  the  Reference  Com¬ 
mittee  Report. 

Pennsylvania  Medical  Society  Review  Program 

Your  Reference  Committee  commends  the  Council  for 
its  efforts  in  the  continued  functioning  of  the  Society 
Review  Program  and  encourages  the  Council  to  continue  its 
efforts  to  carry  out  this  responsibility. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  that  the  activity  report  for  the  Society’s  Review 
Program  be  filed  for  information. 

Pennsylvania  Department  of  Public  Welfare 

Your  Reference  Committee  noted  that  there  have  been 
no  significant  improvements  in  the  Commonwealth’s  Medi¬ 
cal  Assistance  Program  during  the  past  year  despite  the 
Council’s  efforts  to  initiate  change. 

Your  Reference  Committee  was  pleased  to  learn  that  the 
Council  requested  and  was  granted  an  opportunity  by  the 
Pennsylvania  Department  of  Public  Welfare  to  review  and 
comment  on  the  proposed  changes  in  Rules  and  regulations 
for  licensing  hospitals  being  developed  by  the  Department. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  that  this  portion  of  the  Reference  Committee 
Report  be  filed  for  information. 

Professional  Liability  Insurance:  Address  of  the  President 
and  Supplemental  Report  B  of  the  Board  of  Trustees  — 
Action  No.  6  i(AppendixJ) 

Your  Reference  Committee  noted  that  the  Board  of  Trus¬ 
tees  has  taken  action  naming  Pepper,  Hamilton  and  Scheetz 
as  chief  defense  counsel  for  the  Society’s  professional  liabil¬ 
ity  insurance  program. 

Your  Reference  Committee  commends  the  Council  for 
its  outstanding  efforts  in  resolving  the  mounting  mal- 
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practice  insurance  problems  confronting  our  members.  The 
implementation  of  the  PMS  Professional  Liability  Insur¬ 
ance  Program,  June  1,  1971,  provides  the  membership  with 
one  of  the  most  progressive,  comprehensive  insurance  pro¬ 
grams  ever  offered  to  a  medical  group. 

Mr.  Speaker  your  Reference  Committee  RECOM¬ 

MENDS  that  this  portion  of  the  Reference  Committee 
Report  be  filed  for  information. 

Medicare 

Your  Reference  Committee  noted  the  section  of  the 
Council’s  report  relative  to  Medicare  claim  processing  and 
ECF  utilization  review  procedures.  It  is  the  feeling  of  the 
Reference  Committee  that  the  Council  has  exerted  every  ef¬ 
fort  to  resolve  these  problems  and  is  urged  to  continue  these 
activities. 

Mr.  Speaker  your  Reference  Committee  RECOM¬ 

MENDS  approval  of  this  portion  of  the  Reference  Com¬ 
mittee  Report. 

Commission  on  Comprehensive  Health  Planning 

Your  Reference  Committee  noted  the  rather  slow  devel¬ 
opment  of  Comprehensive  Health  Planning  activities  in 
many  parts  of  the  Commonwealth. 

However,  in  view  of  the  continued  efforts  to  implement 
Comprehensive  Health  Planning  Programs,  your  Reference 
Committee  urges  the  Commission  on  Comprehensive 
Health  Planning  to  continue  efforts  to  improve  physician 
understanding  and  participation  in  Comprehensive  Health 
Planning  activities. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  approval  of  this  portion  of  the  Reference  Com¬ 
mittee  Report. 

Committee  on  Objectives,  Recommendation  No.  3  (Official 

Reports  Book  -  page  64) 

Although  no  testimony  was  received  regarding  the  con¬ 
cept  that  only  educational  funds  should  be  used  to  finance 
post-graduate  medical  education,  your  Reference  Com¬ 
mittee  believes  that  this  matter  requires  considerable  study 
and  planning. 

We  have  noted  that  there  is  a  vast  difference  in  the 
learning/service  ratio  from  hospital  to  hospital.  It  was 
agreed  there  is  a  need  for  a  system  of  cost  accounting  in 
hospitals  to  develop  appropriate  reimbursements  and  that 
medical  service  to  patients  provided  by  interns  and  residents 
should  be  considered  reimbursable  by  third  parties. 

The  educational  portion  of  intern  and  residency  program 
costs  will  require  local,  state,  and  federal  funds,  since  there 
appears  to  be  no  other  source  available. 

Since  there  does  not  appear  to  be  a  solution  immediately 
available  to  the  question  of  financing  intern  and  residency 
programs,  the  Committee,  therefore,  recommends  that  this 
matter  be  referred  to  the  appropriate  councils  or  com¬ 
mittees  to  continue  to  seek  solutions  to  this  question. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  approval  of  this  portion  of  the  Reference  Com¬ 
mittee  Report  and  that  it  be  referred  to  the  Board  of  Trus¬ 
tees  for  disposition. 

Third  Councilor  District  Report,  Question  No.  7, 


Lackawanna  County  (Official  Reports  Book  —  pages  43- 
44) 

No  testimony  was  presented  relative  to  this  question.  It 
was  the  feeling  of  the  Reference  Committee  that  the 
Council  on  Medical  Service  has  complied  with  the  intent  of 
the  question  raised  by  Lackawanna  County  relative  to 
improving  the  effectiveness  of  organized  medicine  in  terms 
of  health  care  delivery,  government  involvement,  and  costs 
of  health  care.  Your  Reference  Committee  urges  the 
Council  to  continue  in  these  activities. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  that  this  portion  of  the  Reference  Committee 
Report  be  filed  for  information. 

Usual  and  Customary  Fees  for  Commonwealth  Program 
Resolution  71-11 

Introduced  by:  Robert  M.  Kerr,  M.D. 

in  behalf  of  the  Luzerne 
County  Medical  Society 

Author:  Robert  M.  Kerr,  M.D. 

WHEREAS,  The  usual  and  customary  fee  concept  has 
always  been  an  integral  part  of  sound  professional  practice; 
and 

WHEREAS,  This  concept  has  been  accepted  by  the  fed¬ 
eral  government  as  a  basis  for  payment  under  Medicare; 
therefore  be  it 

RESOLVED ,  That  the  Pennsylvania  Medical  Society  re¬ 
affirm  its  position  that  such  a  concept  is  the  only  proper 
basis  for  continued  highest  quality  care  for  all  people  in 
Pennsylvania;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
urge  the  Commonwealth  of  Pennsylvania  to  adopt  such  a 
concept  for  Title  XIX  patients  as  rapidly  as  is  financially 
possible. 

Your  Reference  Committee  noted  that  Resolution  71-11 
is  consistent  with  past  actions  taken  by  the  Board  of  Trus¬ 
tees  and  the  House  of  Delegates.  Your  Reference  Com¬ 
mittee  RECOMMENDS  adoption  of  Resolution  71-1 1. 

Resolution  71-15:  Department  of  Public  Welfare  Payments 
to  Hospitals  -  Resolution  71-15, 

Introduced  by:  John  D.  Alexander,  Jr.,  M.D. 
in  behalf  of  the 

Philadelphia  County  Medical  Society 

Author:  R.  Robert  Tyson,  M.D. 

WHEREAS,  The  Pennsylvania  Department  of  Public 
Welfare  has  issued  a  statement  that  Section  9421.61  of  the 
Medical  Assistance  Manual  will  be  revised,  effective  Octo¬ 
ber  1 ,  1971; and 

WHEREAS,  This  revision  requires  that  a  copy  of  the  pa¬ 
tient  discharge  summary  sheet  on  all  inpatient  cases  must  be 
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attached  to  every  medical  assistance  invoice  submitted  to 
the  fiscal  intermediary  for  payment;  and 

WHEREAS,  These  summaries  must  be  printed  or  typed; 
and 

WHEREAS,  These  summaries  will  be  subject  to  post 
utilization  review  before  payment  is  made;  and 

WHEREAS,  The  imposition  of  this  regulation  will  im¬ 
pose  undue  hardship  on  hospitals,  particularly  in  metropoli¬ 
tan  areas,  by  further  delaying  payments  to  these  hospitals 
which  already  are  under  financial  stress;  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  urge  the  Wel¬ 
fare  Department  to  rescind  this  directive  or  modify  it  in 
such  manner  as  may  be  appropriate  to  alleviate  this  undue 
delay  in  payment  to  hospitals  for  inpatient  care  rendered. 

In  considering  Resolution  71-15,  the  Reference  Com¬ 
mittee  agreed  the  pertinent  information  from  the  hospital 
record  should  be  provided  to  third  parties  for  legitimate 
reasons.  However,  it  is  not  in  the  patient’s  best  interest  to 
transmit,  in  its  entirety,  the  discharge  summary  or  other  in¬ 
formation  from  the  hospital  record.  Such  indiscriminate 
dissemination  of  private  information  would  only  serve  to  vi¬ 
olate  the  patient’s  right  to  privacy  and  the  honored  pa¬ 
tient/doctor  relationship. 

Your  Reference  Committee  RECOMMENDS  adoption 
of  Resolution  71-15. 

Resolution  71-13:  Seventy-two  Hour  Review  Clause  — 

Department  of  Public  Welfare  Memorandum  No.  16 


Introduced  by:  Herbert  A.  Friedman,  M.D., 
in  behalf  of  the  Monroe 
County  Medical  Society 

Author:  James  C.  Fahl,  M.D. 

WHEREAS,  We,  the  membership  of  the  Monroe  County 
Medical  Society,  have  conducted  effective  utilization 
review  in  compliance  with  Titles  XVIII  and  XIX  of  Public 
Law  89-97  since  its  inception;  and 

WHEREAS,  such  review  is  pertinent  to  the  proper 
delivery  of  medical  care,  it  must  be  recognized  that  this 
form  of  peer  review  demands  considerable  time  and  effort 
on  the  part  of  many  actively  practicing  physicians;  it  is 
therefore  imperative  that  any  revisions  of  current 
procedures  be  justified  on  the  basis  of  better  patient  care 
and  more  efficient  use  of  the  physician’s  time;  and 

WHEREAS,  the  new  regulation  of  the  Pennsylvania 
Department  of  Welfare  as  stated  in  memorandum  #16, 
dated  April  16,  1971,  requires  a  significant  departure  from 
existing  procedures,  namely  the  requirement  that  Medical 
Assistance  in-patients  be  reviewed  within  72  hours  of  hospi¬ 
tal  admission  as  to  the  medical  necessity  for  hospitalization. 
This  regulation  discriminates  against  the  Medical  Assis¬ 


tance  patient  as  he  is  singled  out  for  review  in  contradistinc¬ 
tion  to  any  other  patient;  and 

WHEREAS,  all  patients  are  initially  reviewed  for  medi¬ 
cal  necessity  for  admission  by  the  attending  physician,  it  is 
clearly  discriminatory  to  require  re-review  of  one  class  of 
patients  because  of  their  lower  economic  status  and  accept 
the  initial  review  of  all  other  patients  who  happen  to  be  eco¬ 
nomically  better  off.  The  arbitrary  and  discriminatory 
aspects  of  this  regulation  do  not  encourage  better  patient 
care  and  the  physician-time  required  for  review  would  tend 
to  decrease  the  physician’s  efficiency;  therefore  be  it 

RESOLVED,  that  the  Pennsylvania  Medical  Society 
strongly  recommends  that  the  Pennsylvania  Department  of 
Welfare  strike  the  72-hour  review  clause  from  its  Utiliza¬ 
tion  Review  Regulations. 

Testimony  and  correspondence  received  by  the  Reference 
Committee  strongly  supported  the  adoption  of  Resolution 
71-13. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  adoption  of  Resolution  71-13. 

Commonwealth  Medical  Assistance  Program  Resolution 

7 1  -6  ( Official  Reports  Book  —  page  135) 

Introduced  by:  Joseph  V.  Caliguiri,  M.D. 

in  behalf  of  the  Allegheny 
County  Medical  Society 

WHEREAS,  The  physicians  of  Allegheny  County 
pioneered  the  development  of  the  hospital  utilization  review 
concept  during  the  late  1950’s;  and 

WHEREAS,  Physicians  in  Pennsylvania  have  assumed 
the  responsibility  to  develop  effective  health  care  cost  con¬ 
trol  mechanisms  and  have  actively  supported  hospital 
utilization  review  activities;  and 

WHEREAS,  The  Pennsylvania  Department  of  Public 
Welfare  has  promulgated  cumbersome,  ineffective,  useless, 
and  unworkable  regulations  for  the  Commonwealth’s  Medi¬ 
cal  Assistance  Programs;  and 

WHEREAS,  The  Department  of  Public  Welfare  has  not 
demonstrated  any  sincere  interest  in  discussing  reasonable 
solutions  to  these  problems;  and 

WHEREAS,  The  Department  of  Public  Welfare  has 
made  little  or  no  progress  in  improving  the  benefit  structure 
and  the  administration  of  the  Medical  Assistance  Program; 
and 

WHEREAS,  The  administration  and  Rules  and  Regula¬ 
tions  of  the  Medical  Assistance  Program  do  not  serve  the 
best  interests  of  our  disadvantaged  citizens  and  are  discrimi¬ 
natory;  therefore  be  it 

RESOLVED,  That  after  a  period  of  six  months,  unless  a 
satisfactory  welfare  program  is  submitted  by  the  Secretary 
of  Welfare,  the  Pennsylvania  Medical  Society  withdraw  its 
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support  of  the  Commonwealth’s  Medical  Assistance  Pro¬ 
gram  and  recommend  that  individual  practitioners  and  hos¬ 
pital  medical  staffs  not  participate  in  the  Medical  Assis¬ 
tance  Program;  and  be  it  further 

RESOLVED ,  That  consistent  with  the  dictates  of  our 
conscience  and  the  sense  of  our  responsible  service  to  the 
public  interest  we  will  render  service  to  all  patients 
regardless  of  their  race,  religion,  creed,  political  affiliation, 
or  ability  to  pay  and  will  exert  our  best  efforts  in  our  pa¬ 
tients’  behalf  and  shall  unselfishly  devote  our  utmost  ability, 
learning,  and  skill-to  the  treatment  of  our  patients;  and  be  it 
further 

RESOLVED,  The  hospital  medical  staffs  be  urged  to  ex¬ 
pand  their  hospital’s  utilization  review  plan  to  include  all 
patients  to  assure  a  non-discriminatory  uniform  review 
process;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
continue  to  improve  present  and  develop  new  utilization 
review  techniques  as  is  presently  being  carried  out  by  the 
PMS  -  Medical  Care  Appraisal  Project;  and  be  it  fut her 

RESOLVED,  That  this  resolution  be  distributed  to  all 
members  of  the  Pennsylvania  Medical  Society,  county  med¬ 
ical  societies,  and  hospital  medical  staffs,  requesting  an  in¬ 
dication  of  their  support. 

The  Reference  Committee  noted  the  extraordinary  dissat¬ 
isfaction  of  physicians  with  the  Medical  Assistance  Pro¬ 
gram,  serious  enough  to  strongly  consider  withdrawing  sup¬ 
port  of  this  Program.  Although  your  Reference  Committee 
is  in  sympathy  and  agrees  with  the  intent  of  the  Resolution, 
we  have  concluded  that  the  first  resolve  of  Resolution  71-6 
does  not  represent  a  practical  solution  for  improving  the 
Medical  Assistance  Program  at  this  time. 

Your  Reference  Committee  was  informed  that  the  Secre¬ 
tary  of  Public  Welfare  recently  responded  to  Dr.  Lim- 
berger’s  August  26  proposals  which  recommended  the  fol¬ 
lowing:  1)  Removing  the  requirement  for  a  72  hour  review 
of  all  admissions  and  the  omission  of  the  check  list;  2)  the 
establishment  of  a  pilot  program  of  payment  to  evaluate  the 
effectiveness  of  paying  usual  and  customary  fees  under  the 
Medical  Assistance  Program;  and  3)  the  organization  of  a 
representative  ad  hoc  committee  to  review  and  develop 
workable  Medical  Assistance  regulations.  While  the 
response  of  the  Secretary  of  Public  Welfare  was  general  in 
nature,  it  is  the  feeling  of  the  Reference  Committee  that 
such  action  by  the  Secretary  may  represent  a  more  coopera¬ 
tive  attitude. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 

MENDS  the  amending  of  Resolution  71-6  by  deleting  the 
first  resolve. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 

MENDS  the  adoption  of  Resolution  71-6  as  amended. 

Your  Reference  Committee  believes  that  the  Pennsyl¬ 
vania  Medical  Society  should  pursue  with  vigor  the  objec¬ 
tives  established  by  this  House  of  Delegates  relative  to  im¬ 
provement  of  the  Medical  Assistance  Program. 

We  recognize  that  many  of  the  problems  related  to  the 
Medical  Assistance  Program  will  not  be  resolved  until  more 


favorable  fiscal  action  is  taken  by  the  Pennsylvania  Legisla¬ 
ture. 

Mr.  Speaker,  your  Reference  Committee  RECOM¬ 
MENDS  that  the  appropriate  body  of  the  Pennsylvania 
Medical  Society  bring  the  problems  of  the  Medical  Assis¬ 
tance  Program  to  the  immediate  attention  of  the  leadership 
of  the  Pennsylvania  Legislature. 

Mr.  Speaker,  I  move  the  adoption  of  the  Report  of  the 
Reference  Committee  on  Medical  Service  A  as  a  whole. 

Argonaut  Policy  No.  1 
Presented  to  Dr.  Limberger 

At  the  conclusion  of  the  report  of  the  Reference  Com¬ 
mittee  on  Medical  Service  “A”,  Dr.  Rial  announced  that  A. 
John  Smither,  vice  president  of  Parker  and  Company,  Inc. 
of  Pennsylvania,  had  requested  permission  to  address  the 
House.  The  former  was  chief  deputy  insurance  commis¬ 
sioner  in  the  Shafer  administration  and  is  now  a  vice  pres¬ 
ident  of  the  brokerage  firm  handling  the  professional  liabili¬ 
ty  insurance  policy  endorsed  by  the  Society. 

After  noting  the  fact  that  as  deputy  insurance  commis¬ 
sion  he  had  endorsed  the  type  of  medical  malpractice  insur¬ 
ance  program  negotiated  by  the  Society  with  the  Argonaut 
Insurance  Company,  Mr.  Smither  went  on  to  report  his 
pleasure  in  being  able  to  become  associated  with  the  pro¬ 
gram  now. 

Citing  the  strong  response  by  members  of  the  Society  to 
the  Argonaut-Parker-PMS  Program,  he  urged  100  percent 
support  and  presented  Argonaut  Policy  No.  1  to  William  A. 
Limberger,  M.D.,  immediate  past  president  of  the  Society. 

Reprints  from  the  Congressional  Record,  Volume  117, 
No.  128,  containing  an  article  entitled  “Health  Care  in 
America:  a  Heretical  Diagnosis”  by  Harry  Schwartz,  were 
distributed  to  the  delegates  at  the  request  of  the  Speaker  for 
their  information. 

Noon  Recess  and  Balloting 

The  House  recessed  at  1 1:45  a.m.  for  luch  and  balloting. 
It  was  agreed  to  reconvene  at  1:00  p.m.  During  the  noon 
recess,  delegates  presented  themselves  to  the  Credentials 
Committee,  located  in  the  Ballroom  lobby,  at  which  time 
they  received  their  ballots.  Tables  were  placed  immediately 
to  the  rear  of  the  Credentials  Committee  for  the  con¬ 
venience  of  voters,  and  ballot  boxes,  nearby,  were  manned 
by  the  tellers.  Upon  the  reconvening  of  the  House  at  1:00 
p.m.,  the  polls  were  closed  by  the  Speaker. 

Report  of  the  Reference  Committee 
on  Governmental  Relations 

Robert  S.  Pressman,  M.D.,  Chairman,  presented  the  fol¬ 
lowing  report  of  the  Committee,  which  was  adopted  as  read. 

Report  of  the  Council  on  Governmental  Relations  (Official 

Reports  Book  -  Pages  69-72) 

Mr.  Speaker,  the  Reference  Committee  has  reviewed  the 
Report  of  the  Council  on  Governmental  Relations  which,  as 
in  previous  years,  contains  information  of  extreme  impor- 
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tance  to  medicine  in  the  legislative  and  general  govern¬ 
mental  areas. 

In  reporting  back  to  us  on  matters  referred  to  them  by 
the  1970  House  of  Delegates,  the  Council  reports  on  their 
deliberation  on  the  matter  of  countersuit  in  certain  medical 
malpractice  cases  where  the  physician  feels  that  he  has  been 
wronged.  The  report  and  the  comment  from  legal  counsel 
indicates  that  the  law  does  not  favor  countersuit  because  of 
harrassment,  expense  and  personal  intimidation;  and  that 
countersuits  brought  as  part  of  an  original  action  would  be 
difficult  to  sustain  and  be  virtually  impossible  to  resolve 
successfully.  Your  Reference  Committee  believes  this  to  be 
good  sound  advice  and  RECOMMENDS  that  this  portion 
of  the  report  and  the  memorandum  from  legal  counsel  be 
accepted. 

Mr.  Speaker  we  RECOMMEND  that  this  be  filed  for  im- 
formation. 

The  Council  received  a  mandate  from  the  1970  House  to 
contact  all  of  the  Society’s  members  and  urge  their  coopera¬ 
tion  in  contacting  members  of  the  Legislature  in  opposition 
to  Senate  Bill  254,  a  measure  to  place  chiropractors  under 
the  Blue  Shield  program.  This  was  done  and  the  Council 
reports  that  the  bill  was  rejected  by  the  Legislature  on 
November  17.  In  addition,  the  Council  reported  to  county 
medical  societies  on  how  each  of  their  legislators  voted,  and 
notes  further  that  it  will  continue  to  do  so  in  the  future. 

More  recently  the  Council  opposed  the  enactment  of 
House  Bill  872,  a  measure  to  “eliminate  discriminatory 
provisions  of  compensation  for  services  and  treatment 
under  sickness  and  accident  insurance  contracts,”  which 
was  amended  at  the  last  minute  in  the  Senate  to  include  chi¬ 
ropractors.  Under  this  law  Blue  Shield  will  probably  not  be 
affected.  However,  since  the  chiropractors  were  successful 
in  getting  on  the  measure,  they  view  this  as  a  step  toward 
their  ultimate  fight  to  get  Blue  Shield  recognition. 

The  Council  reports  on  its  continuing  interest  in  the  ter¬ 
mination  of  chiropractic  licensing  in  Pennsylvania.  With 
this  your  Reference  Committee  most  wholeheartedly 
concurs  and  urges  the  Council  to  continue  its  efforts. 

The  Council  reports  its  support  of  legislation  at  both  fed¬ 
eral  and  state  levels  which  would  create  and  sustain  family 
practice  departments  in  medical  schools  also  suggested  by 
previous  Houses  of  Delegates.  It  also  reports  on  its  responsi¬ 
bility  for  a  new  Medical  Practice  Act  designed  by  a  Com¬ 
mittee  of  the  Board  and  now  ready  for  introduction  into  the 
Legislature.  They  report  on  their  continued  interest  in  ap¬ 
propriate  abortion  legislation  to  conform  to  the  policy  sug¬ 
gested  by  this  House  after  long  discussion  in  1970.  The 
Council  is  urged  to  continue  to  have  the  Pennsylvania 
Department  of  Public  Welfare  provide  prepaid  hospital 
and  medical  insurance  contracts  for  all  beneficiaries.  They 
also  report  cooperation  with  the  Secretary  of  Health,  Dr.  J. 
Finton  Speller,  in  having  placed  in  the  Department  of 
Health  those  functions  in  other  departments  of  State  Gov¬ 
ernment  which  logically  and  properly,  because  of  their 
health  and  medical  nature,  belong  in  the  Department  of 
Health  —  all  of  these  items  and  others  mentioned  in  the 
report  have  been  urged  by  this  House  of  Delegates.  This 
House  should  continue  to  encourage  the  Council  in  these 
areas. 

Mr.  Speaker,  I  move  adoption  of  this  portion  of  the  Ref¬ 


erence  Committee  Report. 

Perhaps  the  most  vexing  problem  facing  the  Council, 
and,  specifically,  its  Commission  on  Forensic  Medicine,  is 
the  matter  of  contingency  fees  for  attorneys  and  the 
problem  of  discussing  with  the  Bar  Association  the  use  of 
arbitration  panels  as  a  solution  to  the  medical  malpractice 
problem.  Dr.  Rosemond,  in  his  address,  echoes  concern 
similar  to  the  Commission  on  Forensic  Medicine  in  the 
matter  of  contingency  fees  for  attorneys.  Dr.  Rosemond 
suggests,  instead  of  eliminating  the  fees,  that  perhaps  the 
Commission  on  Forensic  Medicine,  together  with  the  Bar 
Association,  investigate  the  “misuse  of  the  contingency  fee 
instead  of  its  elimination,”  and  encourages  “lines  of  com¬ 
munication  be  kept  open  with  the  legal  profession.”  We  un¬ 
derstand  and  are  sympathetic  with  the  frustration  which  the 
Commission  members  feel;  we  urge  them  to  continue  their 
work. 

Mr.  Speaker,  I  RECOMMEND  that  this  portion  of  Dr. 
Rosemond’s  address  be  filed  and  referred  to  the  Commis¬ 
sion  on  Forensic  Medicine  for  information. 

The  Council  reports  receiving  legislative  assignments 
from  the  Board  of  Trustees  in  the  consideration  of  House 
Bill  60,  the  so-called  “Voluntary  Health  Act  of  1971,” 
which  Act  would  permit  consumer-dominated  health  serv¬ 
ice  corporations.  The  bill  would  circumvent  certain 
provisions  in  the  Blue  Shield  and  Blue  Cross  Act  which 
guarantee  freedom  of  choice  of  physicians  and  hospitals, 
and  prevent  providers  of  service  from  dominating  the 
boards  of  the  corporations.  Following  joint  Council  and 
Board  deliberations,  Dr.  Limberger  forwarded  a  letter  to 
the  Legislature  urging  that  the  bill  be  amended  to  make  it 
more  versatile  in  its  application.  Many  of  these  features 
were  added,  but  others  were  needed.  We  urge  the  Council  to 
continue  its  efforts. 

The  House  of  Delegates  of  the  Pennsylvania  Medical  So¬ 
ciety  is  on  record  as  favoring  experimentation  in  the 
delivery  and  financing  of  health  services  which  are  designed 
to  render  the  best  quality  comprehensive  health  care  at  the 
most  reasonable  cost.  Your  Committee  RECOMMENDS 
that  the  House  support  the  Council  and  the  Board  of  Trus¬ 
tees  in  its  activities  concerning  House  Bill  60. 

Mr.  Speaker,  I  RECOMMEND  adoption  of  this  portion 
of  the  Reference  Committee  Report. 

The  Council  reports  receiving  instructions  from  the 
Board  of  Trustees  at  the  request  of  the  Philadelphia  Medi¬ 
cal  Society  to  support  legislation  requiring  impact-resistant 
lenses  and  fire-retardant  frames  in  eyeglasses,  to  be  sold  in 
Pennsylvania.  The  Council  reports  that  such  legislation  has 
passed  both  Houses  and  is  currently  in  a  conference  com¬ 
mittee  of  the  House  and  Senate. 

The  Council  reports  on  what  it  considers  as  a  possible 
breakthrough  in  the  area  of  Medical  Examiner  Systems  in 
its  report,  and,  hopefully,  their  optimism  will  be  well 
founded  —  if  successful.  Medical  Examiners  will  be  per¬ 
mitted  to  be  appointed  by  counties  or  groups  of  counties 
under  the  “Optional  Forms  of  County  Government  Law” 
currently  working  its  way  through  the  State  Legislature. 

Finally,  the  Council  reports  its  conduct  of  a  successful 
Congressional  visitation  in  which  over  thirty  physicians. 
State  Society  staff,  and  county  society  executive  secretaries 
went  again  to  meet  with  their  Congressmen  and  United 
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States  Senators.  It  is  noteworthy  that  the  Congressmen  do 
not  expect  a  national  health  insurance  program  in  this  ses¬ 
sion  of  Congress  and  that  they  feel  that  the  greatest  need  is 
in  the  area  of  catastrophic  health  coverage.  They  feel  that  it 
probably  can  be  added  to  existing  legislation.  Your  Com¬ 
mittee  commends  the  Council  on  these  visitations  and  rec¬ 
ommends  their  being  continued. 

Mr.  Speaker,  I  RECOMMEND  adoption  of  this  portion 
of  the  Reference  Committee  Report. 

Supplementary  Report  of  the  Council  on  Governmental 
Relations  ( Appendix  H) 

The  Council  has  submitted,  as  it  promised  it  would  do,  a 
Supplemental  Report  solely  on  legislation  currently  being 
considered  by  the  Pennsylvania  General  Assembly,  in 
which  the  Society  has  an  interest.  We  strongly  commend  it 
for  your  reading  and  suggest  that  it  is  an  excellent  report  for 
Delegates  to  use  to  transmit  to  their  county  medical 
societies  following  the  session  of  the  House.  It  should  be 
pointed  out  that  final  action  on  all  of  these  bills  will  not  be 
able  to  be  reported  until  next  year  when  the  Legislature  ad¬ 
journs. 

The  Committee  received  testimony  from  representatives 
of  the  Pennsylvania  Psychiatric  Society  concerning  House 
Bills  1 145  and  1 184.  The  first  measure  would  eliminate  the 
office  of  the  Commissioner  of  Mental  Health  and  the 
requirement  that  he  be  a  qualified  psychiatrist.  The  second 
measure  removes  from  state  law  the  requirement  that 
directors  of  state  mental  facilities  be  physicians.  We  urge 
the  House  of  Delegates  to  reaffirm  the  Society’s  long¬ 
standing  opposition  to  such  legislation. 

Mr.  Speaker,  I  move  the  adoption  of  this  portion  of  the 
Reference  Committee  Report. 

Address  of  the  President  -  Portion  on  The  “Legislative  Field” 
(November  Pennsylvania  Medicine) 

Dr.  Limberger,  in  his  address  to  the  House,  spent  several 
minutes  in  discussing  with  us  his  impressions  of  problems 
that  the  Society’s  legislative  program  faces  in  view  of  the 
other  priorities  before  the  General  Assembly.  It  is  a  good 
capsulization  of  what  is  happening  and  we  can  recommend 
it  to  you  in  reporting  the  legislative  area  to  your  county 
medical  societies. 

Mr.  Speaker,  I  move  adoption  of  this  portion  of  the  Ref¬ 
erence  Committee  Report. 

Revision  of  Certificate  of  Death  -  Resolution  71-8  (Official 
Reports  Book,  Page  136) 

Introduced  by:  Joseph  V.  Caliguiri,  M.D. 

in  behalf  of  the  Allegheny  County 
Medical  Society 

Author:  Ralph  J.  Stalter,  M.D. 

WHEREAS,  The  Certificate  of  Death  currently  used  by 
the  State  of  Pennsylvania  is  generally  conceded  to  contain  a 
number  of  serious  imperfections  from  both  the  statistical 
and  administrative  standpoints;  and 

WHEREAS,  The  format  of  the  aforementioned  Certifi¬ 
cate  of  Death  also  has  major  shortcomings;  and 

WHEREAS,  for  the  above  reasons,  the  Medical  Ex¬ 


aminer’s  office  of  the  County  of  Philadelphia  effected  major 
changes  in  the  Certificate  of  Death  of  the  State  of  Pennsyl¬ 
vania  shortly  after  the  County  was  granted  its  Home  Rule 
Charter  in  1955,  which  Certificate  then  replaced  the  Certif¬ 
icate  of  Death  in  the  State  of  Pennsylvania  in  that  munici¬ 
pality;  and  \ 

WHEREAS,  The  Certificate  of  Death  used  by  the 
County  of  Philadelphia  has  essentially  the  same  composi¬ 
tion  as  the  standard  Certificate  of  Death,  promulgated  by 
the  U.S.  Department  of  Health;  and 

WHEREAS,  It  is  highly  desirable,  from  an  epidemiologic 
and  statistical  standpoint,  to  simplify  and  standardize  the 
data-gathering  and  record-keeping  process  as  much  as  pos¬ 
sible;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
take  whatever  action  it  deems  appropriate  to  bring  about 
such  revision  of  the  current  Certificate  of  Death  in  the  State 
of  Pennsylvania  as  is  necessary  to  bring  it  into  conformity 
with  the  Standard  Certificate  of  Death  proposed  by  the  U.S. 
Public  Health  Department  at  the  time  it  last  revised  that 
Certificate  ( /  968 ). 

Your  Reference  Committee  feels  that  this  is  a  worthwhile 
procedure  and  urges  support  of  this  Resolution  revising  the 
current  Certificate  of  Death  in  the  State  of  Pennsylvania  to 
bring  it  into  conformity  with  the  standard  certificates  of 
death  adopted  by  the  United  States  Public  Health  Service. 
The  Committee  would  call  the  House’s  attention  to  the 
fourth  "Whereas”  which  testimony  showed  was  incorrect, 
but,  since  we  are  only  recommending  adoption  of  the  final 
"Resolve”  we,  accordingly,  recommend  that  Resolution  No. 
71-8  be  approved. 

Mr.  Speaker,  I  RECOMMEND  adoption  of  Resolution 
71-8. 

Objectionable  Conditions  in  Boarding  Homes  for  Elderly 

Citizens  -  Resolution  71-9  (Official  Reports  Book,  Page 

136) 

Introduced  by:  Joseph  V.  Caliguiri,  M.D. 

in  behalf  of  the  Allegheny  County 
Medical  Society 

Author:  Leonard  E.  Egerman,  M.D. 

WHEREAS,  The  Geriatrics  and  Chronic  Disease  Com¬ 
mittee  of  the  Allegheny  County  Medical  Society  has  been 
informed  that  there  are  shocking  and  deplorable  boarding 
home  situations  which  many  older  people  must  tolerate 
because  there  are  not  alternative  living  arrangements  avail¬ 
able  to  them  and  thus  are  at  the  mercy  of  designing  persons; 
and 

WHEREAS,  These  situations  are  said  to  involve  unfit, 
dangerous  and  objectionable  living  conditions  including 
overcrowding,  fire  hazards  and  inadequate  dietary,  medical 
and  social  services;  and 

WHEREAS,  the  Allegheny  County  Medical  Society 
Board  of  Directors  has  been  made  aware  of  this  situation, 
and  the  Geriatrics  and  Chronic  Disease  Committee  has 
pledged  to  support  community  efforts  to  improve  these  con¬ 
ditions  by  taking  an  active  part  in  involving  the  Allegheny 
County  Medical  Society  and  its  members  in  every  proper 
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endeavor  to  improve  the  medical,  social,  environmental  and 
protective  legal  circumstances  of  the  aging  population,  so 
that  this  important  segment  of  our  society,  including  many 
of  us,  may  live  with  greater  dignity  and  enjoy  the  respect 
earned  throughout  their  lives;  therefore  be  it 

RESOLVED,  That  this  information  be  transmitted  to  the 
House  of  Delegates  of  the  Pennsylvania  Medical  Society  so 
that  appropriate  measures  including  legislative  action  can 
be  taken  to  correct  this  inhuman  situation. 

Your  Committee  feels  that  every  effort  must  be  made 
continually  to  improve  the  living  conditions  of  all  citizens 
of  our  Commonwealth.  Although  there  is  probably  suf¬ 
ficient  authority  in  the  Department  of  Public  Welfare  and 
the  Department  of  Health  to  encompass  this,  it  appears  to 
be  worthwhile  for  this  House  of  Delegates  to  lend  whatever 
assistance  it  can  to  correct  situations  that  are  inimical  to  the 
health  and  well-being  of  our  senior  citizens.  However,  the 
Resolved  portion  of  the  Resolution  is  unclear,  as  was 
brought  out  in  testimony,  and  so  we  recommend  that  the 
Resolve  read  as  follows: 

RESOLVED,  that  any  information  concerning 
objectionable  conditions  in  Boarding  Homes  for 
elderly  citizens  be  transmitted  to  the  Board  of 
Trustees  of  the  Pennsylvania  Medical  Society  so 
that  appropriate  measures  may  be  taken  to  cor¬ 
rect  this  inhuman  situation.  We  urge  executive 
and  legislative  action  as  deemed  necessary.  This 
should  include  licensing  and  inspection. 

Mr.  Speaker,  I  RECOMMEND  adoption  of  substitute 
Resolution  71-9. 

Resolution  No.  71-12:  State  Committee  on  Quackery 

Introduced  by:  Frank  J.  DiLeo,  M.D., 

in  behalf  of  the  Lehigh  County 
Medical  Society 

Author:  Stephen  J.  Barrett,  M.D. 

WHEREAS,  Chiropractors  continue  to  make  political 
gains  in  spite  of  the  fact  that  what  they  do  is  without  scien¬ 
tific  foundation;  and 

WHEREAS,  To  date,  the  medical  profession  in  Pennsyl¬ 
vania  has  adopted  a  primarily  defensive  position;  therefore 
be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
create  a  Committee  on  Quackery  with  an  annual  operating 
budget  of  at  least  $50,000;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society  en¬ 
dorse  and  publicize  in  every  available  way  the  flier  program 
of  the  Lehigh  Valley  Committee  Against  Health  Fraud,  Inc. 

This  Resolution,  which  would  appropriate  $50,000  to  the 
creation  of  such  a  committee,  seems  to  have  a  laudatory 
purpose.  The  Committee  feels  that  it  cannot  support  the 
budgetary  item  since  it  would  place  an  inappropriate  strain 
on  the  already  overstrained  budget.  Your  Committee  also 
observes  that  the  Resolution  directs  itself  to  chiropractic 
exclusively,  and  this  is  only  one  facet  of  the  quackery 
problem.  The  program  of  the  Lehigh  Valley  Committee  is 
unfamiliar  to  us  and  we  feel  this  material  should  be  studied 
j  for  its  application,  and  so  we  recommend  that  the 
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"Resolved”  portions  of  Resolution  No.  71-12  be  deleted  and 
the  following  adopted: 

“ RESOLVED ,  that  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  consider  creating 
a  separate  organization  to  consist  of  physicians 
and  laymen;  and  be  it  further 

RESOLVED,  that  this  organization  explore  the 
public  relations  value  of  the  flier  program  of  the 
Lehigh  Valley  Committee  against  Health  Fraud; 
and  be  it  further 

RESOLVED,  that  if  such  organization  deems  it 
appropriate  that  it  undertake  an  educational 
program  throughout  the  state  to  the  end  that  all 
citizens  learn  what  constitutes  health  quackery .” 

Mr.  Speaker,  I  RECOMMEND  adoption  of  substitute 
Resolution  71-12. 

Address  of  the  President  -  Portion  on  Emergency  Medical 
and  Health  Services  in  Pennsylvania 
Your  Reference  Committee  was  pleased  to  learn  of  the 
work  done  by  the  Commission  on  Emergency  Medical  Serv¬ 
ices  of  the  Society  in  the  writing  and  publishing  of  the 
"White  Paper”  on  Emergency  Medical  and  Health  Services. 
It  also  notes  with  enthusiasm  the  number  of  copies  that 
were  distributed  to  important  county,  municipal  and  state 
officials.  It  is  further  pleased  to  learn  of  the  interest  that  it 
has  evoked  on  the  part  of  these  officials  and  commends  the 
Commission  for  its  work. 

Mr.  Speaker,  I  RECOMMEND  the  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  Report. 

Report  of  the  Reference  Committee 
on  Medical  Service  “B” 

Ulysses  E.  Watson,  M.D.,  Chairman,  presented  the 
report  of  the  Committee,  which  was  adopted  as  read. 

Supplemental  Report  "B”  of  the  Council  on  Medical  Serv¬ 
ice  and  (Official  Reports  Book  -  Pages  104-133) 

Recommendation  of  President  (Address  of  President- 
November  Pennsylvania  Medicine) 

Recommendation  of  President-Elect  (Address  of  President- 
Elect  -  November  Pennsylvania  Medicine) 

The  members  of  the  Reference  Committee  were  pleased 
that,  due  to  foresight  of  the  Speaker  of  the  House,  the  open 
hearing  of  the  Reference  Committee  was  scheduled  so  that 
all  interested  Delegates  could  attend  and  participate.  The 
Reference  Committee  was  impressed  with  the  interest  and 
constructive  concern  expressed  by  a  large  contingent  of  the 
House  of  Delegates.  The  Reference  Committee  was  pleased 
to  note  the  wide  acceptance  of  the  general  objectives  outlined 
in  the  Council’s  Supplemental  Report  "B”. 

Your  Reference  Committee  believes  that  the  objectives 
and  activities  set  forth  in  the  Supplemental  Report  are  con¬ 
sistent  with  the  action  of  the  1970  House  of  Delegates 


95 


directing  the  Council  on  Medical  Service  to  consider  the 
development  of  a  health  care  financing  and  delivery  mecha¬ 
nism  which  will  serve  as  a  viable  alternative  to  present  and 
proposed  methods.  We  wish  to  commend  the  Council,  its 
Subcommittee,  and  staff  for  an  outstanding  performance  in 
developing  the  report. 

Your  Reference  Committee  noted  that  there  was  general 
approval  of  the  concept  of  peer  review  and  support  of  the 
Research  Plan  of  the  PMS  -  Medical  Care  Appraisal  Project 
as  outlined  on  Pages  106  through  1 15.  The  Council  is  to  be 
commended  for  not  only  developing  the  Plan  but  for  also 
obtaining,  from  other  sources,  the  funds  for  its  support.  In 
developing  the  objectives  of  the  Research  Plan,  your  Refer¬ 
ence  Committee  urges  physicians  in  all  specialties, 
including  family  physicians,  to  participate  in  the  develop¬ 
ment  of  criteria  for  medical  care  appraisal. 

Much  of  the  discussion  before  the  Reference  Committee 
reflected  interest,  concern,  confusion,  misunderstanding, 
and  enthusiastic  support  of  the  concept  of  the  Pennsylvania 
Medical  Care  Foundation.  The  overall  tenor  of  the  testimo¬ 
ny  was  in  support  of  the  objectives  of  the  Medical  Care 
Foundation. 

Based  on  this  testimony,  your  Reference  Committee 
recognizes  the  need  for  the  development  of  further  details 
of  the  operational  aspect  of  the  Foundation.  In  particular, 
the  Reference  Committee  reviewed  the  draft  (Appendix  K) 
of  the  Bylaws  of  the  Pennsylvania  Medical  Care  Founda¬ 
tion.  Your  Reference  Committee  feels  that  the  Council 
should  further  refine  the  draft  of  the  Bylaws  in  consultation 
with  county  medical  societies,  hospital  medical  staffs,  and 
other  participating  and  cooperating  agencies. 

In  pursuing  the  development  of  the  operational  structure 
and  organizational  relationships  of  the  Medical  Care  Foun¬ 
dation,  the  Council  on  Medical  Service  should  be  urged  to 
continue  the  development  and  expansion  of  cooperative 
relationships  with  hospitals,  governmental  agencies,  third 
parties,  and  public  representatives. 

Your  Reference  Committee  was  impressed  with  the  sig¬ 
nificance  of  the  proposed  Program  and  its  long-range 
implications.  Your  Reference  Committee  urges  the  Council 
to  proceed,  without  delay,  with  the  activities  of  the  Medical 
Care  Appraisal  Project  and  the  further  development  of  the 
Pennsylvania  Medical  Care  Foundation. 

In  conclusion,  your  Reference  Committee  believes  that 
the  concept  of  the  Pennsylvania  Medical  Care  Foundation 
is  indeed  sound  and  that  such  a  Foundation  will  have  a  sal¬ 
utary  effect  upon  the  development  of  a  high  quality 
pluralistic  system  of  medical  care  delivery. 

Mr.  Speaker,  in  accordance  with  this  belief,  your  Refer¬ 
ence  Committee  RECOMMENDS  adoption  of  this  report 


and  Supplemental  Report  "B”  of  the  Council  on  Medical 
Service. 

Annual  Assessment 

David  S.  Masland,  M.D.,  Chairman  of  the  Finance  Com¬ 
mittee  of  the  Board  of  Trustees  and  Councilors,  presented 
the  following  report,  which  was  adopted  by  the  House, 
thereby  establishing  the  annual  assessment  for  1972  at 
$100. 

Mr.  Speaker,  Members  of  the  House  of  Delegates,  the  Fi¬ 
nance  Committee  RECOMMENDS  that  the  1972  annual 
assessment  for  active  members  of  the  Pennsylvania  Medical 
Society  be  $100. 

Contingent  upon  the  approval  by  the  House  of  the  1972 
assessment,  the  Finance  Committee  plans  to  introduce  a 
resolution  before  the  Board  of  Trustees  which  will  recom¬ 
mend  that  8  percent  of  the  annual  assessment  be  allocated 
to  the  Educational  Fund  of  the  Educational  and  Scientific 
Trust  of  the  Pennsylvania  Medical  Society,  which,  in  the 
case  of  full  dues-paying  members  will  amount  to  $8.00. 

The  Finance  Committee  also  plans  to  recommend  to  the 
Board  of  Trusteesthat  of|the  annual  assessment  paid  by  each 
active  member,  1  percent,  or  in  the  case  of  full  dues-paying 
members  $1.00,  be  allocated  to  the  Medical  Benevolence 
Fund.  This  means  that  rather  than  $100,  a  total  of  $91  of 
the  annual  assessment  of  each  full  dues-paying  member  will 
be  available  to  the  General  Fund  for  operating  expenses  of 
the  Society. 

New  Business 

Motion:  It  was  moved  and  seconded  that  the  Committee 
on  Hotel  and  Local  Arrangements  be  commended  for  its 
work  in  connection  with  the  1971  Annual  Session.  Motion 
carried. 

Motion:  It  was  moved  and  seconded  that  the  Allegheny 
County  Medical  Society  be  thanked  for  its  reception  ten¬ 
dered  to  delegates  at  its  new  headquarters  building  on  Octo¬ 
ber  4.  Motion  carried. 

Motion:  It  was  moved  and  seconded  that  the  House  give 
a  vote  of  thanks  to  the  Speaker  and  the  Vice  Speaker  for  the 
manner  in  which  they  conducted  the  meeting.  Motion 
carried. 

The  meeting  adjourned  at  1:30  p.m. 

Respectfully  submitted. 

William  Y.  Rial,  M.D.,  Speaker 
John  B.  Lovette.  M.D..  Vice  Speaker 
Raymond  G.  Grandon,  M.D.,  Secretary 
Robert  L.  Lamb,  Assistant  Secretary 


Appendices 


Appendix  A 

1971  PaMPAC  Report  to  the  House  of  Delegates 
William  B.  West,  M.D.,  Chairman 

Mr.  Speaker,  Mr.  President,  Mr.  President-Elect, 
Members  of  the  House,  distinguished  guests,  I  appreciate 
this  opportunity  to  present  the  Annual  Report  of  the  Penn¬ 
sylvania  Medical  Political  Action  Committee. 


The  political  action  movement  within  the  medical  profes¬ 
sion  is  just  about  to  complete  its  First  decade.  It  is  extremely 
important  at  this  time  in  our  existence  that  we  carefully  re¬ 
examine  our  successes  and  our  failures  so  that  we  can  ac¬ 
complish  the  legislative  result  we  are  all  working  toward. 

When  I  reported  to  you  last  year  at  Annual  Session,  we 
were  less  than  one  month  away  from  the  November  election. 
In  1970,  PaMPAC  was  involved  in  94  election  contests.  Of 
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the  94  candidates  supported,  80  have  been  elected  or  re¬ 
elected,  with  many  representatives  being  placed  on  key 
committees  that  handle  health  legislation. 

Since  1971  was  labelled  an  “off'  election  year,  PaMPAC 
focused  its  attention  to  membership.  Traditionally,  PAC 
membership  usually  drops  a  little  from  its  previous  election 
year.  Through  direct  mail  solicitation  and  a  follow-up 
mailing  to  the  non-PAC  physicians  in  Pennsylvania,  mem¬ 
bership  in  PaMPAC  has  increased  10%  from  the  1970  fig¬ 
ure. 

Joint  billing  continues  to  be  the  most  efficient  and  effec¬ 
tive  way  to  collect  voluntary  PAC  membership  contribu¬ 
tions.  However,  we  recognize  that  joint  billing  does  not  do 
the  whole  job.  It  does  not  teach  the  newcomer  in  the  medi¬ 
cal  community  the  value  of  membership  in  the  PAC  move¬ 
ment.  Therefore,  we  have  continued  to  seek  out  the  non¬ 
member  and  have  made  personal  appeals  for  his  partici¬ 
pation.  Throughout  the  year,  our  staff  and  Board  members 
have  had  the  opportunity  to  explain  the  activities  of 
PaMPAC  at  many  of  the  county  medical  society  meetings. 
Since  the  political  scene  changes  on  a  day-to-day  basis,  it  is 
most  important  that  we  continue  this  political  education  at 
the  grass  roots  level.  We  recognize  that  there  are  still  some 
misconceptions  and  questions  about  PaMPAC,  and  we 
would  like  to  discuss  these  matters  with  the  component 
societies  at  any  time. 

Through  the  cooperation  of  the  Woman’s  Auxiliary  to 
the  Pennsylvania  Medical  Society,  the  topics  of  political  ac¬ 
tion  and  legislation  have  been  included  on  the  agenda  of 
their  regional  workshops.  Voter  registration  drives  and  can¬ 
didate  support  activity  are  subjects  that  are  being  covered  at 
these  meetings. 

We  can  all  mark  certain  years  of  our  lives  as  a  critical 
time.  Usually  we  do  this  in  retrospect.  Rarely  are  we  able  to 
recognize  these  years  as  critical  while  we  are  busy  living 
them.  In  1972,  we  will  be  once  more  called  upon  to  select 
and  elect  the  governing  bodies  that  will  be  responsible  for 
designing  the  method  of  delivery  of  health  care.  And  so 
membership  is,  again  of  necessity,  our  first  priority  in  any 
year —  on  year,  or  off.  But  our  second  priority,  the  success 
of  which  is  conditional  upon  the  first,  is  candidate  support. 
Local  physician  involvement  and  participation  will  be  the 
only  way  we  can  achieve  this  task. 

The  first  step  toward  obtaining  this  goal  is  evaluating  the 
candidates  and  their  campaigns.  Yesterday’s  lessons  prepare 
us  well  for  this.  The  second  step  is  acting  on  this  evaluation. 
Supporting  friendly  incumbents  is  an  immediate  and  neces¬ 
sary  task  in  which  our  profession  can  excel.  It  is  most  dif¬ 
ficult,  however,  to  find  a  challenger  for  an  "unfriendly”  in¬ 
cumbent,  but  it  can  be  done,  and  done  well.  In  some  in¬ 
stances  of  unfriendly  incumbents,  perhaps  medical  per¬ 
sonnel  should  be  enlisted  to  run  for  the  Legislature.  We  are 
badly  in  need  of  more  physicians  in  the  legislative  halls. 

Yes,  redistricting  will  be  a  problem  in  1972  and,  yes, 
boundary  lines  will  change.  Yes,  political  alliances  will  be 
upset  and  old  political  ties  will  be  broken.  But,  congres¬ 
sional  and  state  reapportionment  must  not  be  used  as  a 
reason  or  an  excuse  for  postponing  action  to  support  can¬ 
didates.  We  must  start  now  in  searching  out  the  talent  at  the 
grass  roots  and  put  fresh  new  minds  to  work  in  helping  to 
elect  our  representatives. 


When  President  Nixon  addressed  the  AMA  House  of 
Delegates  this  June,  he  said,  "I  know  many  of  you  are  so 
concerned  whenever  anybody  suggests  that  you  get  into  pol¬ 
itics,  and  I  do  not  speak  in  any  partisan  sense.  I  am  not  con¬ 
cerned  about  whether  you  are  in  politics  in  one  party  or  the 
other.  The  main  thing  is  to  be  in.  I  have  heard  a  doctor  say 
on  occasion  "I  am  only  interested  in  my  profession;  I  am  not 
interested  in  politics.’  Let  me  tell  you  something:  He  better 
get  interested  in  politics  or  he  won’t  have  a  profession  to  be 
interested  in.” 

Finally,  Mr.  Speaker,  let  me  reaffirm,  in  behalf  of 
PaMPAC,  our  gratitude  to  the  Pennsylvania  Medical  Soci¬ 
ety  and  its  component  societies  for  their  continuing  sup¬ 
port. 

Appendix  B 

Referrals  —  Address  of  Dr.  Limberger 
October  4, 1971 

Reference  Committee  on  Reports  of  Officers 
Address  in  general 

Comments  and  recommendation  concerning  PaMPAC 
Comments  and  recommendation  concerning  membership 
Reference  Committee  on  Medical  Service  B 

Comments  and  recommendation  concerning  Pennsyl¬ 
vania  Medical  Care  Foundation 

Appendix  C 

Referrals  —  Address  of  Dr.  Rosemond 
October  4,  1971 

Reference  Committee  on  Reports  of  Officers 
Comments  and  recommendation  concerning  dollar 
priorities 

Comments  and  recommendation  concerning  PaMPAC 
billing 

Reference  Committee  on  Medical  Service  B 

Comments  and  recommendation  concerning  Medical 
Care  Foundation 

Reference  Committee  on  Education  and  Science 

Comments  and  recommendation  concerning  Continuing 
Education  Institute 

Reference  Committee  on  Constitution  and  Bylaws 

Comments  and  recommendation  concerning  continuing 
education  membership  requirements 
Comments  and  recommendation  concerning  medical 
student  membership 

Reference  Committee  on  Governmental  Relations 

Comments  and  recommendation  concerning  contingency 
fees 

Reference  Committee  on  Reports  of  Standing  and  Special 
Committees 

Comments  and  recommendation  concerning  activity  of 
censors 

Reference  Committee  on  Public  Service 

Comments  and  recommendation  concerning  medicaf 
service  distribution 

Appendix  D 

Supplemental  Report  —  AMA  Delegation 

Eleven  Pennsylvania  Delegates  were  seated  at  the  120th 
Annual  Meeting  of  the  American  Medical  Association  held 
in  Atlantic  City,  New  Jersey,  June  20-24,  1971,  as  follows: 
Drs.  William  A.  Barrett,  Samuel  B.  Hadden,  Park  M. 
Horton,  Edmund  L.  Housel,  William  A.  Limberger,  John  B. 
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Lovette,  Malcolm  W.  Miller,  William  Y.  Rial,  Russell  B. 
Roth,  William  B.  West.  Dr.  Wilbur  E.  Flannery  served  as 
delegate  in  place  of  Dr.  Wendell  B.  Gordon. 

Alternate  delegates  in  attendance  were:  Drs.  R.  Wm. 
Alexander,  Robert  F.  Beckley,  Jerome  Chamovitz,  Leo  C. 
Eddinger,  Paul  S.  Friedman,  Raymond  C.  Grandon, 
Matthew  Marshall,  Jr.,  David  S.  Masland,  George  A. 
Rowland,  and  R.  Robert  Tyson.  In  addition.  Dr.  Mayer  A. 
Green  of  Pittsburgh,  delegate  from  the  Section  on  Allergy, 
and  Dr.  John  H.  Moyer  of  Philadelphia,  alternate  from  the 
Section  on  Clinical  Pharmacology  and  Therapeutics,  sat 
and  worked  with  the  Delegation. 

Undoubtedly,  the  highlight  of  the  meeting  was  President 
Richard  M.  Nixon’s  address  to  the  House  of  Delegates  on 
Tuesday,  June  22. 

Three  resolutions  were  introduced  by  the  Pennsylvania 
Delegation  as  follows: 

(1)  Subject:  “Use  of  Safety  and  Impact  Resistant  Materi¬ 
als  in  Eyeglasses” —  “Resolved,  That  the  American  Medical 
Association  recommends  that  all  goggles,  spectacles,  sport 
and  sunglass  lenses  be  of  safety  or  increased  impact  resistant 
material  unless  specifically  ordered  otherwise  by  the 
prescribing  physicians;  and  be  it  further  Resolved,  That  all 
frames  should  be  of  fire  retardant  construction  and  con¬ 
structed  of  posterior  retaining  design.” 

In  its  report,  the  reference  committee  noted  that  the 
Food  and  Drug  Administration  has  issued  a  statement  of 
policy  requiring  that  after  December  31,  1971,  all 

eyeglasses,  including  sunglasses,  must  be  fitted  with  impact- 
resistant  lenses  except  when  the  physician  Finds  that  such 
lenses  will  not  fulfill  the  visual  requirements  of  a  particular 
patient,  and  recommended  the  adoption  of  the  resolution. 
The  House  referred  the  resolution  to  the  Board  of  Trustees 
and  AMA  Legal  Department  for  report  back  to  the  House. 

(2)  Subject:  “Extension  of  the  Appeal  Period  to  the 
Judicial  Council  of  the  AMA” —  “Resolved,  That  the  ap¬ 
peal  period  to  the  Judicial  Council  of  the  AMA  be  extended 
from  thirty  (30)  days  to  sixty  (60)  days  through  the  follow¬ 
ing  amendment:  BYLAWS  -  CHAPTER  IV  -  DISCIPLI¬ 
NARY  ACTION,  Section  1.  Regular  and  Associate 
members  "(A)  In  all  controversies  between  a  member  and 
his  component  society  or  state  association,  an  appeal  may 
be  made  to  the  Judicial  Council  on  questions  of  law  and 
procedure  only,  but  not  of  fact.  Notice  of  appeal  shall  be 
filed  with  the  Judicial  Council  within  [thirty  (30)]  sixty 
(60)  days  of  the  date  of  the  decision  by  the  state  association, 
and  the  appeal  shall  be  perfected  within  sixty  (60)  days 
thereof;  provided,  however,  that  the  Judicial  Council,  for 
what  it  considers  good  and  sufficient  cause,  may  grant  an 
additional  thirty  (30)  days  for  perfecting  the  appeal.” 

The  Reference  Committee  was  not  convinced  of  any  need 
to  extend  the  time  for  filing  a  Notice  of  Appeal,  which  com¬ 
mences  with  the  date  of  the  state  association's  decision,  and 
pointed  out  that  an  additional  60  days  is  presently  provided 
for  perfecting  the  appeal,  so  only  the  time  for  filing  the  ini¬ 
tial  "Notice  of  Appeal”  is  in  question.  The  Reference  Com¬ 
mittee  recommended  rejection  of  the  Resolution  and  the 
House  concurred. 

(3)  Subject:  “New  Classification  of  Membership” — 
“Resolved,  That  the  American  Medical  Association  consid¬ 


er  creating  a  Senior  Active  membership  category  with  full 
benefits  which  would  provide  for  50%  payment  of  the  an¬ 
nual  dues  for  any  physician  who  reaches  age  65  and  has  had 
at  least  30  years  of  continuous  AMA  membership.” 

The  Reference  Committee  was  of  the  opinion  that  the 
resolution  would  have  the  effect  of  reducing  AMA  income 
without  any  corresponding  reduction  in  AMA  expenditures 
and  reminded  the  House  that  the  Bylaws  presently  provide 
for  a  waiver  of  dues  for  members  in  financial  hardship  and 
for  members  over  70  years  of  age.  See  Chapter  III  of  the 
AMA  Bylaws.  The  Reference  Committee  recommended 
rejection  of  the  Resolution  and  the  House  concurred. 

Pennsylvania  continues  to  maintain  physicians  in  key 
positions  of  the  AMA.  Dr.  Russell  B.  Roth  was  unanimous¬ 
ly  elected  Speaker  of  the  House  of  Delegates  for  a  third 
term;  Dr.  Elmer  G.  Shelley,  a  Past  President  of  the  Pennsyl¬ 
vania  Medical  Society,  continues  as  Chairman  of  the  AMA 
Judicial  Council;  Dr.  William  A.  Sodeman  of  Philadelphia, 
is  Chairman  of  the  Council  on  Medical  Education  and  Dr. 
M.  Louise  C.  Gloeckner  continues  to  serve  as  a  member  of 
the  Council  on  Constitution  and  Bylaws. 

Dr.  Park  M.  Horton  was  elected  Chairman  of  the  Delega¬ 
tion  and  Dr.  Malcolm  W.  Miller  was  elected  Vice 
Chairman.  Dr.  Edmund  L.  Housel  continues  to  serve  as 
Secretary  of  the  Delegation. 

Appendix  E 
Supplemental  Report  A 
Board  of  Trustees  and  Councilors 

At  its  August,  1971  meeting  the  Board  of  Trustees 
took  action  on  a  number  of  items  which  are  of  interest  to 
the  members  of  the  House  of  Delegates,  but  which 
require  no  specific  action.  The  Board  of  Trustees  takes 
this  opportunity  to  inform  the  House  of  Delegates  of 
some  of  the  major  actions  taken  at  that  meeting. 

1.  Determined  to  recognize  the  100th  anniversary  of 
the  Warren  County  Medical  Society  and  that  such  rec¬ 
ognition  be  coordinated  through  Dr.  Keck. 

2.  Approved  sponsorship  of  the  Reception  preceding 
the  State  Dinner,  Tuesday  evening,  October  5,  1971  at 
the  Pittsburgh  Hilton,  by  Parker  and  Company,  Inc. 
of  Pennsylvania  and  the  Argonaut  Insurance  Com¬ 
pany. 

3.  Authorized  the  Special  Board  Committee  on 
Susquehanna  Valley  Regional  Medical  Program  to  ap¬ 
point  a  search  committee  for  the  purpose  of  recruiting 
a  physician  to  direct  the  program. 

4.  Authorized  a  $30,000  contribution  for  the  year 
1971-72  (the  Foundation's  fiscal  year)  to  the  Pennsyl¬ 
vania  Medical  Care  Foundation  with  $15,000  for  the 
first  six  months’  operations  coming  out  of  the  general 
fund  for  1971  and  $15,000  for  the  first  six  months  of 
1972  to  come  from  1972  funds. 

5.  Determined  to  submit  to  the  Governor  a  new  list 
of  physicians  acceptable  to  the  Society  for  appoint¬ 
ment  to  the  State  Board  of  Medical  Education  and 
Licensure. 

6.  Directed  that  a  letter  be  written  to  the  Regional 
Advisory  Group  stating  that  the  Board  supports  the 
activities  and  plans  of  the  Susquehanna  Valley 
Regional  Medical  Program. 
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7.  Determined  to  urge  state  government  to  examine 
the  noise  levels  of  specific  products  and  set  operation¬ 
al  noise  levels  which  the  manufacturer  will  be 
required  to  clearly  label  on  each  item  before  the  prod¬ 
uct  may  be  sold  in  Pennsylvania. 

8.  Determined  to  oppose  House  Bill  No.  1 145  which 
abolishes  the  office  of  Commissioner  of  Mental 
Health. 

9.  Determined  to  accredit  continuing  medical  educa¬ 
tion  programs  in  Pennsylvania  with  implementation  to 
be  carried  out  by  the  Council  on  Education  and 
Science  in  consultation  with  the  AMA. 

10.  Established  an  Environmental  Improvement  Rec¬ 
ognition  Award  to  be  made  available  to  individuals, 
corporations,  voluntary  groups,  and/or  communities 
for  efforts  to  improve  the  environment,  such  an  award 
program  to  be  administered  by  the  Council  on  Educa¬ 
tion  and  Science. 

1 1 .  Recognized  Richard  B.  Magee,  M.D.,  Chairman 
of  the  Council  on  Education  and  Science,  for  his 
many  contributions  to  the  educational  and  scientific 
activities  of  the  Society  over  the  past  six  years. 

12.  Supported  in  principle  a  recommendation  calling 
for  a  universal  health  insurance  program  similar  to 
“workmen’s  compensation.”  Implementation  is  to 
await  development  of  the  Society’s  Foundation. 

13.  Approved  an  Excess  Major  Medical  Insurance 
Coverage  Program  for  members  to  be  underwritten  by 
the  Lumbermens  Mutual  Insurance  Company  and  ad¬ 
ministered  by  the  Bertholon-Rowland  Agencies. 

14.  Amended  and  approved  the  "Kelly  Committee” 
draft  of  the  Medical  Practice  Act  of  1971  dated  July 
28,  1971  and  authorized  its  introduction  to  the  legisla¬ 
ture. 

Appendix  F 
Supplemental  Report  A 
Council  on  Medical  Service 

The  following  report  outlines  recent  developments 
related  to  Pennsylvania  Blue  Shield  and  is  being  submitted 
for  the  consideration  of  the  House  of  Delegates  as  a  supple¬ 
ment  to  the  Annual  Report  of  the  Council  on  Medical  Serv¬ 
ice: 

In  December  of  1970,  the  Council’s  Subcommittee  to 
Advise  Blue  Shield  considered  several  problems  related  to 
the  inequities  and  inconsistencies  in  Blue  Shield  Fee  Sched¬ 
ule  Programs.  Blue  Shield  representatives  met  with  the  Sub¬ 
committee  and  the  Council  to  explain  the  many  problems 
involved  in  up-grading  fee  schedule  allowances  and  income 
limitations  in  view  of  the  desire  to  preserve  the  Prevailing 
Fee  Program. 

Based  on  the  Council’s  recommendation,  the  PMS  Board 
of  Trustees  took  action  at  its  January,  1971  meeting  to  urge 
Blue  Shield  to  continue  efforts  to  evaluate  the  inequities 
and  inconsistencies  in  the  Plan  B  Fee  Schedule  and  to 
report  the  conclusions  of  their  studies  to  the  Council. 

At  its  April,  1971  meeting,  the  Subcommittee  to  Advise 
Blue  Shield  was  informed  by  Blue  Shield  representatives 
that  Blue  Shield’s  Fee  Schedule  Committee  recommended  a 
revision  of  Plan  B.  However,  the  Blue  Shield  Board  of 


Directors  had  referred  the  matter  to  a  special  Study  and 
Planning  Committee  which  then  recommended  that,  rather 
than  changing  Plan  B,  a  new  fee  schedule  plan  with  higher 
income  limits  be  developed.  This  recommendation  was 
approved  by  the  Blue  Shield  Board  of  Directors  on  May  5, 
1971. 

As  a  result,  at  the  August  4,  1971  meeting  of  the  Blue 
Shield  Board  of  Directors,  the  Fee  Schedule  Committee, 
with  the  assistance  of  Blue  Shield  management,  presented  a 
proposed  Plan  C  which  outlined  the  following  general 
provisions: 

1.  Proposed  fee  allowances,  along  with  the  methodology 
used  to  develop  such  allowances; 

2.  A  program  of  benefits  similar  in  scope  to  that  avail¬ 
able  under  the  Prevailing  Fee  Program;  and 

3.  Income  limits  for  service  benefits. 

After  reviewing  the  report  of  the  Fee  Schedule  Com¬ 
mittee,  the  Blue  Shield  Board  of  Directors  recommended 
that  the  fee  allowances  of  the  proposed  Plan  C  be  referred 
to  the  appropriate  PMS  Specialty  Advisory  Committees  for 
review  and  comment. 

After  receiving  the  Blue  Shield  request  for  review,  it  did 
not  seem  appropriate  to  refer  the  proposed  Plan  C  fee  al¬ 
lowances  to  the  Specialty  Advisory  Committees  since  it  ap¬ 
peared  the  offering  of  a  new  fee  schedule  program  by  Blue 
Shield  may  be  in  conflict  with  present  Society  policy,  which 
supports  the  Prevailing  Fee  concept  and  urges  the  eventual 
elimination  of  fee  schedule  plans.  Therefore,  Blue  Shield 
representatives  met  with  the  Council  on  August  22.  1971  to 
discuss  the  development  of  the  proposed  Plan  C  Fee  Sched¬ 
ule  Program.  The  Blue  Shield  representatives  brought  the 
following  points  to  the  attention  of  the  Council  to  support 
the  introduction  of  the  proposed  Plan  C: 

1.  Since  Blue  Shield  introduced  its  Prevailing  Fee  Pro¬ 
gram  on  August  1,  1965,  enrollment  thereunder  has 
increased  steadily  but  not  at  a  phenomenal  rate.  As  of 
May  31,  1971,  there  were  1,692,437  persons  (29%  of 
the  total  Blue  Shield  enrollment)  enrolled  under  the 
Prevailing  Fee  Program. 

2.  Enrollment  under  Plan  A  has  continued  to  decline 
markedly  as  a  result  of  Blue  Shield's  efforts  to  have 
subscribers  upgrade  to  Prevailing  Fee  or  Plan  B.  As  of 
May  31,  1971,  there  were  329,543  persons  enrolled 
under  Plan  A  -  a  drop  from  925,506  in  1967  when  the 
PMS  House  of  Delegates  asked  Blue  Shield  to  encourage 
Plan  A  subscribers  to  change  to  better  programs. 

3.  Enrollment  under  Plan  B  has  continued  to  decline  but 
only  slowly.  As  of  May  31,  1971,  there  were  still 
3,235,264  persons  enrolled  thereunder,  or  55%  of  the 
total  Blue  Shield  enrollment. 

4.  The  upgrading  of  subscribers'  coverage  from  Plan  B 
to  Prevailing  Fee  has  been  the  slowest  in  those  areas 
where  the  Prevailing  Fee  rates  have  been  highest.  For 
example,  because  of  the  different  economic  character¬ 
istics  of  various  parts  of  our  state,  the  Prevailing  Fee 
monthly  group  rate  for  a  family  in  the  Allentown  area  is 
$8.55;  in  the  Wilkes-Barre  area,  $8.70;  and  in 
Philadelphia,  $1  1.70.  Consequently,  in  those  areas  such 
as  Philadelphia  where  the  sale  of  the  Prevailing  Fee  Pro- 
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gram  has  been  the  slowest  and  thus  not  widely  available, 
the  doctors  have  been  urging  Blue  Shield  to  improve 
Plan  B  allowances  and  some  of  the  subscribers  (including 
large  purchasers)  have  been  clamoring  for  an  option  that 
is  better  than  Plan  B  but  less  than  Prevailing  Fee. 

5.  The  matter  of  improving  Plan  B  was  studied  by  the 
Blue  Shield  Special  Study  and  Planning  Committee 
comprised  of  the  members  of  the  Corporate  Planning 
Committee  of  Blue  Shield’s  Board  and  of  the  Steering 
Committee  of  Blue  Shield’s  Subscriber  Advisory 
Council.  It  was  concluded  that: 

a.  Marketing  efforts  should  continue  to  be  concen¬ 
trated  primarily  on  the  promotion  of  Prevailing 
Fee  programs. 

b.  A  new  Plan  C  should  be  introduced  as  an  option 
that  is  an  improvement  on  Plan  B  but  less  than 
Prevailing  Fee.  It  was  felt  that  it  would  be  easier 
to  obtain  the  approval  of  the  Insurance  Depart¬ 
ment  of  a  new  Plan  C  rather  than  an  improve¬ 
ment  of  the  current  Plan  B.  It  would  mean  filing 
a  "new  product”  rather  than  a  request  for  a  rate 
increase.  (In  effect,  any  attempt  to  improve  the 
current  Plan  B  allowances  would  also  require 
Blue  Shield  to  improve  the  current  Plan  B  in¬ 
come  levels  for  service  benefits.  Thus  Blue  Shield 
ends  up  in  the  same  place  as  a  “new  Plan  C”.) 

6.  In  view  of  the  foregoing,  the  proposed  "Plan  C”  al¬ 
lowances,  unlike  the  Plan  A  and  B  allowances  when  they 
were  established,  do  not  represent  the  present  "going 
rate”  for  doctors’  charges;  the  Prevailing  Fee  program 
has  been  designed  to  do  that.  If  the  PMS  Specialty  Advi¬ 
sory  Committees  should  recommend,  upon  their  reviews, 
that  the  proposed  allowances  be  increased  to  any  consid¬ 
erable  extent,  then  the  increases  would  conceivably 
result  in  premium  rates  which  would  be  higher  than 
those  for  Prevailing  Fee  and  which  would  defeat  the  pur¬ 
pose  of  introducing  an  option  that  represents  an  im¬ 
provement  over  Plan  B  and  that  could  be  made  available 
in  the  market  place  in  the  event  certain  segments  of  the 
public  could  not  afford  the  price  of  Prevailing  Fee. 

7.  The  proposed  "Plan  C”  allowances  should  not  be 
regarded  as  being  fixed  for  a  long  period  of  time  in  the 
future.  It  is  the  intent  to  include  in  the  filing,  if  and  when 
it  is  made,  a  provision  to  permit  adjustment  in  allow¬ 
ances  in  the  light  of  cost-of-living  index.  The  timing  of 
such  periodic  adjustments  has  not  been  determined. 

8.  The  current  situation  in  which  Blue  Shield  finds  itself 
is  this: 

a.  Because  of  Blue  Shield’s  mounting  underwriting 
losses,  it  will  have  to  seek  various  rate  increases, 
one  of  which  will  be  for  Plan  B  even  if  no  action 
is  taken  to  improve  the  allowances. 

b.  A  filing  of  a  new  Plan  C  as  a  "new  product”, 
properly  rated,  would  have  a  much  better  chance 
of  being  approved  by  the  Insurance  Department. 
It  would  also  help  provide  against  underwriting 
losses. 

c.  For  reasons  cited  in  Paragraph  6,  the  Plan  C 
cannot  possibly  satisfy  the  members  of  the  pro¬ 
fessions  in  certain  areas  to  the  degree  that  they 


had  in  mind  when  they  began  to  urge  Blue  Shield 
to  improve  Plan  B. 

d.  The  professions  can  well  raise  the  point:  If  a  new 
Plan  C  is  launched,  then  Plan  B  as  it  currently 
exists  "will  still  be  around"  while  marketing  ef¬ 
forts  are  \  made  to  convert  subscribers  to 
Prevailing  Fee;  and  if  not  that,  at  least  to  Plan  C. 
That  will  be  true.  However,  Blue  Shield  would  be 
in  a  better  position  to  convince  the  Insurance 
Department  to  permit  the  elimination  of  Plan  A 
and  let  Plan  B  remain  as  the  lowest  Fee  Schedule 
Plan. 

During  the  discussion,  the  Council  made  the  following 
points  to  the  Blue  Shield  representatives: 

1.  The  present  policy  of  the  Pennsylvania  Medical  Soci¬ 
ety  strongly  supports  the  Prevailing  Fee  concept  and 
urges  the  ultimate  elimination  of  all  Fee  Schedule  Pro¬ 
grams  offered  by  Blue  Shield. 

2.  The  offering  of  an  additional  Fee  Schedule  Program 
will  tend  to  retard  the  enrollment  of  subscribers  in  the 
Prevailing  Fee  Program,  particularly  in  the  major  metro¬ 
politan  areas  of  the  state,  and  may  have  a  serious  adverse 
effect  on  the  future  of  the  Prevailing  Fee  Program. 

3.  The  recommendation  of  the  Pennsylvania  Medical 
Society  to  revise  Plan  B  was  not  intended  to  support  the 
development  of  an  additional  Fee  Schedule  Program,  but 
rather  to  improve  the  inequities  and  inconsistencies  in 
the  present  Plan  B  Fee  Schedule  allowances. 

4.  The  Council  felt  that  since  Blue  Shield  anticipates 
requesting  approval  of  the  Insurance  Department  for  a 
rate  increase  for  Plan  B,  it  (Blue  Shield)  could,  at  the 
same  time,  request  approval  for  other  recommended 
revisions  in  the  Plan  B  Program. 

5.  The  Council  recognized  that  certain  subscriber 
groups  do  not  feel  the  Plan  B  Fee  Schedule  allowances 
or  income  limits  are  adequate  while,  at  the  same  time, 
these  groups  do  not  support  the  concept  of  usual,  cus¬ 
tomary,  and  reasonable  fees  under  the  Prevailing  Fee 
Program.  It  was  noted  that  if,  after  revision.  Plan  B  is 
still  not  acceptable  to  these  groups,  they  would  still  have 
the  option  of  purchasing  the  Prevailing  Fee  Plan  or  con¬ 
sider  other  health  insurance  programs  since  the  Council 
did  not  feel  it  is  essential  that  Blue  Shield  enroll  all  po¬ 
tential  subscribers. 

6.  The  Council  agreed  that  the  methodology  proposed 
by  Blue  Shield  to  develop  the  fee  schedule  allowances  for 
the  proposed  Plan  C  would  also  be  acceptable  as  a  rea¬ 
sonable  approach  to  the  revision  of  Plan  B  Fee  Schedule 
allowances. 

The  Council  concluded  that  the  limited  advantages  of  of¬ 
fering  a  new  fee  schedule  program  would  not  offset  the  ad¬ 
verse  effects  an  additional  plan  would  have  on  the 
Prevailing  Fee  Program.  The  Council  also  agreed  that  the 
Pennsylvania  Medical  Society  has  a  responsibility  to  inform 
its  membership  of  the  ultimate  policy  adopted. 

Council  Recommendation 

The  Council  on  Medical  Service  recommends  that  the 
House  of  Delegates  reiterate  its  support  of  the  Prevailing 
Fee  concept  and  urge  Pennsylvania  Blue  Shield  to  continue 
to  actively  market  the  Prevailing  Fee  Program.  The  Council 
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also  recommends  that  Blue  Shield  continue  its  original  ef¬ 
forts  to  revise  Plan  B  (in  lieu  of  offering  the  proposed  Plan 
C)  in  accordance  with  previous  recommendations  approved 
by  the  Council  and  the  PMS  Board  of  Trustees. 

Appendix  G 
Supplemental  Report  B 
Council  on  Medical  Service 
Medical  Care  Foundation  Summary 

During  1969  the  Pennsylvania  Medical  Society’s  Council 
on  Medical  Service  recognized  the  probable  development  of 
some  type  of  legislation  to  control  health  care  costs,  particu¬ 
larly  hospitalization  premiums.  The  Council  also  was  aware 
of  pending  federal  subsidies  to  promote  the  development  of 
prepaid  (capitation)  group  practice  on  a  more  extensive  basis 
as  an  alternative  to  present  mechanisms  of  financing  and 
delivering  health  care.  The  Council  concluded  that,  while  the 
Pennsylvania  Medical  Society  had  been  reasonably  effective 
in  developing  programs  to  assure  proper  use  of  health  care 
dollars,  it  was  apparent  that  the  developing  problems  of  fi¬ 
nancing  health  care  would  require  an  innovative  statewide 
effort  to  meet  the  challenge.  The  Council  agreed  that,  in  view 
of  the  increased  state  and  federal  legislative  efforts,  there  is  a 
pressing  need  to  develop  a  more  effective  mechanism  by 
which  practitioners  can  collectively  influence  the  planning  of 
health  care  financing  and  delivery  systems. 

The  Council  felt  a  statewide  Medical  Care  Foundation 
would  be  the  best  mechanism  to  achieve  this  objective.  The 
1970  PMS  House  of  Delegates  concurred  with  the  Council’s 
conclusions  and  approved,  in  principle,  the  concept  of  the 
Pennsylvania  Medical  Care  Foundation. 

One  of  the  primary  functions  of  the  Pennsylvania  Medical 
Care  Foundation  will  be  to  develop  statewide  systems,  with 
regional  variations,  necessary  to  carry  out  medical  audit, 
utilization  review,  and  claims  processing  procedures.  The 
Research  and  Development  phase  for  organizing  the  Penn¬ 
sylvania  Medical  Care  Foundation  will  be  carried  out  by  the 
PMS  -  Medical  Care  Appraisal  Project  which  was  approved 
in  July  of  1971  by  the  U.S.  Department  of  HEW’s  National 
Center  for  Health  Services  Research  and  Development.  The 
primary  purpose  of  the  Medical  Care  Appraisal  Project  is  to 
develop  the  procedures  necessary  for  providing  an  alterna¬ 
tive  means  of  financing  and  delivering  quality  health  care  at  a 
cost  reasonable  to  both  the  consumer  and  the  provider. 

In  order  to  achieve  this  basic  objective,  the  Project  will  de¬ 
velop  comprehensive  prospective  and  retrospective  com¬ 
puter  claim  processing  and  utilization  review  systems 
utilizing  the  resources  of  the  Pennsylvania  Medical  Society, 
Blue  Shield,  Blue  Cross,  and  the  Hospital  Utilization  Project 
(HUP).  Following  the  developmental  phase,  the  operational 
phase  will  be  implemented  by  adapting  the  systems  to  the 
health  service  plans  offered  to  consumers  by  the  Pennsyl¬ 
vania  Medical  Care  Foundation  on  a  dual  choice  basis  as  an 
alternative  to  present  delivery  and  financing  methods. 

The  systems  will  be  designed  to:  (1)  develop  the  Pennsyl¬ 
vania  Medical  Care  Foundation  as  an  alternative  health  care 
financing  mechanism  for  the  option  of  the  public;  (2)  qualify 
the  Pennsylvania  Medical  Care  Foundation  as  an  agency  to 
take  leadership  in  developing  a  Professional  Standards 
Review  Organization  (PSRO)  and  a  Health  Maintenance  Or¬ 
ganization  (HMO);  (3)  provide  the  Pennsylvania  Medical  So¬ 


ciety  with  adequate  resources  to  assist  the  Blues  and  the 
private  health  insurance  industry  in  developing  more  appro¬ 
priate  cost  control  mechanisms;  (4)  encourage  hospital  medi¬ 
cal  staffs  to  develop  more  effective  medical  audit  programs 
for  the  benefit  of  all  patients,  including  those  who  do  not 
enroll  in  the  Foundation  Program.  The  Program  is  intended 
to  complement  and  assist  in  the  development  of  the  post¬ 
graduate  medical  education  programs  sponsored  and/or  co¬ 
ordinated  by  the  Pennsylvania  Medical  Continuing  Educa¬ 
tion  Institute  by  identifying  situations  where  the  application 
of  medical  knowledge  might  be  improved. 

The  prospective  or  prepayment  claim  processing  systems 
and  retrospective  utilization  review  systems  developed  by  the 
PMS  -  Medical  Care  Appraisal  Project  (MCAP)  will  be 
adapted  to  the  Foundation  health  care  plans  and  utilized  as 
both  quality  and  cost  control  mechanisms.  In  order  to 
achieve  the  objectives  of  the  Medical  Care  Foundation,  it 
will  be  necessary  to  modify  and  extend  present  claim  proc¬ 
essing,  utilization  review,  and  medical  audit  procedures  for 
both  inpatient  and  ambulatory  services.  The  claim  proc¬ 
essing  system  will  be  designed  to  identify  individual  claims 
which  deviate  from  established  PMS  criteria.  The  utilization 
review  system  will  be  designed  to  identify  deviations  in  pat¬ 
terns  of  care,  utilization  by  institutions  or  individual 
physicians,  and  potential  deficiencies  in  medical  education. 

The  systems  are  intended  to  provide  effective  quality  and 
cost  controls,  reducing  both  the  bureaucratic  interference 
with  medical  practice  and  the  administrative  red  tape  for 
reimbursement  to  physicians  and  hospitals  and  to  provide  a 
basis  for  more  effective  post-graduate  medical  education  pro¬ 
grams.  Physicians  who  agree  to  participate  in  the  Foundation 
Program  will  have  freedom  of  choice  of  type  of  practice 
(solo,  group,  closed  panel  group)  and  method  of  reimbur¬ 
sement  (fee-for-service,  salary,  or  capitation). 

The  activities  of  the  Pennsylvania  Medical  Care  Founda¬ 
tion  will  be  governed  by  a  Board  of  Directors  which  will  be 
elected  by  the  Pennsylvania  Medical  Society’s  House  of  Del¬ 
egates.  It  will  be  made  up  of  practicing  physicians,  represent¬ 
atives  of  cooperating  organizations,  and  public  represent¬ 
atives.  The  Research  Plan  of  the  Medical  Care  Appraisal 
Project  was  submitted  to  the  1971  PMS  House  of  Delegates 
and  approved.  The  details  of  the  operational  format  of  the 
Pennsylvania  Medical  Care  Foundation  will  be  developed 
for  presentation  at  the  1972  meeting  of  the  House  of  Dele¬ 
gates. 

Appendix  H 
Supplemental  Report 
Council  on  Governmental  Relations 

As  we  promised  in  the  Annual  Report  which  was  filed 
earlier  in  the  year  —  "We  will,  prior  to  the  October  session 
of  the  House,  submit  a  supplementary  report  on  all  of  the 
legislation  of  interest  to  us.”  Accordingly  there  is  a  list  at¬ 
tached  of  those  bills  which  have  been  studied  by  the 
Council  and  forwarded  to  the  Board  of  Trustees.  The  list,  as 
you  can  see,  contains  the  bill  number,  an  explanation  of  the 
bill,  the  Society’s  position,  and,  finally,  the  position  of  the 
bill  as  it  is  now  in  the  legislative  process.  These  measures 
should  not  be  foreign  to  you  since  the  Council  forwards  its 
Legislative  Bulletin  to  county  societies  on  a  weekly  basis. 
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The  Bulletin  reports  up-to-date  information  on  all  of  these 
measures  routinely. 

At  this  writing  the  Legislature  is  in  recess  until  October 
4,  unless  sooner  recalled  by  the  presiding  officers  or  the 
Governor  for  a  special  purpose.  After  an  eight  months’ 
struggle  to  design  a  budget  for  the  Commonwealth  and  to 
tailor  a  tax  and  revenue-raising  program  to  pay  for  it,  they 
are  taking  a  breather.  This  quest  for  money  has  been  their 


almost  exclusive  problem.  Very  little  has  been  accomplished 
in  the  general  health  and  welfare  area  which  is  our  major 
area  of  interest. 

When  the  Legislature  returns,  it  must  give  almost  imme¬ 
diate  attention  to  Congressional  reapportionment  and  items 
mandated  by  the  1968  Constitutional  Convention,  and, 
then,  hopefully,  to  many  of  the  items  of  interest  to  Medi¬ 
cine. 


Legislation  of  Interest  to  the  Pennsylvania  Medical  Society 
In  the  Pennsylvania  Legislature 
September  1971 


Bill  No. 

S-617 

Explanation 

Abortion 

Would  permit  abortions  up  to  sixteen  weeks 
under  limited  and  specific  circumstances, 
i.e.,  death  of  mother  a  distinct  possi¬ 
bility;  pregnancy  caused  by  rape  or  incest 

Society’s 

Position 

Oppose 

Legislative  Position 

Referred  to  Senate 
Rules  Committee 

H-536 

Any  woman  has  the  right  to  an  abortion  up 
to  sixteen  weeks  of  pregnancy  in  an  accre¬ 
dited  hospital  or  medical  facility,  not 
requiring  any  doctor  or  hospital  to  carry 
out  an  abortion  against  its  or  his  will 

Oppose 

Re-referred  to  House 
Committee  on  Health 
and  Welfare 

H-800 

Would  declare  that  all  abortions  under 
any  circumstances  are  illegal 

Oppose 

Referred  to  House 
Committee  on  Health 
and  Welfare 

S-928 

Would  repeal  those  portions  of  the 

Penal  Code  referred  to  as  the  “Abortion 

Law” 

Under  study 

Referred  to  Senate 
Judiciary  Committee 

H-526 

Advertising 

Prohibiting  persons  licensed  to  practice 
any  “healing  art”  to  solicit  patients  or 
advertise  services 

Support 

Referred  to  House 
Committee  on  Profess¬ 
ional  Licensure 

H-1088 

El- 1089 

El- 1090 

Anatomical  Gifts 

Would  change  the  name  of  the  “Anatomical 

Board  of  Pennsylvania”  to  “The  Human 

Gifts  Registry” 

Support  with 
amendments 
to  make  the 
Board  more 
significant 

Passed  in  the  House; 
Referred  to  Senate 
Committee  on  State 
Government 

H-220 

Blood  and  Laboratories 

“Pennsylvania  Blood  Bank  Act”  —  would 
permit  the  Department  of  Health  to 
regulate  and  license  blood  banks 

Deferred 
action  pend¬ 
ing  further 
information 

Referred  to  House 
Committee  on  Appro¬ 
priations 

El- 1030 

Would  require  all  persons  working  in 
clinical  laboratories  to  be  registered 
with  the  Department  of  Health 

Under  study 

Referred  to  House 
Committee  on  Health 
and  Welfare 

H-1266 

Would  exempt  hospitals  and  blood  banks 
from  liability  in  the  transfusion  of 
blood  and  the  transplantation  of 
tissue,  bones  and  organs 

Support 

On  calendar  for 
several  weeks  — 
Recommitted  to  House 
Judiciary  Committee 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

H-816 

Chiropractic 

Would  require  insurance  companies  to  pay 
for  the  services  of  chiropractors  when 
that  insurance  company  pays  other  prac¬ 
titioners  for  similar  services 

Oppose 

Referred  to  House 
Committee  on  Pro¬ 
fessional  Licensure 

H-817 

An  amendment  to  the  “Chiropractic 

Practice  Act”  that  would  permit  the 

Board  to  promulgate  and  enforce  rules 
of  “professional  conduct  appropriate 
to  establish  and  maintain  a  high  standard 
of  integrity  and  dignity  in  the  profession 
of  chiropractic.” 

Oppose 

Referred  to  House 
Committee  on  Pro¬ 
fessional  Licensure 

H-818 

Would  amend  the  “Statutory  Construction 

Act”  proposing  that  the  word  “physician” 
include  “doctors  of  chiropractic” 

Oppose 

Referred  to  House 
Committee  on 
Professional  Licensure 

H-850 

Drugs 

“Pennsylvania  Drug,  Narcotic  and 

Alcohol  Abuse  Control  Act  of  1971” 

—  would  set  up  a  Governor’s  Coun¬ 
cil  to  coordinate  the  efforts  of 
all  state  agencies 

Support 

Passed  in  the  House 
194-0;  Referred  to 
Senate  Committee  on 
Public  Health  and 
Welfare 

H-851 

“Drug,  Device  and  Cosmetic  Act  of 

1971”  —  would  bring  state  law  in 
conformity  with  new  federal  law 
and  regulation 

Support  with 

proposed 

amendments 

concerning 

telephone 

prescriptions 

Amendments  added  in 
the  House;  passed  in 
the  House.  Referred 
to  Senate  Committee 
on  Public  Health  and 
Welfare 

H-543 

Would  amend  the  “Drug,  Device  and 

Cosmetic  Act  of  1961”  to  require 
physicians  to  prescribe  on  “check 
type”  pads 

Oppose 

Referred  to  House 
Committee  on  Health 
and  Welfare 

H-923 

Would  amend  the  “Pharmacy  Act  of 

1961”  to  require  pharmacists  to 
put  name  of  drug  and  purpose  of 
use  on  label 

Oppose 

Referred  to  House 
Committee  on  Health 
and  Welfare 

H-1179 

Would  authorize  the  creation  of 

Citizens  Advisory  Councils  on 

Narcotics  in  countries,  cities, 
boroughs,  townships  and  incorpor¬ 
ated  towns,  and  prescribing  the 
powers  and  duties  of  such  councils 

Under  study 

Passed  House:  Re¬ 
ferred  to  Senate 
Committee  on  Public 
Health  and  Welfare 

H-434 

Eyeglasses 

Would  set  safety  standards  for  eye¬ 
glasses,  sunglasses  and  frames  sold 
to  the  general  public  —  they  may 
not  be  inflammatory,  etc. 

Support 

In  House/Senate  Con¬ 
ference  Committee 

Fluoridation 

S-716  Would  require  communities  to  fluoridate  Support  Referred  to  Senate 

their  public  water  supplies  Committee  on  Public 

Health  and  Welfare 
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Bill  No. 

Explanation 

Health  Insurance 

Society’s 

Position 

Legislative  Position 

H-60 

“The  Voluntary  Nonprofit  Health  Service 

Act”  —  permits  lay-dominated  health 
services  corporations 

No  opposi¬ 
tion  if 

Society’s 

amendments 

added 

On  House  calendar 

H-1138 

Would  remove  requirements  from  the 
“Nonprofit  Corporation  Act”  that  a 
majority  of  the  incorporators  and 
members  of  the  Board  of  Blue  Shield 
be  physicians 

Oppose 

Passed  the  House; 
Referred  to  Committee 
on  Corporations  of 
the  Senate 

H-872 

Would  provide  for  elimination  of  dis¬ 
criminatory  provisions  relating  to 
professional  compensation  for  services 
and  treatment  under  commercial  sick¬ 
ness  and  accident  contracts 

Opposed  fol¬ 
lowing 
addition  of 
Chiropractic 
by  the  Senate 

Approved  by  the 
Governor  on  August  12, 
1971;  Act  No.  78 

S-427 

Hospitals 

Would  set  up  a  “Pennsylvania  Hospital 

Control  Commission”  made  up  of  three 
members  appointed  by  the  Governor  for 
terms  of  six  years 

Oppose 

Referred  to  Senate 
Committee  on  Public 
Health  and  Welfare 

H-600 

“The  Pennsylvania  Health  Agency  Act” 

—  would  set  up  a  “Pennsylvania  Health 

Agency”  which  is  broken  down  into  five 
additional  boards,  i.e.,  “Hospital  Con¬ 
trol  Board”,  “Health  Services  Control 

Board”,  etc. 

Oppose 

Referred  to  House 
Committee  on  Consumer 
Protection 

H-931 

Would  abolish  State  general  hospitals  as 
such,  and  provide  for  the  community  to 
take  them  over 

Support 

Referred  to  House 
Committee  on  Health 
and  Welfare 

S-638 

Hypnotism 

Would  create  a  Board  to  license  hypnotists 
and  provide  certain  regulations  and  control 
for  those  practicing  hypnotism 

Oppose 

Passed  Senate;  re¬ 
ferred  to  Committee 
on  Professional 

Licensure 

S-265 

Liability 

Would  relieve  physicians,  hospitals  and 
their  employees  from  liability  in  certain 
cases  involving  emergency  treatment  pro¬ 
cedures  and  operations  to  minors 

Support 

Referred  to  Judiciary 
Committee  of  the 

Senate 

S-447 

Would  exempt  physicians  and  nurses  from 
liability  when  participating  in  mass 
immunization  projects  approved  by  the 

Pennsylvania  Department  of  Health 

Support 

Passed  in  the  Senate; 
Referred  to  the  House 
Judiciary  Committee 

S-528 

Would  amend  the  “Disease  Prevention  and 

Control  Law  of  1955”  to  provide  that  any 
person  under  twenty-one  may  be  treated 
for  veneral  disease  by  a  physician  with¬ 
out  the  consent  of  the  minor’s  parents 
for  which  the  “physician  shall  not  be 
sued  or  held  liable  for  properly  admin¬ 
istering  appropriate  treatment  to  the  minor” 

Support 

Passed  Senate;  re¬ 
ferred  to  Committee 
on  Health  and  Welfare 
of  the  House 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

H-990 

Local  Health  Departments 

The  revised  “Local  Administration  Law” 

Under  study 

Referred  to  Senate 
Committee  on  Public 
Health  and  Welfare 

S-851 

Malpractice 

An  act  relating  to  the  settlement  or 
release  of  liability  for  personal 
injury  or  property  damage;  and  pro¬ 
hibiting  releases  and  solicitation  of 
releases  in  hospitals 

Support 

(bill  amended 

in  Senate  to 

prohibit 

attorneys’ 

contingency 

fees) 

Passed  the  Senate; 
Referred  to  Judiciary 
Committee  in  the 
House 

H-716 

Medical  Examiner 

Would  abolish  all  offices  of  Coroner 
in  the  state  and  authorize  Department 
of  Health  to  divide  the  Commonwealth 
into  regions  for  the  purpose  of  estab¬ 
lishing  regional  centers  and  Medical 

Examiners  in  those  regions 

Support  in 
principle 

Referred  to  House 
Committee  on  Local 
Government 

S-751 

An  act  relating  to  optional  plans  of 
government  for  Pennsylvania  munici¬ 
palities  permitting  county  government 
to  move  to  Medical  Examiners 

Support  with 
Society’s 
suggested 
amendments  to 
permit  Medical 
Examiners 

Referred  to  Senate 
Committee  on  Local 
Government 

S-752 

An  act  relating  to  home  rule  charters 
for  municipalities 

Support — 
same  as 

above 

Referred  to  Senate 
Committee  on  Local 
Government 

S-636 

Mental  Health 

Would  give  certain  rights  to  treatment 
to  mental  patients  in  mental  institu¬ 
tions,  and  sets  up  hearing  mechanisms 
and  remedies  for  patients  in  mental 
institutions 

No  formal 
action 
taken  be¬ 
cause  of 
lack  of 
information 

Referred  to  Senate 
Committee  on  Public 
Health  and  Welfare 

H-720 

“Right  to  Treatment  Law  of  1 97 1  ” 

(Similar  to  S-636) 

No  formal 
action  taken 
because  of 
lack  of 
information 

Referred  to  House 
Committee  on  Health 
and  Welfare 

H-721 

“Institutional  Peonage  Abolishment 

Act” 

Same  as 
above 

Referred  to  House 
Committee  on  Health 
and  Welfare 

H-1145 

Would  repeal  the  section  of  the 
“Welfare  Code”  creating  the  office 
of  the  Commissioner  of  Mental  Health 

Oppose 

On  second  considera¬ 
tion  in  the  House 

H-1184 

Would  amend  the  “Mental  Health  and 

Mental  Retardation  Act  of  1966”  to 
remove  the  requirement  that  Directors 
of  state  mental  facilities  be  physicians 

Oppose 

Passed  in  the  House; 
referred  to  Senate 
Committee  on  Public 
Health  and  Welfare 
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Bill  No. 


H-1012 


H-967 


H-968 


H-442 


H-433 


H-414 


S-29 


H-433 


Explanation 


Society’s 

Position 


Motor  Vehicles 

Would  amend  “The  Vehicle  Code”  re¬ 
quiring  physicians  to  notify  the 
Secretary  when  they  gain  certain 
information  through  an  examination 


Opposed  un¬ 
less  physi¬ 
cians  are 
given  legal 
protection 


N  ursing 

Would  change  the  make-up  and  increase  Support 

the  size  of  the  State  Board  of 

Nursing 


Would  change  certain  definitions  and  Support, 

the  responsibilities  of  the  State  Board  except  the 

of  Nursing  nurses  should 

eliminate  the 
licensing  of 
para-nursing 
disciplines 
concept 


Osteopathy 

Would  amend  the  “Medical  Practice  Act”  Oppose 

to  permit  osteopaths  to  apply  for 
examination  and  licensure 

Would  amend  the  “Osteopathic  Practice  Oppose 

Act”  to  permit  physicians  to  apply 
for  examination  and  licensure 


Physicians’  Assistants 

An  amendment  to  the  "Medical  Prac-  Oppose 

tice  Act”  to  permit  the  Board  of 

Medical  Education  and  Licensure  to 

regulate  the  training  of  physicians’ 

assistants. 


Safety  Glass  in  Doors 

Would  require  the  use  of  safety  glaz-  Support 

ing  materials  in  hazardous  locations 
in  residential,  commercial  and  public 
buildings 


TB  Testing 

Would  amend  the  “Public  School  Code  of  Support 

1949”  removing  X-ray  testing  for  TB  and 

permitting  tests  prescribed  by  the 

Secretary  of  Health  for  teachers,  school 

employees  and  certain  other  persons 


Legislative  Position 


Referred  to  House 
Committee  on  Trans¬ 
portation  Safety 


Referred  to  House 
Committee  on  Pro¬ 
fessional  Licensure 

Referred  to  House  Com¬ 
mittee  on  Professional 
Licensure 


Referred  to  House 
Committee  on  Pro¬ 
fessional  Licensure 

Referred  to  House  Com¬ 
mittee  on  Professional 
Licensure 


Referred  to  House 
Committee  on  Pro¬ 
fessional  Licensure 


Approved  by  the 
Governor  on  June  2, 
1971 ;  now  Act  No.  5 


Signed  by  the 
Governor;  now  Act 
No.  47 
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Bill  No. 


H-794 


Explanation 


Society’s 

Position  Legislative  Position 


Welfare  Medical  Programs 

Defines  “levels  of  care”  in  nursing  homes, 
homes  for  the  aged  and  infirm,  and  in 
boarding  homes.  The  measure  puts  back 
into  the  Department  of  Public  Welfare 
some  of  the  “muscle”  needed  to  enforce 
regulations  for  boarding  facilities 


Under  study;  Referred  to  House 

defer  action  Committee  on 

until  fur-  Health  and  Welfare 

ther  informa¬ 
tion 


H-795  Would  amend  the  Welfare  Code  to  give  the 

Auditor  General  more  authority  in  certify¬ 
ing  to  the  cost  of  nursing  home  care 

Appendix  I 

September  22,  1971 

TO:  PMS  House  of  Delegates 

Presidents  and  Executive  Secretaries  - 
County  Medical  Societies 
Presidents  and  Secretaries  -  Specialty  Societies 
Presidents  -  Hospital  Medical  Staffs 

RE:  Department  of  Public  Welfare  -  Medical  Assistance 
Program 

Gentlemen: 

During  the  past  several  months  the  Pennsylvania  Medical 
Society  has  received  many  inquiries  from  county  medical 
societies,  hospital  medical  staffs,  specialty  societies,  and  in¬ 
dividual  members  regarding  recent  changes  in  the  adminis¬ 
tration  of  the  Commonwealth’s  Medical  Assistance  Pro¬ 
gram,  particularly  the  promulgation  of  MA  Memorandum 
No.  16,  which  requires  a  review  of  all  MA  admissions 
within  seventy-two  hours  and  the  completion  of  a  cumber¬ 
some  check  list. 

In  view  of  the  fact  many  of  the  Pennsylvania  Medical  So¬ 
ciety’s  recommendations  to  improve  the  MA  Program  have 
not  been  accepted  by  the  Department  of  Public  Welfare,  a 
meeting  with  the  Secretary  of  DPW  was  requested  on  June 
21,  1971.  After  some  delay,  a  meeting  with  the  Secretary 
and  representatives  of  the  Society  was  held  on  August  25, 
1971. 

During  the  August  25,  1971  meeting,  representatives  of 
the  Society  presented  three  proposals  which  are  outlined  in 
the  attached  letter  sent  to  the  Secretary  on  August  26,  1971. 
While  these  recommendations  will  not  solve  many  of  the 
problems  related  to  the  administration  of  the  Medical  Assis¬ 
tance  Program,  it  was  felt  they  would  serve  as  a  reasonable 
basis  for  developing  constructive  solutions.  Although  the 
Society’s  representatives  were  promised  a  prompt  reply 
during  the  meeting,  a  response  has  not  been  received  to 
date. 

The  Medical  Assistance  Program  is  one  of  the  important 
issues  that  will  be  discussed  by  the  1971  PMS  House  of  Del¬ 
egates  at  its  Annual  Meeting  the  first  week  of  October  in 
Pittsburgh.  The  Reference  Committee  on  Medical  Service  - 
Section  A  will  consider  several  resolutions  and  recommen¬ 
dations  related  to  the  Medical  Assistance  Program  at  its 


Same  as  Referred  to  House 

above  Committee  on  Health 

and  Welfare 

open  hearing  on  Tuesday  morning,  October  5,  at  the  Pitts¬ 
burgh  Hilton. 

We  would  appreciate  any  comments  or  recommendations 
you  may  have  to  guide  the  House  of  Delegates  in  es¬ 
tablishing  its  position  related  to  the  Medical  Assistance  Pro¬ 
gram. 

Thank  you  for  giving  this  request  your  consideration. 

Sincerely  yours, 
William  A.  Limberger,  M.D. 

President 

August  26,  1971 

The  Honorable  Helene  Wohlgemuth 
Secretary 

Department  of  Public  Welfare 
Commonwealth  of  Pennsylvania 
333  Health  and  Welfare  Building 
Harrisburg,  Pennsylvania  17120 

Mydear  Mrs.  Wohlgemuth: 

I  am  writing  to  follow  up  our  discussion  of  the  Common¬ 
wealth’s  Medical  Assistance  Program  during  our  meeting  in 
your  office  yesterday  afternoon.  I  was  pleased  to  have  the 
opportunity  to  personally  discuss  our  mutual  problems  with 
you.  We  felt  the  meeting  was  productive  and  I  am  hopeful 
we  can  maintain  “open”  communications  as  we  seek  solu¬ 
tions  to  the  problems  of  financing  the  Medical  Assistance 
Program  and  delivering  medical  services  to  the  disadvan¬ 
taged  citizens  of  our  Commonwealth. 

In  accordance  with  your  request,  I  am  summarizing  for 
your  consideration  the  following  recommendations  of  our 
Society  which  were  presented  at  the  meeting: 

I.  Medical  Assistance  Memorandum  No.  16  —  Utilization 
and  Review  of  Hospital  Services 

As  we  pointed  out  during  our  meeting,  the  Pennsylvania 
Medical  Society  was  a  pioneer  in  developing  and 
implementing  the  utilization  review  concept.  Our  activities 
over  the  past  fourteen  years  indicate  that  physicians  in 
Pennsylvania  are  strongly  committed  to  the  concept  of 
utilization  review  as  a  means  of  assuring  efficient  use  of  our 
hospital  facilities.  Any  requirement  that  mandates  a  hospi¬ 
tal  to  develop  more  than  one  utilization  review  plan  results 
in  additional  expense  to  the  hospital  and  requires  a  consid¬ 
erable  amount  of  unnecessary  work  for  the  medical  staff. 
We  believe  that  all  hospitals  should  have  a  functioning 
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utilization  review  plan  which  is  uniform  to  assure  that  the 
health  care  received  by  all  patients  is  judged  by  the  same 
standards.  We  feel  that  the  hospital  utilization  review  regu¬ 
lations  for  the  Medical  Assistance  Program  should  reflect  a 
similar  policy.  Accordingly,  we  recommend  that  the 
provision  in  MA  Memorandum  No.  16,  requiring  a  review 
of  all  admissions  within  seventy-two  (72)  hours  and  the 
completion  of  a  check-off  form,  be  deleted  from  the  present 
regulations.  There  has  been  no  indication,  in  our  experi¬ 
ence,  that  either  of  these  requirements  will  improve  the 
utilization  of  hospital  facilities  to  justify  the  increased  ex¬ 
pense  and  unnecessary  use  of  a  physician’s  time. 

However,  at  the  same  time,  we  recognize  that  there  are  a 
small  number  of  physicians  who  have  unusual  utilization 
patterns  and  that  there  are  certain  hospitals  that  do  not  have 
effective  utilization  review  programs.  We  urge  your  depart¬ 
ment  to  document  these  situations  and  bring  them  to  our  at¬ 
tention  so  that  we  may  assist  you  in  resolving  these  individ¬ 
ual  problems.  We  also  offer  you  the  services  of  our  Society’s 
Council  on  Medical  Service  to  assist  you  in  developing 
more  effective  hospital  utilization  review  regulations. 

II.  Pilot  Project 

During  the  meeting  we  discussed  the  fact  that  certain 
provisions  in  the  present  Medical  Assistance  Regulations 
have  a  tendency  to  foster  over-utilization  of  in-hospital  fa¬ 
cilities.  It  is  our  feeling  that  if  the  benefit  structure  of  a 
health  insurance  program  provides  benefits  that  are  compa¬ 
rable  to  the  manner  medical  care  is  delivered,  more  effec¬ 
tive  cost  control  mechanisms  can  be  built  into  the  program 
reducing  the  need  for  cumbersome  regulations.  Therefore, 
we  recommend  the  development  of  a  pilot  project  to  test  the 
validity  of  this  concept  as  it  would  apply  to  the  MA  Pro¬ 
gram.  We  would  envision  that  payments  under  such  a  pilot 
project  would  be  based  on  usual,  customary,  and  reasonable 
fees  with  a  realistic  benefit  structure  with  the  necessary  cost 
controls.  We  believe  that  the  cost  control  techniques 
presently  being  developed  by  the  Pennsylvania  Medical  So¬ 
ciety’s  Medical  Care  Appraisal  Project  could  be 
implemented  in  such  a  pilot  program.  I  am  enclosing  a  copy 
of  Excerpts  from  the  Society’s  Grant  Application  for  an  Ex¬ 
perimental  Medical  Care  Review  Organization,  which  was 
recently  approved  by  the  U.S.  Department  of  HEW’s  Na¬ 
tional  Center  for  Health  Services  Research  and  Develop¬ 
ment.  The  various  cost  control  mechanisms  which  are  es¬ 
sential  in  a  health  care  program  are  outlined  in  these  Ex¬ 
cerpts. 

III.  Ad  Hoc  Committee  to  Review  Medical  Assistance 
Regulations 

We  believe  that  the  appointment  of  a  small  Ad  Hoc  Com¬ 
mittee  to  study  the  many  problems  related  to  the  Medical 
Assistance  Program  could  perform  a  vital  service  to 
improve  the  present  administration  and  benefit  structure  of 
the  MA  Program.  We  recommend  that  such  an  Ad  Hoc 
Committee  be  appointed  and  be  responsible  to  your  office. 
The  Committee  could  be  made  up  of  representatives  of  the 
following  groups:  Pennsylvania  Medical  Society;  Pennsyl¬ 
vania  Osteopathic  Medical  Association;  Keystone  Medical 
Society;  Hospital  Association  of  Pennsylvania;  Pennsyl¬ 
vania  Department  of  Public  Welfare;  and  medical  assis¬ 
tance  recipients. 

In  conclusion,  I  would  like  to  stress  the  point  that  the 


Pennsylvania  Medical  Society  supports  the  basic  objective 
of  your  department’s  Medical  Assistance  Program,  i.e., 
delivery  of  high  quality  medical  care  at  a  reasonable  cost  to 
the  disadvantaged  citizens  of  the  Commonwealth.  We 
believe  that  the  adoption  of  the  above  recommendations 
will  serve  as  a  basis  for  improving  the  present  MA  Program. 
It  is  our  desire  to  encourage  physicians  in  Pennsylvania  to 
provide  medical  care  for  MA  recipients,  although  this  posi¬ 
tion  is  sometimes  difficult  to  support  in  view  of  the  present 
problems.  Since  the  Pennsylvania  Medical  Society’s  House 
of  Delegates  will  be  holding  its  annual  meeting  during  the 
first  week  of  October,  it  is  of  vital  importance  that  we  re¬ 
ceive  your  reaction  to  our  recommendations  by  the  middle 
of  September. 

We  look  forward  to  cooperative  efforts  with  your  depart¬ 
ment  in  achieving  our  mutual  objectives. 

We  anxiously  await  your  reply.  Thank  you  for  giving  our 
recommendations  y(our  consideration. 

Sincerely  yours, 
William  A.  Limberger,  M.D. 

President 

Appendix  J 

Supplemental  Report  B 
Board  of  Trustees 

At  its  meeting  on  October  3,  the  Board  of  Trustees  took 
several  actions  which  are  of  interest  to  the  House  of  Dele¬ 
gates  or  require  further  action  by  the  House 

Referred  to  Reference  Committee  on 
Constitution  and  Bylaws 

The  Board  of  Trustees  reviewed  a  recommendation  by 
the  Speaker  of  the  House  of  Delegates  concerning  a  recom¬ 
mended  change  in  the  Bylaws  which  would  permit  the 
Speaker  to  appoint  such  reference  committees  as  he  deemed 
necessary  to  expedite  the  business  of  the  House  rather  than 
be  limited  to  the  number  or  categorical  names  for  reference 
committees  as  currently  provided  for  in  the  Bylaws.  The 
Board  of  Trustees  supports  the  Speaker’s  recommendation 
and  commends  it  to  the  House  of  Delegates  for  its  consider¬ 
ation  and  action.  The  following  is  the  actual  language 
which  would  implement  the  proposed  change: 

BYLAWS,  CHAPTER  III.  — 

HOUSE  OF  DELEGATES,  SECTION  9  — 
REFERENCE  COMMITTEES 

“The  Reference  Committees  of  the  House  of  Delegates 
shall  each  consist  of  five  members  whose  terms  shall  end  the 
following  May  31,  appointed  annually  by  the  Speaker  of  the 
House  of  Delegates  prior  to  August  1  from  among  the  then 
certified  voting  delegates.  [,  and  shall  be  as  follows: 
Committee  on  Reports  of  Officers 
Committee  on  Reports  of  Standing  and 
Special  Committees 
Committee  on  Education  and  Science 
Committee  on  Governmental  Relations 
Committee  on  Public  Service 
Committee  on  Medical  Service 
Committee  on  Miscellaneous  Business] 

The  Speaker  shall  appoint  such  Reference  Committees  and 
clearly  identify  them  as  he  deems  necessary  to  expedite  the 
business  of  the  House. 
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"In  addition  to  the  foregoing,  the  Standing  Committee  on 
Constitution  and  Bylaws  shall  be  a  Reference  Committee  of 
the  House  of  Delegates.  Each  member  of  the  Society  has  a 
right  to  appear  and  be  heard  before  any  reference  com¬ 
mittee  of  the  House  of  Delegates. 

"Each  report,  resolution  and  proposition  presented  to  the 
House  of  Delegates  shall  be  referred  for  consideration  and 
report  to  one  or  more  of  the  reference  committees,  as  may 
be  appropriate,  and  as  the  Speaker  of  the  House  of  Dele¬ 
gates  shall  determine.  The  reports  of  the  reference  com¬ 
mittees  shall  be  presented  to  the  House  of  Delegates  before 
final  action  may  be  taken  unless  otherwise  ordered  by  the 
House  of  Delegates  by  a  two-thirds  vote  of  those  present 
and  voting.” 

(Brackets  signify  material  that  should  be  deleted;  italics  sig¬ 
nify  new  language). 

Referred  to  Reference  Committee  on 
Education  and  Science 

The  Board  of  Trustees  also  reviewed  a  request  from  the 
Pennsylvania  Division  of  the  American  Cancer  Society  with 
regard  to  its  goal  proposing  that  every  woman  in  the  United 
States  have  a  Pap  test  for  cancer  of  the  cervix  by  1976.  The 
Pennsylvania  Division  asks  for  the  support  and  cooperation 
of  the  Pennsylvania  Medical  Society  in  principle  for  this  na¬ 
tional  goal.  The  Board  of  Trustees  strongly  endorses  the 
Cancer  Society’s  objective  and  urges  the  House  of  Delegates 
to  adopt  a  similar  position. 

The  Board  takes  this  opportunity  to  report  the  following 
actions  for  the  information  of  the  House: 

Referred  to  Reference  Committee  on 
Education  and  Science 

1 .  Determined  that  the  Society  should  continue  to  co¬ 
sponsor  in  Pennsylvania  the  medical  education  commu¬ 
nity  orientation  program  by  the  Student  American  Medi¬ 
cal  Association. 

Referred  to  Reference  Committee  on 
Education  and  Science 

2.  Adopted  a  plan  to  urge  physicians  to  limit  the 
prescription  of  amphetamines  and  other  stimulant  drugs 
to  specific,  well  recognized,  medical  indications. 

Referred  to  Reference  Committee  on 
Medical  Service  A 

3.  Determined  to  urge  Blue  Cross  to  expand  the  pre-ad¬ 
mission  testing  program  with  Pennsylvania  Blue  Shield  as 
a  participant  so  that  pre-admission  studies  may  be  con¬ 
ducted  in  an  out-patient  facility  of  a  hospital  or  a 
physician’s  private  office  or  laboratory. 

Referred  to  Reference  Committee  on 
Medical  Service  A 

4.  Reiterated  its  support  of  the  prevailing  fee  concept  and 
determined  to  urge  Pennsylvania  Blue  Shield  to  actively 
market  the  prevailing  fee  program.  Resolved  to  recom¬ 
mend  that  Blue  Shield  continue  its  original  efforts  to 
revise  Plan  B  in  accordance  with  previous  recommen¬ 
dations  approved  by  the  Board  (for  further  information 
see  Supplemental  Report  A  of  the  Council  on  Medical 
Service). 


Referred  to  Reference  Committee  on 
Medical  Service  B 

5.  Approved  Supplemental  Report  B  of  the  Council  on 
Medical  Service  which  outlines  a  series  of  systems  to  de¬ 
velop  the  Pennsylvania  Medical  Care  Foundation. 

Referred  to  Reference  Committee  on 
Medical  Service  A 

6.  Named  the  law  firm  of  Pepper,  Hamilton  and  Scheetz 
as  chief  defense  counsel  for  the  Society’s  professional  lia¬ 
bility  insurance  program. 

Referred  to  Reference  Committee  on 
Public  Service 

7.  Authorized  the  Council  on  Public  Service  to  inquire 
informally  into  the  availability  of  funds  for  establishing 
mobile  health  care  units  for  rural  areas  in  Pennsylvania. 

Referred  to  Reference  Committee  on 
Education  and  Science 

8.  Adopted  a  position  statement  concerning  the  produc¬ 
tion  of  health  professionals  developed  by  the  Pennsylvania 
Medical  Society  and  the  Deans  of  Schools  of  Medicine  in 
Pennsylvania.  The  statement  is  as  follows: 

“The  demands  upon  Schools  of  Medicine  for  greater  in¬ 
volvement  to  improve  health  care  delivery  and  to  increase 
manpower  come  at  a  time  when  the  schools  of  medicine  are 
faced  with  great  financial  problems.  Medical  education  has 
always  been  the  costliest  component  of  higher  education. 
These  costs  have  been  aggravated  by  inflation  and  the 
higher  expense  of  teaching  modern  medicine.  Furthermore, 
there  have  been  serious  decreases  in  federal  support  of  med¬ 
ical  research  and  in  private  sources  of  support  which  have 
caused  financial  instability  in  medical  education.  To  permit 
the  schools  of  medicine  in  the  Commonwealth  to  produce 
more  physicians  and  to  provide  necessary  services,  we  must 
recognize  that  Pennsylvania  Medical  Schools  are  public 
resources  which  must  receive  adequate  and  continuing 
public  and  private  support. 

“The  following  position  statement  is  a  commitment  of 
the  Schools  of  Medicine  in  Pennsylvania  and  the  Pennsyl¬ 
vania  Medical  Society  to  a  plan  of  action  to  expand  the 
supply  of  health  professionals  in  the  Commonwealth. 

1 .  Joint  Objectives 

We  are  determined  to  improve  health  care  services  in  the 
Commonwealth  by: 

A.  Improved  access  to  health  care  professionals  in  all 
areas  of  the  State,  including  remote  rural  districts  and 
center  cities. 

B.  Expansion  and  improved  utilization  of  educational 
facilities  to  produce  more  health  professionals. 

C.  Cooperation  with  the  Department  of  Education  in 
developing  an  equitable  formula  in  the  State  Master 
Plan  for  Higher  Education  which  in  harmony  with  fed¬ 
eral  assistance  will  provide  adequate,  equitable,  and 
continuing  financial  support  to  medical  schools  in  the 
Commonwealth. 

D.  Specific  proposal  for  funding  to  the  Legislature 
calling  for: 
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(1)  Capitation  grants  for  medical  and  other  health 
science  students  based  on  a  formula  which  includes  a 
built-in  inflation  factor. 

(2)  Special  program  grants  to  implement  educational 
and  research  activities. 

(3)  Capital  grants  for  the  expansion  of  resources  in 
existing  medical  schools. 

2.  School  Objectives 
Schools  of  Medicine  wfll: 

A.  Seek  to  improve  the  delivery  of  health  services 
by  greater  participation  in  community  affairs. 

B.  Plan  curricula  that  will  direct  students  into 
primary  medicine  and  specialties  where  the  cur¬ 
rent  needs  exist  and  graduate  them  in  the  shortest 
possible  time  consistent  with  quality. 

C.  Utilize  more  fully  the  existing  higher  education 
and  hospital  resources  of  the  Commonwealth 
through  innovative  programs  to  increase  the 
production  of  needed  health  professionals. 

3.  Society’s  Objectives 

The  Pennsylvania  Medical  Society  will: 

A.  Undertake  federal  and  state  lobbying  efforts  for  fi¬ 
nancial  support  of  the  medical  schools  in  Pennsylvania. 

B.  Conduct  a  state-wide  public  information  program  to 
stimulate  support  for  medical  education. 

C.  Expand  through  the  Educational  and  Scientific  Trust 
of  the  Society  its  loan  program  to  medical  students. 

D.  Continue  to  seek  better  distribution  of  physicians  to 
remote  rural  and  core  urban  areas  of  the  Common¬ 
wealth  through  its  Physician  Placement  Service,  and  the 
use  of  a  federal  mechanism  to  practice  in  a  place  where 
medical  manpower  is  needed  as  an  alternative  to  mili¬ 
tary  service.” 

Appendix  K 

Woman’s  Auxiliary  to  the 
Pennsylvania  Medical  Society 
Report  of  the  President 

Dr.  Limberger,  Dr.  Rial,  officers,  members  and  guests  of 
the  Pennsylvania  Medical  Society’s  House  of  Delegates: 

The  Woman’s  Auxiliary  to  the  Pennsylvania  Medical  So¬ 
ciety  is  grateful  for  this  opportunity  to  report  to  you  the  ac¬ 
complishments  of  the  State  Auxiliary  and  its  fifty-seven  ac¬ 
tive  county  auxiliaries  for  1970-1971. 

Presently  5,515  physicians’  wives  are  members  of  the 
Auxiliary.  Pennsylvania  would  be  nearer  its  100  percent  po¬ 
tential  if  we  gained  an  additional  5,000  members.  Mem¬ 
bership-wise,  we  are  still  third  in  the  nation;  California  and 
Texas  being  first  and  second  and  Ohio  a  very  close  fourth! 
Each  county  has  been  encouraged  to  move  membership  by 
10  percent  over  the  previous  year.  Recognition  for  this 
achievement  will  be  made  at  this  convention  by  awarding 
membership  citations  to  six  counties. 

Our  State  Auxiliary  is  divided  into  three  regions,  twelve 
councilor  districts  and  fifty-seven  organized  and  five  unor¬ 
ganized  counties.  Three  regional  workshops  were  held  in 


October,  1970,  and  Mid-Year  Conference  was  held  in 
April,  1971. 

The  five  priority  projects  presented  at  state  regional 
workshop  sessions  were  AMA-ERF,  Community  Health, 
Health  Careers,  Legislation  and  Membership.  Presidential 
visits  were  made  to  fifty  county  auxiliaries  this  year.  A  mes¬ 
sage  was  presented  on  the  meaning  of  “Medical  Auxiliary 
Membership,”  stressing  active  participation  of  each 
member  in  the  community  health  picture.  Reports  have 
been  received  from  forty-nine  counties,  showing  partici¬ 
pation  in  one  or  more  of  the  priority  projects  or  in  projects 
related  to  individual  community  needs. 

Three  important  funds  have  received  our  contributions. 
To  the  American  Medical  Association  Education  and 
Research  Foundation,  we  have  given  $6,757.64;  to  the  Edu¬ 
cational  and  Scientific  Trust  Fund  of  the  Pennsylvania 
Medical  Society  in  1970,  $4,377.18;  and  to  the  Medical  Be¬ 
nevolence  Fund  in  1970,  $7,798.93. 

This  year  the  “Auxiliary  Health  Careers  Financial  Aid 
Fund”  within  the  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  has  been  established.  The 
growing  need  for  well  trained  personnel  in  health  careers  is 
apparent  in  every  community.  This  Fund  will  aid  applicants 
for  allied  health  career  scholarship  loans.  Contributions  in 
lieu  of  gifts  from  the  counties  for  the  president  have  ad¬ 
vanced  the  fund  to  $4,174.91  this  first  year.  Eventually,  this 
project  will  be  a  very  real  and  vital  Auxiliary  activity. 

Health  Careers  is  our  number  one  project  throughout  the 
state.  County  auxiliaries  have  reported  the  presentation  of 
sixty  Health  Career  Assembly  programs,  thirty-five  Hospi¬ 
tal  Tours  and  Health  Career  Day  programs.  To  date,  this 
has  resulted  in  the  establishment  of  forty-nine  “Careers  in 
Health”  clubs.  Twenty-eight  counties  offered  seventy-one 
Scholarship  Grants,  totaling  $21,442.  Thirteen  counties  of¬ 
fered  loans  in  the  amount  of  $15,923.  We  were  proud  to 
learn  that  the  State  Auxiliary  Health  Careers  chairman  has 
written  an  article  on  ‘Health  Careers  —  Health  Manpower” 
to  be  published  in  the  November  issue  of  Pennsylvania 
Medicine. 

Home-Centered  Health  Care  programs  received 
increased  Auxiliary  interest  and  activity.  Seventeen 
counties  reported  "Home-Centered  Health  Care”  service 
projects.  Fund-raising  projects  for  "Homemaker  -  Home 
Health  Aide”  service  were  successful  for  many  counties. 
Since  establishing  such  service  is  prohibitive  for  auxiliaries, 
financial  support  of  existing  agencies  is  always  welcome. 
Seven  counties  engaged  in  "Meals  Service”  and  Volunteer 
Friendly  Visitor  Programs. 

International  Health  Activities  continue  our  outreach  to 
people:  missions  have  received  an  increased  volume  of  med¬ 
ical  and  surgical  supplies;  foreign  doctors  and  their  wives 
have  been  welcomed  and  aided;  doctors’  families  have 
housed  exchange  students;  two  International  Days  were 
held;  two  counties  compiled  lists  of  people  with  special  lan¬ 
guage  abilities  to  serve  as  interpreters  when  needed;  several 
counties  had  Doctor-to-Doctor  Contacts  in  foreign  coun¬ 
tries;  financial  assistance  has  been  continued  to  a  Korean 
student,  Miss  Kyoung  Sook  Suk,  for  her  education  in  reha¬ 
bilitation  of  the  blind. 

Highway  Safety  was  studied  and  several  counties  partici¬ 
pated  in  defensive  driving  courses.  One  county  had  forty- 


110 


PENNSYLVANIA  MEDICINE 


four  members  certified  as  defensive  drivers.  The  Auxiliary 
had  representation  at  the  "Forum  on  Traffic  Safety  Alcohol 
Countermeasures”  for  Womens’  National  Organizations 
held  in  Washington,  D.C.  The  Forum  was  presented  by  the 
U.S.  Department  of  Transportation  and  the  National 
Highway  Traffic  Safety  Administration.  Auxiliary  members 
have  written  letters  to  legislators  urging  passage  of  legisla¬ 
tion  to  improve  highway  safety.  The  Mid-Year  Conference 
theme  in  April  was  "Everybody’s  Problem  -  Alcohol  in 
Relation  to  Highway  Safety”.  A  panel  discussion  on  this 
topic  was  presented  followed  by  showing  of  the  film,  "The 
Drinking  Driver.” 

The  State  Chairman  of  Children  and  Youth  served  as  a 
delegate  to  the  "White  House  Conference  on  Children.”  She 
presented  an  excellent  report  to  the  membership  at  Mid- 
Year  Conference.  Twenty-eight  counties  were  active  in 
projects  that  included:  hearing  and  visual  screening  tests; 
symposiums  on  emotional  problems  of  children;  a  panel 
presentation  on  "A  New  Look  At  Health,  Education  and 
Justice  Systems  for  Children”;  sex  education  and  venereal 
disease  programs;  measles  immunization  programs;  health 
examinations  for  day  care  centers;  teaching  GEMS  courses; 
drug  abuse  educational  programs  including  poster  contests; 
an  "LSD  Ball”  (Lets  Stop  Drugs)  with  profits  contributed  to 
a  drug  rehabilitation  center  and  a  first-aid  room  in 
"Gaudenzia  House”  furnished  by  a  county  auxiliary. 

The  legislative  emphasis  this  year  has  been  on  PaMPAC 
and  AMPAC  Memberships  and  on  the  AMA  proposed 
Medicredit  Bill.  Current  legislative  activities  were  reported 
by  county  chairmen  at  Auxiliary  meetings.  Thirty-two 
counties  took  part  in  an  organized  visit  to  the  State  Legisla¬ 
ture.  We  were  honored  to  have  our  State  Legislative 
Chairman  elected  to  serve  on  the  PaMPAC  Board  of 
Directors. 

The  celebration  of  Doctors’  Day  on  March  30  has  ex¬ 
tended  to  many  county  auxiliaries  across  the  state.  Gifts  of 
medical  books  and  Today's  Health  magazine  to  hospitals, 
schools,  and  public  libraries  in  honor  of  local  physicians 
served  as  good  public  relations.  Doctors’  Day  was  observed 
in  an  unique  way  by  one  county.  The  Auxiliary  arranged 
for  a  complete  physical  examination  for  their  physician  hus¬ 
bands  during  April  and  May.  Would  you  believe  ninety  per¬ 
cent  of  the  physicians  participated! 

The  Auxiliary  had  representation  on  the  Pennsylvania 
Health  Council  and  Community  Services  of  Pennsylvania. 
We  have  a  liaison  to  the  Woman’s  Auxiliary  to  the  Student 
American  Medical  Association.  There  are  seventy 
WA/SAMA  Chapters  in  the  United  States,  ten  chapters  in 
Pennsylvania,  "More  Members  —  More  Involved”  is  the 
theme  of  the  newly  elected  president,  Mrs.  Jerrald  Kuenn 
from  York.  Under  her  leadership,  WA/SAMA  will  continue 
to  become  involved  and  move  ahead. 

The  Pennsylvania  Society,  American  Association  of 
Medical  Assistants  is  a  very  active  group.  Their  Annual 
Convention  held  in  Pittsburgh  in  May  was  outstanding  in 
content  and  enthusiasm.  We  had  the  honor  of  attending, 
learning  to  know  the  members,  and  addressing  the  House  of 
Delegates.  Since  our  goals  and  objectives  are  similiar,  we 
should  work  together  to  maintain  good  public  relations  be¬ 
tween  physicians,  patients  and  the  community. 

The  president,  plus  our  full  complement  of  seventeen  del¬ 


egates,  attended  the  Annual  Convention  of  the  Woman’s 
Auxiliary  to  the  AMA  held  in  Atlantic  City,  June  20  to  23, 

1971.  We  were  honored  to  have  Mrs.  Robert  F.  Beckley,  a 
past  state  president  from  Clinton  County,  installed  as 
president-elect  of  the  Woman’s  Auxiliary  to  the  AMA. 
When  Mrs.  Beckley  is  installed  as  President  in  June,  1972, 
Pennsylvania  will  lead  the  nation,  holding  the  record  of  six 
national  presidents. 

We  appreciate  the  privilege  of  repesenting  the  State  Aux¬ 
iliary  at  meetings  of  the  councils  on  public  service;  govern¬ 
mental  relations;  education  and  science  and  the  annual  of¬ 
ficers’  conference.  Because  of  this  orientation  on  the 
problems  facing  medicine  today,  we  are  able,  as  your  Auxil¬ 
iary,  to  translate  this  need  into  positive  action. 

Our  thanks  to  Dr.  J.  Thomas  Millington  and  his  advisory 
committee  and  to  the  Society’s  very  able  staff  members  for 
their  invaluable  assistance  and  guidance.  My  sincere  grati¬ 
tude  to  Dr.  William  A.  Limberger  and  the  officers  of  the 
Society  for  their  cooperation  and  encouragement  in  every 
Auxiliary  effort. 

Without  our  capable  executive  secretary,  Arlene  C. 
Oyler,  it  would  be  impossible  to  carry  on  Auxiliary  business 
as  efficiently  as  we  do.  For  her  continued  help,  under¬ 
standing  and  dedication  to  the  Auxiliary,  we  are  grateful. 

Through  my  message  tonight,  I  hope  once  again  to 
have  impressed  you  with  the  many  accomplishments  of  the 
Doctors’  Wives  —  Your  Wives  —  Your  Auxiliary.  They 
have  set  definite  goals  and  achieved  them.  They  have  truly 
been  "Active  Health  Leaders  During  These  Changing 
Times.”  There  is  NO  LIMIT  to  what  the  Auxiliary  can  do 
with  your  encouragement  and  direction,  as  we  work 
together  toward  better  health  for  all  Americans,  and  indeed 
for  all  mankind. 

Appendix  L 

Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 

Nominations  for  two-year  terms  commencing  January  1, 

1972,  for  delegates  to  succeed  themselves: 

John  B.  Lovette,  M.D.,  Cambria  County;  age  50.  AMA 
activities:  Alternate  delegate  -  five  years;  delegate  -  two 
years.  Attended  all  sessions.  Attended  all  assigned  reference 
committee  hearings. 

Malcolm  W.  Miller,  M.D.,  Philadelphia  County;  age  63. 
AMA  activities:  Alternate  delegate  -  three  years;  delegate  - 
five  years;  reference  committee  member;  regular  attend¬ 
ance;  routine  assignments.  Prior  to  the  presently  expiring 
two-year  term,  served  in  substituting  for  someone  else  when 
an  alternate.  Also  at  times  when  Pennsylvania  was  due  for 
an  additional  delegate,  was  appointed  by  the  Board  of  Trus¬ 
tees  to  serve. 

Russell  B.  Roth,  M.D.,  Erie  County;  age  57.  AMA  activi¬ 
ties:  Alternate  delegate  -  two  years;  delegate  -  eight  years; 
reference  committee  member;  regular  attendance;  routine 
assignments;  for  three  years,  served  as  Vice  Speaker  of  the 
AMA  House;  serving  third  term  as  Speaker  of  the  AMA 
House;  served  on  Council  on  Medical  Service,  Federal 
Medical  Services;  Ad  Hoc  Liaison  with  Council  on  Medical 
Education  and  Hospitals;  Liaison  Committee  of  Council  on 
Medical  Education  and  the  Council  on  Medical  Service. 
Member,  AMA  Commission  on  Cost  of  Medical  Care. 
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Nominated  by  AMA  and  subsequently  appointed  to  Na¬ 
tional  Advisory  Council  on  Regional  Medical  Programs. 
Serves  as  member  of  Special  Medical  Advisory  Group  to 
the  Veterans  Administration  and  of  Steering  Committee  on 
Experimental  Medical  Care  Review  Organizations  in  HEW. 
Has  given  AMA  testimony  before  Congressional  com¬ 
mittees  on  six  occasions. 

Nominations  for  two-year  terms  commencing  January  1, 
1972,  for  delegates  who  are  currently  alternates: 

Paul  S.  Friedman,  M.D.,  Philadelphia  County;  age  57. 
AMA  activities:  Alternate  delegate  -  three  years;  current 
member  of  Council  on  Legislation;  attended  conventions 
and  caucuses;  represented  delegation  at  hearings  of  refer¬ 
ence  committees.  Member  National  Speakers  Bureau. 

Matthew  Marshall,  Jr.,  M.D.,  Allegheny  County;  age  50. 
AMA  activities:  Alternate  delegate  -  three  years;  served  as 
teller  one  year;  attended  reference  committee  hearings. 

Nominations  for  two-year  terms  commencing  January  1, 
1972,  for  alternate  delegates: 

Robert  F.  Beckley,  M.D.,  Clinton  County;  age  55.  AMA 
activities:  Current  alternate,  elected  in  October  1970;  at¬ 
tended  both  sessions  of  the  House  of  Delegates  and  spoke  to 
PMS  positions  at  reference  committees  and  with  other  state 
delegates.  Assisted  in  PMS  hospitality  suite.  Attended  some 
of  the  meetings  of  Woman’s  Auxiliary  to  the  AMA  and  was 
privileged  to  entertain  some  of  their  officers. 

Robert  J.  Carroll,  M.D.,  Allegheny  County;  age  47.  As  a 
member  of  the  Allegheny  County  Medical  Society  served  as 
President,  1969;  Chairman  of  the  Board,  1970;  member, 
Board  of  Directors  -  1954  to  1963  and  1967  to  date; 
Chairman,  Health  Services  Planning  Committee  -  1970  to 
date;  School  and  Child  Health  Committee  -  1965  to  date; 
delegate  to  PMS  House  -  1968  to  date.  PMS  activities: 
Committee  on  Objectives  -  1970  to  date;  Council  on  Gov¬ 
ernmental  Relations  -  1971;  Board  of  Pennsylvania  Medical 
Political  Action  Committee  -  1971. 

Wilbur  E.  Flannery,  M.D.,  Lawrence  County;  age,  64. 
AMA  activities:  Current  alternate,  serving  six  years;  at¬ 
tended  all  but  three  sessions.  Took  assignments  at  each 
meeting  which  were  made  by  chairman  of  delegation  to  at¬ 
tend  and  report  on  meetings  of  reference  committees.  On 
four  occasions  acted  as  delegate  when  either  the  regular  del¬ 
egate  could  not  attend  or  had  to  leave  the  session  before  ad¬ 
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journment.  Participated  in  discussions  at  reference  com¬ 
mittee  meetings  and  on  the  floor  of  the  House  of  Delegates 
when  acting  as  a  delegate. 

John  Helwig,  Jr.,  M.D.,  Philadelphia  County;  age  44.  As 
a  member  of  the  Philadelphia  County  Medical  Society 
served  on  Board  of  Censors;  Board  of  Directors;  Medical- 
Legal  Affairs;  Grievance  and  Professional  Relations;  Heart 
and  Circulating  Disease;  Delegate  to  PMS  House  -  five 
years.  PMS  activities:  Council  on  Medical  Service,  three 
years;  Commission  on  Professional  Liability  Insurance. 

William  J.  Kelly,  M.D.,  Allegheny  County;  age  49.  As  a 
member  of  the  Allegheny  County  Medical  Society  served  as 
Secretary;  First  Vice  President;  Board  of  Directors; 
President-Elect;  President;  Parliamentarian;  Committees  on 
Hospital  and  Professional  Relations;  Medical-Legal  Com¬ 
mittee.  Delegate  to  PMS  House  -  twelve  years.  PMS  activi¬ 
ties:  Member  Board  of  Trustees,  four  years;  Committees  on 
Constitution  and  Bylaws,  three  years;  Discipline,  four  years; 
Finance,  two  years;  Review  Medical  Practice  Act,  two 
years;  Council  on  Governmental  Relations,  three  years; 
Publication,  one  year;  Benjamin  Rush  Awards,  four  years. 
PMS  Board  representative  to  the  State  Board  of  Medical 
Education  and  Licensure  since  May,  1969. 

David  S.  Masland,  M.D.,  Cumberland  County;  age  48. 
AMA  activities:  Current  alternate,  serving  six  years.  At¬ 
tended  all  caucuses  and  meetings  of  the  delegation  over  the 
past  two  years.  Served  as  delegate  at  the  Clinical  Session  in 
Boston  being  appointed  by  the  chairman  to  replace  a 
physician  who  was  unable  to  attend.  Served  as  a  member  of 
i  reference  committee. 

Robert  S.  Sanford,  M.D.,  Tioga  County;  age  51.  As  a 
member  of  the  Tioga  County  Medical  Society  served  as 
Secretary-Treasurer  nine  years;  President,  1954;  Com¬ 
mittees  on  Blue  Cross-Blue  Shield,  eight  years;  Public  Rela¬ 
tions,  one  year;  Rural  Health,  one  year;  Legislation,  one 
year;  Medicine  and  Religion,  four  years.  Delegate  to  PMS 
House  -  sixteen  years.  PMS  activities:  Board  of  Trustees, 
nine  years;  Committees  on  Benjamin  Rush  Awards,  one 
year;  Aid  to  Education,  six  years;  Publication,  six  years; 
Medicine  and  Religion,  eight  years;  Susquehanna  Valley 
Regional  Medical  Program,  five  years;  Council  on  Medical 
Service,  four  years;  Second  Vice-President,  one  year. 
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PENNSYLVANIA  MEDICINE 


psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 


Sinequan 

DOXEPIN  HCll  /'TV 
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Starting  dosage: 

25  mg.  t.i.d. 
for  mild  to  moderate 
symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a  tranquilizer. 


BRIEF  SUMMARY 

Sinequan  (doxepin  HCI)  Capsules 
Contraindications.  Sinequan  (doxepin  HCI)  is  con¬ 
traindicated  in  individuals  who  have  shown  hyper¬ 
sensitivity  to  the  drug. 

Sinequan  (doxepin  HCI)  is  contraindicated  in 
patients  with  glaucoma  or  a  tendency  to  urinary 
retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
HCI)  has  not  been  studied  in  the  pregnant  patient. 
It  should  not  be  used  in  pregnant  women  unless, 
in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  repro¬ 
ductive  studies  have  not  resulted  in  any  teratogenic 
effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe¬ 
pin  HCI)  in  children  under  12  years  of  age  is  not 
recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
death  have  been  reported  following  the  concomi¬ 
tant  use  of  certain  drugs  with  MAO  inhibitors. 
Therefore,  MAO  inhibitors  should  be  discontinued 
at  least  two  weeks  prior  to  the  cautious  initiation  of 
therapy  with  Sinequan  (doxepin  HCI).  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the 
particular  MAO  inhibitor  being  used,  the  length  of 
time  it  has  been  administered,  and  the  dosage  in¬ 
volved. 

Precautions.  Since  drowsiness  may  occur  with  the 
use  of  this  drug,  patients  should  be  warned  of  that 
possibility  and  cautioned  against  driving  a  car  or 
operating  dangerous  machinery  while  taking  this 
drug. 

Patients  should  also  be  cautioned  that  their  re- 
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sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im¬ 
provement  has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi¬ 
cant  tranquilizing  activity,  the  possibility  of  activa¬ 
tion  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e.g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage,  75  to  150  mg.  per  day, 
Sinequan  (doxepin  HCI)  can  be  given  concomi¬ 
tantly  with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  effect.  At 
doses  of  300  mg.  per  day  or  above,  Sinequan 
(doxepin  HCI)  does  exert  a  significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera¬ 
peutic  agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has 
been  observed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther¬ 
apy  is  continued. 


Cardiovascular  Effects:  Tachycardia  and  hypo¬ 
tension  have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak¬ 
ness,  dizziness,  fatigue,  weight  gain,  edema,  pares¬ 
thesias,  flushing,  chills,  tinnitus,  photophobia,  de¬ 
creased  libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a  starting  dose  of  25  mg.  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in¬ 
creased  or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti¬ 
mum  dose  range  is  75  mg. /day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad¬ 
ual  increase  to  300  mg./day  if  necessary.  Addi¬ 
tional  therapeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a  dose  of  300  mg./day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCI)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg.,  25  mg.,  and  50  mg.  of  doxepin  in  bottles  of 
100:  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  request. 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\alium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6  months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  /  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  /  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu¬ 
ance  (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2  to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5  mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2  to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2  to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2  to  2%  mg,  1  or  2  times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1  to  2&  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6  months). 

Supplied:  Valium®  (diazepam)  Tablets,  2  mg,  5  mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-DoseT  M'  packages  of  1000. 
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